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Foreword

The current shortage of health care providers in the United States has 
stimulated a demand for the recruitment of foreign-educated health care 
workers—audiologists, clinical laboratory scientists, clinical laboratory 
technicians, nurses, occupational therapists, physical therapists, physi-
cian assistants, and speech-language pathologists. This book has been 
developed with the foreign-educated health care professional in mind. 
It is a definitive source for information on understanding the myriad of 
requirements as the health care professional moves through the pro-
cess of securing an occupational visa, licensure, and employment in the 
United States.

As a physical therapist educator for almost 30 years, I have had the 
opportunity to work with many foreign-educated health care profession-
als and with the legal jurisdictions as the physical therapist strives to 
meet the challenges and opportunities of licensure. This book has been 
developed and written by some of the leading health care professionals 
in the United States today. Their experience and knowledge should pro-
vide you with the knowledge and insight needed to maneuver through 
the complicated visa and licensure systems. It is our intent that this book 
will serve as a resource to assist individuals as they consider immigration 
to this country, apply for occupational visas, complete the federal screen-
ing and state licensure processes, and meet employment requirements 
in the United States.

CGFNS International® was named in the 1996 Illegal Immigration 
Reform and Immigrant Responsibility Act and certified in 2004 by the 
Department of Homeland Security to certify health care workers in pur-
suit of practice in the United States. CGFNS International’s work in-
cludes credentials evaluation and assessment services that are designed 
to protect individuals seeking licensure and practice in the United States 
and to protect the U.S. public. The authors of the chapters in this book 
have worked with CGFNS International over the years and have provided 
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the reader with the most up-to-date information on topics ranging from 
the U.S. health care delivery system to employment opportunities, from 
entry into the United States to entry into professional practice.

Why you will want this book? It is unique in that it is the first of-
ficial guide for foreign-educated health care professionals entering the 
U.S. health care workforce; it is published by CGFNS International®, 
Inc., an internationally recognized and respected agency that evaluates 
the credentials of foreign-educated health professionals seeking employ-
ment in the United States; and the contributors are well-known experts 
in their fields.

Barbara Sanders, PhD, PT, SCS
Associate Dean, College of Health Professions

Texas State University
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Preface

In 1996 the debate regarding the Illegal Immigration Reform and Im-
migrant Responsibility Act centered on the necessity to screen foreign-
educated health care professionals seeking employment in the United 
States. The focused and controversial discussion also raised cogent 
points regarding the qualifications of an entity to perform such an 
assessment.

Based on its established track record in providing credentialing 
services to a variety of health occupations, CGFNS International was 
named in the Act to provide health professions screening when the law 
passed. The Congressional mandate acknowledged, then and now, the 
expertise of CGFNS International to protect the U.S. public, by assuring 
the integrity of health professionals’ credentials in the context of global 
migration.

In creating this book, CGFNS has attempted to provide a bridge that 
will foster a successful transition for those whose journey brings them 
to the United States to work. The book is organized into nine chapters 
that present information to assist the foreign-educated health care pro-
fessional who is considering practicing in the United States. No doubt 
the contents of the book will be viewed differently among a variety of 
readers, but the authors hope that all will benefit from the perspectives 
presented.

In chapter 1, “Foreign-Educated Health Care Professionals in the 
United States Health Care System,” Deborah McNeil Whitehouse and 
David D. Gale present an overview of the current health care profes-
sional shortage in the United States and the employment of foreign-
educated health professionals to respond to the shortages. The history of 
foreign-educated health professionals in the U.S. workforce and compa-
rability of their professional education in the United States to education 
in other nations is discussed.
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In chapter 2, “Preparing to Leave Your Home Country,” Catherine R. 
Davis and Donna R. Richardson identify the many reasons that health 
professionals migrate. The factors that make a host country a favorable 
destination are depicted. Pitfalls to avoid and ways to reduce the risk of 
abuse and intimidation also are emphasized. The chapter identifies what 
should be done in the professional’s home country once the decision is 
made to move to the United States to work.

In chapter 3, “Entry Into the United States,” Donna R. Richardson 
and Catherine R. Davis explain the visa requirements to work suc-
cessfully as a health care professional in the United States. Tips are of-
fered for successfully navigating the process of obtaining a visa and a 
VisaScreen® certificate.

Michael D. Ward, in chapter 4, “Employment in the United States,” 
addresses the rights and responsibilities of employees and employers, 
and describes fundamental issues for work success across a variety of 
health care settings in the United States.

Nancy C. Sharts-Hopko, in chapter 5, “The U.S. Health Care Sys-
tem,” offers a broad overview of the scope and structure of the U.S. 
health care system, and how individuals access care. She underscores 
the importance of knowledge of the health care system as a key to suc-
cessful practice in the United States.

Chapter 6, “Health Care Professional Practice in the United States,” 
presents summarized information about the health care professions of 
audiology, medical technician, medical technology, occupational ther-
apy, physician assistants, physical therapy, and speech language pathol-
ogy. Each is presented in terms of education, licensure, and ethical and 
legal considerations for practice.

In chapter 7, “Communicating in the U.S. Health Care System,” 
Catherine R. Davis and Donna R. Richardson describe the legal basis 
for English language proficiency requirements and focus on interper-
sonal skills and challenges that foreign-educated health professionals 
must face as they enter practice in the United States. They also explore 
the meaning and impact of English language proficiency and interper-
sonal skills on the provision of safe care.

Virginia C. Alinsao, in chapter 8, “Adjusting to a New Commu-
nity,” provides useful information for newly arriving immigrants ad-
justing to a new community in the United States. She addresses major 
concerns about housing, transportation, and personal safety, all factors 
that must be considered when adapting to a new country and work 
environment.
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In chapter 9, “Furthering Your Education,” Julia To Dutka discusses 
academic and nonacademic educational programs for foreign health 
professionals in the United States. This chapter outlines the types of 
educational programs and the requirements for academic entry, and dis-
cusses continuing education programs. The author conveys that a spirit 
of continuous learning is central to adjusting to working and living in the 
United States.

The five appendices supplement the primary content and are sum-
marized as follows: Appendix A provides profession-specific excerpts 
from the Bureau of Labor Statistics Occupational Outlook Handbook, 
2008–2009 Edition on audiologists, clinical laboratory scientists and 
technicians (medical technologists and technicians), occupational ther-
apists, physical therapists, physician assistants, and speech-language 
pathologists.

Appendix B focuses on what a foreign -educated professional will 
need when searching for a job in the United States. It contains a sample 
cover letter requesting an interview, a sample résumé, and a sample let-
ter of thanks following an interview.

Appendix C provides a glossary of common visa terms and their 
meanings as well as frequently asked questions about admission to the 
United States.

Appendix D presents additional information on speech-language 
pathology as far as treatment areas and etiologies. It also provides 
a comparison of American Speech-Language-Hearing Association 
(ASHA) certification, state licensure, and state department of education 
certification.

Appendix E provides communication aids and contains a list of com-
monly heard idioms, slang, and jargon in the United States and in the 
U.S. health care system. It also contains a list of abbreviations commonly 
seen in practice settings.

In creating this book, CGFNS has attempted to provide a bridge 
that will foster a successful transition for those whose journey brings 
them to the United States to work. We hope that as each professional 
reads the chapters that not only will we answer important questions and 
address relevant inquiries, but also that each reader will find the book 
both informative and helpful.

Barbara L. Nichols, CEO, CGFNS International
Fall, 2009
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educated nurses and other health care professionals for U.S. licensure 
and immigration.

xxii About CGFNS International



The Official Guide for 
Foreign-Educated Allied 
Health Professionals



This page intentionally left blank 



1

Foreign-Educated Health Care 
Professionals in the United 
States Health Care System

DEBORAH McNEIL WHITEHOUSE 
AND DAVID D. GALE

1

In This Chapter

U.S. Immigration Patterns 6

Legislating Foreign-Educated Health Care Professional 
Immigration 9

History of Foreign-Educated Health Care Professionals 
in the U.S. Workforce 13

Employment Trends 16

Predicted Growth in the Health Care Professions 16

Issues Related to Migration 22

Entry Into Practice in the United States 24

Immigration and Job Needs in Health Care 30

Transition to Health Care Practice in the United States 31

Acculturation 34

Ensuring Your U.S. Experience Is Rewarding 
and Gratifying 36

Summary 37



2 The Official Guide for Foreign-Educated Allied Health Professionals

Keywords

Accreditation Commission for Audiology Education (ACAE): 
Organization whose mission is to assure the public that only those 
programs that have complied with this agency’s standards and that 
graduate competent audiologists trained at the AuD level will be 
accredited.

Accreditation Review Commission on Education for Physi-
cian Assistants (ARC-PA): The accrediting agency that defines the 
standards for physician assistant education and evaluates physician 
assistant educational programs within the United States to ensure 
their compliance with those standards.

Allied health professionals: Clinical health care professionals dis-
tinct from those who practice medicine, dentistry, and nursing. Al-
lied health professionals work as part of the health care team.

American Academy of Physician Assistants (AAPA): National
professional society, founded in 1968, that represents physician as-
sistants in all 50 states, the District of Columbia, Guam, and the 
Federal Services.

American Physical Therapy Association (APTA): The national 
professional organization for physical therapists representing more 
than 72,000 members. Its goal is to advocate for the advancement of 
physical therapy practice, research, and education.

American Speech-Language-Hearing Association (ASHA): 
The professional, scientific, and credentialing association for audi-
ologists, speech-language pathologists, and speech, language, and 
hearing scientists.

Audiologists: Professionals that work with people who have hear-
ing, balance, and related ear problems, especially diagnosing and 
treating hearing loss. Audiology is regulated by licensure or registra-
tion in all 50 states.

Baby boomer: Individual born during a period of extreme popula-
tion increase due to high birth rates. Generally refers to those born 
in the period following the end of World War II.

Brain drain: The large emigration of individuals with techni-
cal skills and knowledge from one (usually developing) country to 
another (usually developed) country. It generally is due to lack of 
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opportunity, political conflict and instability, and poor working con-
ditions in the home country.

Bureau of Labor Statistics: The principal fact-finding agency for 
the federal government in the broad field of labor economics and 
statistics.

Canadian Association of Speech-Language Pathologists and 
Audiologists (CASLPA): The national body that supports and 
represents the professional needs of speech-language pathologists, 
audiologists, and supportive personnel inclusively within one orga-
nization. The organization supports and empowers its members to 
maximize the communication and hearing potential of the people of 
Canada.

Career mobility: Progress in a chosen profession or during a per-
son’s working life.

Certification: A process indicating that an individual or institution 
has met predetermined standards.

Clinical practice acuity: The complexity of care required to meet 
patient care needs and goals.

Cohort: Statistically, a group of subjects defined by their common 
experience of an event in a particular time span.

Commission on Accreditation in Physical Therapy (CAPTE): 
The accreditation agency recognized by the U.S. Department of 
Education and the Council for Higher Education Accreditation to 
accredit entry-level physical therapist and physical therapist assis-
tant education programs.

Council on Academic Accreditation in Audiology and Speech-
Language Pathology (CAA): Accreditation board responsible for 
evaluating and accrediting master’s programs in speech-language 
pathology and clinical doctoral programs in audiology.

Credentials evaluation: An analysis of an individual’s qualifica-
tions, such as education and licensure, to ensure that they are com-
parable to U.S. qualifications.

Cultural competence: An ability to interact effectively with people 
of different cultures, often in the context of health care.

Grandfathering: To exempt a person involved in an activity, busi-
ness, or profession from new regulations.
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Health Care Worker Certificates: Health care worker certifica-
tion documents indicating that the education, training, licensure, 
and English language proficiency of foreign health care workers 
have met U.S. comparability standards.

Internship: The program through which an individual can work 
as a trainee to gain practical, on-the-job experience for a specified 
amount of time.

Medical technicians: Medical technicians, or clinical laboratory 
technicians, perform less complex tests and laboratory procedures 
than medical technologists, typically have a 2-year specialized edu-
cation, and are supervised by a medical technologist.

Medical technologists: Health care professionals who perform 
chemical, hematological, immunological, microscopic, and bacte-
riological diagnostic analyses on body fluids. Medical technologists, 
also known as clinical laboratory scientists, have at least a baccalau-
reate degree and work in clinical laboratories at hospitals, doctors’ 
offices, and biotechnology laboratories.

Mentor: A senior or experienced person in a company or organiza-
tion who gives guidance and training to a junior colleague; a wise 
and trusted teacher and counselor.

Mutual Recognition Agreement: An international agreement 
by which two or more countries agree to recognize one anoth-
er’s education, programs, licensure, and so forth, in an effort to 
increase mobility between and among the nations that sign the 
agreement.

National Commission on Certification of Physician Assistants 
(NCCPA): Credentialing organization for physician assistants in the 
United States. The credential certifies that the physician assistant 
meets established standards of knowledge and clinical skills upon 
entry into practice and throughout his or her career.

North American Free Trade Agreement (NAFTA): A trade 
agreement that allows for the exchange of products and services 
in North America, involving the United States, Canada, and 
Mexico.

Occupational therapists: Occupational therapists use treatments 
to develop, recover, or maintain the daily living and work skills of 



Chapter 1 Health Care Professionals in the United States Health Care System 5

their patients. They work with individuals, families, groups, and pop-
ulations to facilitate health and well-being through engagement or 
reengagement in an occupation.

Occupational therapy assistant (OTA): An occupational thera-
pist assistant works under the direction of an occupational therapist 
to provide rehabilitative services to persons with mental, physical, 
emotional, or developmental impairments.

Physical therapists: Physical therapists provide services that help 
restore function, improve mobility, relieve pain, and prevent or limit 
permanent physical disabilities of patients suffering from injuries or dis-
ease. They restore, maintain, and promote overall fitness and health.

Physical therapist assistants: Physical therapist assistants and 
aides help physical therapists to provide treatment that improves 
patient mobility, relieves pain, and prevents or lessens physical dis-
abilities of patients.

Physical therapy: A health care profession that provides services to 
clients in order to develop, maintain, and restore maximum move-
ment and functional ability throughout life.

Physician assistants: Individuals formally trained to provide diag-
nostic, therapeutic, and preventive health care services, as delegated 
by a physician.

Practice doctorates: Practice-focused doctoral degrees as opposed 
to a research-focused doctoral degree, such as a PhD.

Preceptor: A specialist in a profession, especially health care, who 
gives practical training to a student or novice in the profession.

Professional autonomy: Responsible discretionary decision mak-
ing by a profession or an individual within the profession; the quality 
or condition of being self-governing.

Professional fluency: The ability to discuss the motivation and rea-
soning behind research or general research trends in a particular 
field or profession.

Speech-language pathologists: Individuals with specialized ed-
ucation who assess, diagnose, treat, and help to prevent disorders 
related to speech, language, cognitive communication, voice, swal-
lowing, and fluency.
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U.S. Citizenship and Immigration Services (USCIS): The gov-
ernment agency that oversees lawful immigration to the United 
States. It establishes immigration services, policies, and priorities, 
and adjudicates (decides upon) the petitions and applications of po-
tential immigrants.

U.S. Department of Labor (DOL): The government department 
responsible for improving working conditions and promoting oppor-
tunities for profitable employment in the United States.

World Federation of Occupational Therapists (WFOT): The
international representative for occupational therapists and occupa-
tional therapy around the world and the official international organi-
zation for the promotion of occupational therapy.

The U.S. health care industry is rapidly expanding and has added 
1.7 million jobs since 2001 (Business Week, September 25, 2006). The 
United States is facing a continued growth of health care jobs and a con-
current expanding shortage of health care professionals to fill these posi-
tions. Driven by a growing aging population (commonly the biggest user 
of health care services), changing technology, clinical practice acuity,
retirements of currently practicing professionals, and changing career 
choices of younger generations, the health provider shortages are ex-
pected to continue and expand.

U.S. IMMIGRATION PATTERNS

Since its founding the United States has depended on workers from 
other countries to provide the labor and skills necessary to ensure devel-
opment of the U.S. agricultural, manufacturing, and export industries. 
Early immigrant workers ranged from indentured servants and African 
and Caribbean slaves to Irish, Italian, and Polish mill and mine workers 
and Chinese railroad builders. Today the face of the immigrant is chang-
ing and includes skilled professionals in education, science, and technol-
ogy from Africa, Asia, and Latin America.

Early Immigration Trends

While immigration has been ongoing since the time of the early U.S. 
settlers, the United States experienced a major wave of immigration in 
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the 1800s as people began leaving their home countries because of crop 
failures, land and job shortages, rising taxes, and famine. Many came to 
the United States because it was seen to be the land of economic op-
portunity. Others came seeking personal freedom or relief from political 
and religious persecution. The majority of immigrants during this intense 
period of immigration arrived from Germany, Ireland, and England.

Migration Trends in the 20th Century

Migration patterns changed considerably in the 1900s. Not only did 
the number of immigrants increase, but the countries from which they 
came also changed—with the majority of immigrants coming from non-
 English-speaking European countries. The principal source of immi-
grants was now Southern and Eastern Europe, especially Italy, Poland, 
and Russia, countries quite different in culture and language from the 
U.S. population of that time, making adaptation to the new country more 
challenging than for previous immigrants.

Although each ethnic group demonstrated distinctive characteris-
tics, the groups shared one overarching feature: they settled in urban 
areas and worked in jobs that native-born Americans did not want. In 
fact, they made up the bulk of the U.S. industrial labor pool, making pos-
sible the emergence of such industries as steel, coal, automobile, textile, 
and garment production, and enabling the United States to move to the 
front ranks of the world’s economic giants.

By the mid-1900s migration patterns changed again. Restriction of 
immigration occurred sporadically over the course of the late 19th and 
early 20th centuries, but immediately after World War I (1914 –1918) 
and into the early 1920s, Congress changed the nation’s basic policy on 
immigration (Library of Congress, 2004).

Legislating Immigration

National Origins Act

The National Origins Act (also known as the Reed-Johnson Act) of 1924 
not only restricted the number of immigrants who could enter the United 
States but also assigned slots according to quotas based on national ori-
gins. The Act limited the number of immigrants who could be admitted 
from any country to 2% of the number of persons from that country 
who were already living in the United States based on the 1890 census. 
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Approximately 86% of the 165,000 permitted entries were from the Brit-
ish Isles, France, Germany, and other Northern European countries.

The law was aimed at further restricting the Southern and Eastern 
Europeans who had begun to enter the country in large numbers begin-
ning in the 1890s. However, it set no limits on immigration from the 
Western hemisphere, thus ushering in a new era in U.S. immigration 
history. Immigrants could and did move quite freely from Mexico, the 
Caribbean (including Jamaica, Barbados, and Haiti), and other parts of 
Central and South America.

Immigration and Nationality Act

The Immigration and Nationality Act (INA) was created in 1952. Before 
the INA, a variety of rulings governed immigration law but were not or-
ganized in one location. The Immigration and Nationality Act collected 
and codified many existing provisions and reorganized the structure of 
immigration law. The Act has been amended many times over the years, 
but is still the basic body of immigration law. The Immigration and Na-
tionality Act of 1952 upheld the national origins quota system established 
by the Immigration Act of 1924, reinforcing this controversial system of 
immigrant selection.

The Hart-Celler Act

Immigration policy changed with passage of the Hart-Celler Act, an 
amendment to the Immigration and Nationality Act in 1965 that was 
a by-product of the civil rights revolution and a much more liberal 
immigration law.

This law replaced the quota system with preference categories based 
on family relationships and job skills, giving particular preference to po-
tential immigrants with relatives in the United States and with occupations 
deemed critical by the U.S. Department of Labor. Immigrants were to 
be admitted by their skills and professions rather than by their nationality.

Immigration Today

The result of the Hart-Celler Act was that most legal immigrants now 
come to the United States from Asia and Latin America, rather than 
Europe. The Act also began the rejuvenation of the Asian American 
community in the United States by abolishing the strict quotas that had 
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restricted immigration from Asia since 1882. After 1970, following an 
initial influx from European countries, immigrants began to come to the 
United States from such countries as Korea, China, India, the Philip-
pines, and Pakistan, as well as countries in Africa, such as Nigeria, Egypt, 
and Ethiopia. By the beginning of the 21st century immigration to the 
United States had returned to its 1900 volume, and the United States 
once again became a nation formed and transformed by immigrants.

LEGISLATING FOREIGN-EDUCATED HEALTH CARE 
PROFESSIONAL IMMIGRATION

United States immigration policy has evolved over time to respond not 
just to the country’s need for various labor skills but also to health care 
delivery needs. Foreign-educated health care professionals have been a 
part of the U.S. workforce for many years. However, their recruitment 
has ebbed and waned as the health care system has been challenged 
by demographic and economic changes and changing immigration laws. 
Today, limited data exist to verify the actual number of foreign-educated 
health care professionals in the United States.

Because of cyclical and often severe health care professional short-
ages, several immigration laws and regulations were implemented to fa-
cilitate the migration of foreign-educated health care professionals to 
the United States.

Creation of Schedule A

The Immigration Nursing Relief Act of 1989 created a unique visa cat-
egory for nurses to address the severe nursing shortage of that time. 
Also under the Immigrant Nursing Relief Act, the Department of Labor 
(DOL) established a special category, referred to as Schedule A, in rec-
ognition of the continuing shortage not only of registered nurses but also 
of physical therapists.

Schedule A alleviates some of the documentation required of a spon-
soring employer by the DOL for its labor certification process. Just as 
immigration can be an expensive process for foreign-educated health 
care professionals, labor certification is a complicated, labor-intensive, 
and expensive process for employers. Schedule A’s core premise is to 
precertify those occupations for which there are few qualified, willing, 
and available U.S. workers. For Schedule A occupations, the Prevailing 
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Wage Determination request form that employers must complete goes 
directly to the U.S. Citizenship and Immigration Services (USCIS)
for processing, bypassing the Department of Labor and streamlining the 
labor certification process.

Illegal Immigration Reform and Immigrant 
Responsibility Act

Enactment of the 1996 Illegal Immigration Reform and Immigrant Re-
sponsibility Act (IIRIRA) on September 30, 1996, resulted in significant 
changes to existing U.S. immigration laws. Although IIRIRA was pro-
moted as an illegal immigration bill, its far-reaching provisions have had 
a serious impact on legal immigration as well. IIRIRA requires that all 
immigrants and nonimmigrants coming to the United States for the pur-
pose of performing labor as health care workers on either a permanent or 
temporary basis must submit a Health Care Worker Certificate. This rule 
includes those seeking a change of nonimmigrant status. The regulations 
implementing IIRIRA became final in 2003. Health care workers listed 
under section 343 of IIRIRA include nurses, occupational therapists,
medical technologists, medical technicians, physical therapists, phy-
sician assistants, and speech-language pathologists/audiologists.

Federal Screening Program

The 1996 Act required that all health care professionals, except physi-
cians, seeking an occupational visa to enter the United States for em-
ployment purposes undergo a federal screening program. By law, this 
screening program requires that foreign health care professionals have 
their education, licensure, and experience evaluated to ensure compara-
bility to those of an entry-level U.S. health care professional of the same 
profession. The screening is required for foreign-educated health care 
professionals seeking an occupational visa to work in the United States. 
You should be aware that if you were born outside of, but were educated 
in, the United States, by law you must undergo the federal screening 
program when applying for an occupational visa.

The occupational visa gives entry into the country. However, to work 
as a health care professional, you also must meet state requirements for 
practice. In many states and for most professions, this means having a li-
cense to practice that has been granted by the state regulatory body for 
your profession.
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Approved Federal Screening Agencies

CGFNS was named in IIRIRA to conduct the federal screening pro-
gram for all health care professionals, and developed its VisaScreen®
Program to meet the law’s requirements. The National Board for Certi-
fication in Occupational Therapy (NBCOT®) and the Foreign Creden-
tialing Commission on Physical Therapy (FCCPT) were named in the 
regulations implementing the 1996 law to conduct the federal screen-
ing program for foreign-educated occupational therapists and physical 
therapists respectively.

The USCIS requires that each of these organizations evaluate the 
health care worker’s education to determine comparability to that re-
quired of a U.S. health care entry professional in the same discipline, 
including specified competencies and clinical or field work experience. 
Additionally, Section 343 of IIRIRA requires verification of written and 
spoken English proficiency, through testing by specified examinations, 
unless the applicant is exempt. Exemptions for the English proficiency 
requirement include completion of entry professional programs in Aus-
tralia, Canada (except Quebec), Ireland, New Zealand, the United King-
dom, or the United States when the textbooks and instruction were in 
English. Finally, the organizations must determine that all of the appli-
cant’s current and previously held professional licenses are valid and un-
encumbered. Please refer to CGFNS (www.cgfns.org), FCCPT (www.
fccpt.org), and NBCOT (www.nbcot.org) for detailed requirements and 
applications. See chapter 3 for a more in-depth discussion of the 1996 
law and its requirements.

CGFNS International

CGFNS is an immigration-neutral, nonprofit organization, internation-
ally recognized as an authority on credentials evaluation related to 
the education, registration, and licensure of nurses and other health care 
professionals worldwide. It protects the public by ensuring that nurses 
and other health care professionals educated in countries other than the 
United States are eligible and qualified to meet licensure, immigration, 
and other practice requirements in the United States. CGFNS not only 
validates international professional credentials but also supports interna-
tional regulatory and educational standards for health care professionals.

CGFNS has three programs that are used by foreign-educated 
health care professionals to meet federal and state requirements for 

www.cgfns.org
www.fccpt.org
www.fccpt.org
www.nbcot.org
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employment in the United States: the VisaScreen Program, the Cre-
dentials Evaluation Service, and the New York Credentials Verification 
Service.

The VisaScreen Program is a U.S. government-mandated pro-■

gram that ensures that a foreign-educated health care profession-
al’s education, licensure, and experience are comparable to those 
of U.S. graduates; that the individual’s license is valid, current, 
and without penalties; that he or she has proficiency in written 
and oral English; and that the individual has passed either a test 
predicting success on the occupation’s licensing or certification 
examination (provided such a test is recognized by a majority of 
states licensing the occupation for which the certification is is-
sued), or has passed the occupation’s licensing or certification 
examination.
By law, CGFNS was named to screen all health care profession-■

als, except physicians. Final regulations implementing the 1996 
immigration law granted CGFNS approval to issue Health Care 
Worker Certificates to foreign-educated health care profession-
als coming to the United States to work as medical technolo-
gists and technicians, nurses, occupational therapists, physical 
therapists, physician assistants, and speech-language pathologists 
and audiologists.
The■ Credentials Evaluation Service (CES) provides a written 
analysis of a foreign-educated health care professional’s education 
and licensure in terms of U.S. comparability, identifies what the 
individual’s education and licensure give access to in his or her 
home country and in the United States, and provides an analysis 
of the individual’s coursework based on U.S. standards. The CES 
provides detailed reports for regulatory bodies, educational pro-
grams, and employers. Two levels of report are available: Health 
Care Profession and Science Course-by-Course Report and Full 
Education Course-by-Course Report.
The New York Credentials Verification Service (NYCVS) obtains ■

the academic transcripts and licensure validations of foreign-
 educated health care professionals directly from the issuing agen-
cies, verifies their authenticity, and provides a report to the New 
York State Department of Education. The state then evaluates 
the credentials to determine comparability to U.S. education 
and licensure. This service is used by nurses, physical therapists, 
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physical therapist assistants, occupational therapists, and oc-
cupational therapy assistants.

National Board for Certification 
in Occupational Therapy

The United States Citizenship and Immigration Services (USCIS) granted 
the National Board for Certification in Occupational Therapy, Inc. 
(NBCOT) approval to issue Health Care Worker Certificates to  foreign-
educated health care professionals coming to the United States to work 
in the field of occupational therapy. NBCOT’s (2008a) Health Care 
Worker Certificates are known as Visa Credential Verification Certifi-
cates (VCVC). For more information on the Visa Credentials Verification 
program, which meets the federal screening requirements for occupa-
tional therapists seeking a visa to enter the United States for employ-
ment purposes, you may access the NBCOT Web site at http://www.
nbcot.org.

Foreign Credentialing Commission on Physical Therapy

The USCIS granted the Foreign Credentialing Commission on Physical 
Therapy (FCCPT) approval to issue Health Care Worker Certificates to 
foreign-educated health care professionals coming to the United States 
to work in the field of physical therapy. FCCPT’s (2008a) screening 
program is known as Visa Credentials Certification (VCC). For more 
information on the FCCPT Comprehensive Credentials Evaluation 
(Type I Certificate), which meets the federal screening requirements for 
physical therapists seeking a visa to enter the United States for employ-
ment purposes, access the FCCPT Web site at http://www.fccpt.org.

HISTORY OF FOREIGN-EDUCATED HEALTH CARE 
PROFESSIONALS IN THE U.S. WORKFORCE

Demographics

The majority of foreign-educated health care professionals seeking a 
VisaScreen Certificate from CGFNS for visa purposes are in the 29 – 31 
age range. The youngest (29 years) were educated as physical therapists 

http://www.nbcot.org
http://www.nbcot.org
http://www.fccpt.org
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and occupational therapists and the oldest (36 years) were educated as 
medical technicians.

A review of Health Care Worker Certificates issued by CGFNS, 
FCCPT, and NBCOT indicates that physical therapists represent 
the largest number of allied health professionals receiving Health 
Care Worker Certificates, followed by medical technologists, speech-
 language pathologists, and occupational therapists. Table 1.1 presents 
the number of certificates (required for the visa process) that were 
issued by CGFNS (2008), FCCPT (2008b), and NBCOT (2008b) in 
2006. Table 1.2 presents the number of certificates issued by the three 
entities in 2007.

Countries of Education

Data from CGFNS International in 2007, which included nurses in their 
totals, listed the top five countries of education for VisaScreen appli-
cants as the Philippines, India, United States, Canada, and South Korea. 
NBCOT’s (2008) Visa Credential Verification Certificate Program for 

Data compiled from CGFNS VisaScreen® Program data, 2006; FCCPT Summary of Creden-
tial Review, 2006; and NBCOT, Visa Credential Verification Year End Review, 2006.

Table 1.1
HEALTH CARE WORKER CERTIFICATES ISSUED BY CGFNS, FCCPT, 
AND NBCOT IN 2006

CGFNS FCCPT NBCOT TOTAL

Physical therapist 559 1,049 1,608

Medical technologist (clinical 
laboratory scientist)

777 777

Speech-language pathologist 135 135

Occupational therapist 39 288 327

Clinical laboratory technician 16 16

Physician assistant <15 <15

Audiologist <15 <15



Chapter 1 Health Care Professionals in the United States Health Care System 15

occupational therapists listed the top five countries of birth for 2007 as 
the Philippines (153), India (32), Canada (29), Taiwan (10), and Austra-
lia (6). These numbers include foreign-born as well as foreign-educated 
professionals because all foreign-born allied health professionals seeking 
occupational visas, including those educated in the United States must, 
by law, obtain a Health Care Worker Certificate.

The United States is one of the top receiving countries for migrating 
health workers (Association of Academic Health Centers, 2008). Fac-
tors attracting immigration include a growing health profession market, 
higher salaries, better working conditions, and availability of advanced 
technology. As health care professional shortages continue to grow, 
many potential U.S. students are investigating other high technologi-
cal and advanced careers rather than health care–related disciplines. At 
a time when the United States needs to be actively recruiting foreign 
health care professionals, changing educational requirements, licensure 
and regulation requirements, and visa delays are increasingly creating 
unintended barriers.

Table 1.2

Data compiled from CGFNS VisaScreen® Program data, 2007; FCCPT Summary of Creden-
tial Review, 2007; and NBCOT, Visa Credential Verification Year End Review, 2007.

HEALTH CARE WORKER CERTIFICATES ISSUED BY CGFNS, FCCPT, 
AND NBCOT IN 2007

CGFNS FCCPT NBCOT TOTAL

Physical therapist 362 834 1,196

Medical technologist (clinical 
laboratory scientist)

697 697

Speech-language pathologist 154 154

Occupational therapist <15 255 255 + less than 15

Clinical laboratory technician <15 <15

Physician assistant <15 <15

Audiologist <15 <15
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EMPLOYMENT TRENDS

Baby Boomers

The baby boomer population, the large population cohort born from 
1946 to 1964, has impacted the United States continually through their 
large numbers and emerging ideas and expectations. Boomers, as this 
cohort is known, are enjoying longevity and will be using health care 
services at unprecedented rates to maximize their functioning as they 
begin a retirement period that is expected to be more active than that of 
previous generations. The boomers also are planning retirements in rec-
ord numbers, which will deplete the health service provider pool.

Health Care Professions

Some health care professions, like nursing, already have documented 
that their retirements of doctorally prepared professionals are greater 
than their graduations from doctoral programs in specified regions of the 
country. Further, study of the emerging generations indicates that many 
do not view the health professions as a top career choice. Those who do 
enter the health care professions may desire more part-time opportuni-
ties for practice in order to create a more balanced lifestyle. Current 
employment trends already indicate many health care professionals are 
choosing part-time employment.

As these trends fueling shortages of qualified health care profession-
als become more acute, the United States will need to rethink policy 
and practice to enhance the ease of career mobility for all providers 
(Collier, 2008). Foreign-educated health care professionals offer one 
strategy for meeting the U.S. and global health care needs of this rapidly 
growing health services market.

PREDICTED GROWTH IN THE HEALTH 
CARE PROFESSIONS

The U.S. Department of Labor, Bureau of Labor Statistics (BLS, 
2008–2009a), documents current employment and predicts employment 
growth for audiologists, speech-language pathologists, medical tech-
nologists, medical technicians, occupational therapists, physician assis-
tants, and physical therapists. Data are updated every 2 years. Although 
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nursing as well as rural and underserved physician markets have large 
vacancy rates and perhaps represent the largest health care shortage cri-
sis statistics, the shortages in other key health care professions may rep-
resent some of the largest needed percentage increases and some of the 
greatest opportunities for impacting health care delivery as professional 
roles rebalance to meet market demands.

The use of foreign-educated health care professionals varies by pro-
fession and fluctuates as professions grow and evolve with the practice 
market. Summary occupational data from the Bureau of Labor Statistics 
(BLS) highlight current market employment and predict significant job 
market growth by profession.

Demands of an aging population challenge every health profession 
to expand opportunities and services. Bureau of Labor Statistics data are 
discussed in the following section for audiologists, speech- language pa-
thologists, medical technologists, medical technicians, occupational ther-
apists, physician assistants, and physical therapists. Table 1.3 summarizes 

Table 1.3
HEALTH WORKFORCE EMPLOYMENT 2006–2016

EMPLOYMENT
NUMBER CHANGE

OCCUPATION 2006 2016 NUMBER PERCENT

Physical therapists 173,000 220,000 47,000 27

Medical and clinical laboratory 
technologists

167,000 188,000 21,000 12

Medical  and clinical laboratory 
technicians

151,000 174,000 23,000 15

Occupational therapists 99,000 122,000 23,000 23

Physician assistants 66,000 83,000 18,000 27

Speech-language pathologists 110,000 121,000 12,000 11

Audiologists 12,000 13,200 1,200 10

Total 778,000 921,200 145,200

Note: Numbers are rounded.
From U.S. Department of Labor; Bureau of Labor Statistics, 2008–2009a.
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the BLS (2008–2009a) current employment data and 10-year employ-
ment projection for each of these professions.

Audiology

Audiologists comprise a smaller employment base than many of the other 
health care professions, approximately 12,000 jobs in 2006. Most audiolo-
gists stay employed in their careers until retirement, limiting professional 
turnover. The BLS (2008–2009b) predicts an average growth of 10% be-
tween 2006 and 2016, accounting for an additional 1,200 jobs by 2016.

Certain public health studies look at the immense need for audi-
ologists over the next 10 years. The demand will become great and the 
supply will have to increase for several reasons. As seniors age and enjoy 
longevity, the numbers of services needed are expected to grow exponen-
tially to accommodate the expanding population. Approximately 30% of 
those over 75 years of age will experience hearing loss and require the 
attention of an audiologist. This is a significant number of people at only 
one end of the spectrum. The need to look at the universal evaluation 
of infants is equally important as is evaluation of the adult who experi-
ences hearing loss from extraneous noises, such as iPods®, concerts, and 
acoustics in public places.

Foreign-Educated Audiologists

Some foreign-educated audiologists are employed in the United States 
and were employed and licensed prior to the new doctoral preparation 
standards. However, the new requirement for a doctorate for licensure 
(effective January, 2009) may slow U.S. production and at least tem-
porarily limit entry of the foreign-educated audiologist into the United 
States for this profession.

CGFNS (2007) VisaScreen Program data reported that less than 
15 foreign-educated audiologists were issued Health Care Worker 
(VisaScreen) Certificates in 2007. This pattern has held true since 
2003 and may be reflective of the U.S. educational requirements for 
audiologists.

Speech-Language Pathology

Speech-language pathologists held approximately 110,000 jobs in 
2006. The profession is projected to grow 11% by 2016, gaining 12,000 
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additional positions. Growth in employment is expected with the aging 
population and in school systems with growth in elementary and sec-
ondary schools, where about half of all speech-language pathologists are 
currently employed. The market is expected to be especially favorable 
for speech-language pathologists who speak a second language to assist 
with the diversified U.S. population (BLS, 2008 –2009c).

Foreign-Educated Speech-Language Pathologists

In reviewing 2004 CGFNS VisaScreen Program Data, Pendergast (2005) 
found 153 Health Care Worker certificates were issued to speech-
 language pathologists and audiologists combined. In 2007, 154 Health 
Care Worker certificates were issued, indicating a stable pattern.

Medical Technology

Medical technology represents a current shortage area in the United 
States with more vacancies than available professionals. Rapid job growth 
is anticipated. Together, medical technologists (also referred to as clinical 
laboratory scientists) and medical technicians (also referred to as clini-
cal laboratory technicians) represented approximately 319,000 jobs in 
2006. That total is projected to reach 362,000 by 2016. Foreign- educated 
health professionals employed as medical laboratory technologists and 
technicians must meet requirements for practice that vary by state.

For medical technologists, the BLS (2008–2009d) predicts an aver-
age growth of 12%, an increase of 21,000 new jobs by 2016. For medi-
cal technicians, 15% new job growth is expected, an increase of 23,000 
jobs by 2016. As individuals age and develop chronic conditions, primary 
practitioners routinely monitor laboratory values as part of standard care. 
This adds to the need for more professionals to manage these tests. Ad-
ditionally, new testing procedures are evolving as technology grows, not 
only increasing efficiency but also adding to a greater demand for medi-
cal technologists and technicians.

Foreign-Educated Medical Technologists 
and Technicians

In 2004 CGFNS issued 610 medical technologist (clinical laboratory sci-
entist) VisaScreen certificates. While this number was far below nursing 



20 The Official Guide for Foreign-Educated Allied Health Professionals

with 15,613 certificates, medical technologists represented the third 
highest number of Health Care Worker certificates issued.

Medical laboratory technicians were issued only 39 Health Care 
Worker Certificates. In reviewing CGFNS VisaScreen Program data, 
697 VisaScreen Certificates were issued to medical technologists in 
2007, showing an increase of 87 certificates over 2004. Medical labora-
tory technicians in 2007 were recorded as receiving less than 15 certifi-
cates, data showing a decrease in certificates issued.

Occupational Therapy

Occupational therapy represents both a shortage market and a rapid 
growth area for the future. Approximately 99,000 occupational therapists 
were employed in 2006. The Bureau of Labor Statistics (2008–2009e) 
predicts the employment of occupational therapists will rise 23% be-
tween 2006 and 2016. This will create the need for an additional 23,000 
professionals and projected employment of 122,000 occupational thera-
pists. Employment opportunities may be especially abundant with the 
elderly as a “graying” or aging United States drives the demand for reha-
bilitation services and assistance with everyday life skills.

Foreign-Educated Occupational Therapists

In 2004, a total of 411 Health Care Worker Certificates were issued 
to foreign-educated occupational therapists by CGFNS and NBCOT: 
CGFNS issued 91 of these and NBCOT issued 320. In 2007, occupa-
tional therapists were awarded less than 15 certificates from CGFNS 
and only 131 from NBCOT (2008). The change to a graduate educa-
tional requirement (postbaccalaureate) for occupational therapists, the 
difference in practice areas, and the ability to practice more indepen-
dently in the United States may have accounted for the change.

Physician Assistants

The physician assistant profession is predicted by BLS (2008–2009f  ) to 
be a rapid growth market in the United States, increasing from 66,000 
jobs in 2006 to estimates of 83,000 jobs by 2016. This 27% increase is 
predicted based on the ever-expanding needs of the aging population, 
coupled with the cost-effective use of physician assistants for routine 
care and in high physician shortage areas.
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Foreign-Educated Physician Assistants

Currently, foreign-educated physician assistants are not employed as 
physician assistants in the U.S. market as this profession requires grad-
uation from an accredited physician assistant program and these pro-
grams have been exclusively in the United States. However, Pendergast 
(2005) listed four physician assistants as receiving CGFNS VisaScreen 
Certificates. A foreign-born but U.S-educated health care professional 
also requires a Health Care Worker Certificate by law and this require-
ment accounts for the VisaScreen Certificates issued to physician assis-
tants. In the CGFNS data for 2007, physician assistants were recorded 
as receiving less than 15 certificates.

Physical Therapy

Physical therapy is another rapid-growth health profession market fu-
eled by the aging population and the need for rehabilitation for chronic 
conditions. The survival of newborns with birth defects and the survival 
of trauma victims due to enhanced technology and health care practices 
also will add to the demand for physical therapy services. Most states 
have a vacancy rate for physical therapists. Physical therapists held ap-
proximately 173,000 jobs in 2006 and have a projected employment of 
220,000 jobs by 2016, up 47,000 new positions and representing a 27% 
increase (BLS, 2008–2009g).

Foreign-Educated Physical Therapists

Physical therapy has also been a leader in facilitating the immigration 
of physical therapists. Physical therapists must meet additional state/ 
jurisdiction requirements to be able to practice in this country. In the Pen-
dergast (2005) analysis of Health Care Worker Certificates issued in 2004, 
physical therapists received the second-highest number of certificates 
awarded. Physical therapists received a total of 1,247 Health Care Worker 
Certificates; CGFNS issued 465 and FCCPT issued 782 certificates.

In 2006, total Health Care Worker Certificates awarded from these 
two agencies (CGFNS and FCCPT) totaled 1,049, down 198 certificates 
from the 2004 baseline. However, physical therapists received a total of 
1,196 Health Care Worker Certificates in 2007. The CGFNS (2008) re-
ported issuing 362 Health Care Worker Certificates and FCCPT (2008) 
reported issuing 834 Health Care Worker Certificates in 2007.
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While the 2007 number of certificates is still below the 2004 data by 
51 certificates, it was higher than 2006. Any downward change repre-
sents a disturbing concern since the shortage of physical therapists in the 
United States is growing rapidly at the same time that the educational 
level for entry into the profession is increasing rapidly. Refer to Table 1.1 
and Table 1.2 for a summary of Health Care Worker Certificates issued 
across professions during 2006 and 2007.

ISSUES RELATED TO MIGRATION

Cultural Competence

Cultural competence is an area of concern for all health care pro-
viders, appearing more and more frequently in articles, research, and 
educational curriculums across the United States. Cultural competence 
is the ability to interact effectively with people of different cultures. The 
concern for health care professionals is one of delivering culturally com-
petent care to patients from very different backgrounds and educational 
levels.

As the United States rapidly becomes more diverse, educators and 
providers in all the professions are attempting to recruit students and 
practitioners from diverse backgrounds to help meet the needs of a di-
verse population. The foreign-educated health professional has much to 
contribute to the changing U.S. diversity and also much to learn from 
that diversity as different cultures mix in the U.S. health care practice 
environment.

A related but critical issue is English proficiency. In addition to 
the cultural mix of patients and health care professionals, there also 
is a mix of languages and accents. Although language proficiency for 
 foreign-educated health care professionals is a required competence 
prior to coming to the United States, professional fluency often may 
require practice in the country and unique geographic region for full 
language conversation skill to develop. See chapter 8 for a more in-depth 
discussion of language issues and challenges.

Ethics of Migration

Globalization of the health care workforce has enabled health care pro-
fessionals to further their careers through migration. With the increase 
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in global migration, there has been a corresponding increase in the num-
ber of international recruiters and recruiting firms, some of which have 
aggressively pursued health care professionals to work in developed 
countries. This aggressive recruitment has led, in some instances, to the 
serious depletion of the health care workforce, particularly in develop-
ing countries and countries that could ill afford to lose their health care 
professionals.

Brain Drain

Since the 1960s, concerns have been raised about the ethical con-
siderations of immigration of highly skilled health care workers from 
developing countries. The term brain drain has been coined and dis-
cussed in various arenas, but especially as it relates to the recruitment 
of  foreign-educated health care professionals. Brain drain is the large 
emigration of individuals with technical skills and knowledge from one 
(usually developing) country to another (usually developed) country. It 
generally occurs because of lack of opportunity, political conflict and 
instability, and poor working conditions in their home country.

Professional Autonomy

Parallel to the concern of brain drain are two issues: the right of the indi-
vidual to migrate and professional autonomy. Professional autonomy 
is the responsible discretionary decision making by a profession or an 
individual within the profession—the quality or condition of being self-
governing. Proponents of professional choice argue that professionals 
have the right to select the country and place of practice as well as the 
right to seek rewarding professional development and career advance-
ment opportunities (Association of Academic Health Centers, 2008). 
Most health care agencies recognize that quality health care is directly 
dependent on an adequate supply of health care professionals in the 
country and also recognize the right of the individual health care profes-
sional to migrate.

Interdisciplinary Challenges

Practice in the complex U.S. health market is exciting, sometimes con-
fusing, and often stressful. Professional shortages can contribute to work-
load strain. Changing educational expectations support expanding roles 
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and often add to interdisciplinary overlap of activities, creating tension 
and conflict. However, opportunities to provide the highest level of care 
within a talented interdisciplinary team are equally a part of an evolving 
everyday practice in the United States.

ENTRY INTO PRACTICE IN THE UNITED STATES

Practice Doctorates

The United States is experiencing a rapid proliferation of expanding 
educational requirements for health care professionals that is not being 
paralleled in other countries. Many professions have identified the need 
for a practice doctorate to prepare members for a changing health care 
environment. Most practice doctorates require approximately 8 years of 
university education, incorporating varying amounts of clinical supervi-
sion. As practice doctorates become established, practice roles probably 
will change, redefining basic entry and advanced practice requirements 
throughout the professions.

Within the last 10 years, occupational therapy has changed its re-
quirements for entry into practice from a baccalaureate to a master’s 
degree and is now developing the doctorate. Audiology has moved to a 
doctorate degree for entry. Physician assistants have elevated education 
requirements from predominantly baccalaureate preparation to pre-
dominantly master’s entry preparation. Physical therapy has moved from 
the bachelor’s degree to the master’s degree for entry and is rapidly add-
ing practice doctorate programs and approaching the entry doctorate.

Audiology

Audiology now requires the professional doctorate (AuD) as an entry 
degree in all states. The Accreditation Commission for Audiology 
Education (ACAE), a new accrediting agency, began to award accredi-
tation in 2007. Since January 1, 2007, the Council on Academic Ac-
creditation in Audiology and Speech-Language Pathology (CAA)
awards candidacy, initial accreditation, or re-accreditation only to doc-
toral level programs in audiology (CAA, 2008).

The majority of states require audiologists to be licensed or certi-
fied. Traditionally, licensure or certification required a master’s degree. 
The Canadian Association of Speech-Language Pathologists and 
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Audiologists (CASLPA) has been actively discussing the professional 
doctorate since 2002. In a 2007 position paper, CASLPA reported survey 
results indicating that 51.5% of respondents supported implementing the 
professional doctorate (AuD) as an entry level to the profession in Can-
ada, while grandfathering in practicing master’s prepared audiologists.

However, almost two-thirds of the survey’s respondents expressed 
concern regarding the implications that the entry to practice decision will 
have for the Mutual Recognition Agreement (MRA) between CASLPA 
and the American Speech-Language-Hearing Association (ASHA).
Both CASLPA and ASHA award professional certification. The MRA 
mutually recognizes the certification programs of CASLPA and ASHA 
and expedites the certification review process for individuals to work in 
the signatory countries. Canada still is exploring the entry issue.

Foreign-Educated Audiologists. The U.S. professional education require-
ment of a doctorate for audiologists has limited the entry into practice 
of foreign-educated audiologists. Foreign-educated audiology graduates 
who do not hold a doctoral degree in the specialty cannot be licensed in 
the United States at this time because their entry-level degrees do not 
meet U.S. comparability requirements. Negotiations are under way re-
garding possibilities for managing this new issue, especially with Canada. 
Practicing foreign-educated audiologists, who were in the United States 
and held licensure or certification prior to the doctoral requirement—
like U.S.-educated audiologists—may continue to practice but may be 
limited in movement throughout the 50 states because of state licensure 
restrictions.

Speech-Language Pathology

Most speech-language pathologists in the United States are educated at 
the master’s level. The American Speech-Language-Hearing Association 
(ASHA) awards certification to speech-language pathologists, recogniz-
ing clinical competence. Speech-language pathologists seeking ASHA 
certification must possess an earned graduate degree, typically a mas-
ter’s degree.

Foreign-Educated Speech-Language Pathologists. Foreign-educated speech-
language pathologists applying for ASHA certification must undergo a 
credentials evaluation by a recognized credentials review agency. Such 
an agency provides verification that the individual’s degree is comparable 
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to a U.S. master’s degree. If degree comparability is confirmed by the 
evaluating agency, an application for certification may be submitted 
to ASHA.

Acquisition of the requisite knowledge and skills and the appropriate 
number of graduate semester credit hours and clinical practicum hours 
as outlined in the ASHA Certification Standards will be determined. 
Individuals educated internationally also must complete a clinical fel-
lowship supervised by an individual holding current ASHA certification, 
must take and pass the Praxis examination offered by the Educational 
Testing Service (ETS), and must submit appropriate dues/fees.

Mutual Recognition Agreements

A multilateral Mutual Recognition Agreement recognizing the certifi-
cate programs in speech-language pathology conducted by six signato-
ries became effective January 1, 2008. The signatories include ASHA, 
the Canadian Association of Speech-Language Pathologists and Au-
diologists (CASLPA), the Irish Association of Speech and Language 
Therapists (IASLT), the New Zealand Speech-Language Therapists’ 
Association (NZSTA), the Royal College of Speech and Language Ther-
apists in the United Kingdom, and the Speech Pathology Association 
of Australia Limited. This agreement recognizes the degrees earned 
in these countries as being substantially equivalent to a U.S. master’s 
degree.

The agreement expedites the certification review process for speech-
language pathologists wishing to gain certification by the listed countries 
(ASHA, 2008). It does not, however, guarantee individuals, at least in the 
United States, that they will be eligible for a state license that will permit 
them to work.

Medical Technology

The education, certification, and registration of medical technologists and 
medical technicians are, like other disciplines, changing. Currently, medi-
cal technology requires a baccalaureate degree in either medical technol-
ogy or a related life science. Medical technicians usually hold an associate 
degree or certificate. Presently 11 states require a technologist to hold 
the baccalaureate and pass an examination to be licensed or registered, 
but this varies state to state. Licensure has been proposed in several more 
states as the profession seeks to enhance regulatory consistency.



Chapter 1 Health Care Professionals in the United States Health Care System 27

Foreign-Educated Medical Technologists and Technicians. A professional 
doctorate in Clinical Laboratory Science (DCLS) has been proposed 
by the American Society for Clinical Laboratory Science. The clinical 
doctorate is not viewed as an entry level for the profession but as an ad-
ditional level of education to provide new opportunities for the clinical 
laboratory scientist (medical technologist). The new educational direc-
tion should not adversely affect foreign-educated health care profession-
als seeking employment as medical technologists or medical technicians. 
Since 697 medical technologists were awarded Health Care Worker 
Certificates to practice in the United States in 2007, foreign-educated 
medical technologists are receiving education deemed to be comparable 
to education in the United States.

Occupational Therapy

A master’s degree or higher in occupational therapy, which includes a 
supervised fieldwork experience, is required for entry into practice. Oc-
cupational therapy moved from a baccalaureate requirement as prepa-
ration for occupational therapy to a master’s requirement for entry into 
professional practice within the last 10 years. This degree change also 
reflects higher standards of accepted practice. Currently, occupational 
therapy has recognized the need for additional education and is develop-
ing and opening professional /practice doctorate programs (OTD). These 
programs are developing as additional education opportunities rather 
than entry requirements.

Most states require occupational therapists to be licensed. The 
National Board for Certification in Occupational Therapy (NBCOT) 
certifies occupational therapists, including foreign-educated occupa-
tional therapists. Currently, 47 states, Guam, Puerto Rico, and the 
District of Columbia require NBCOT certification for the licensing of 
occupational therapists (NBCOT, 2008).

Foreign-Educated Occupational Therapists. NBCOT and CGFNS issue 
Health Care Worker Certificates in occupational therapy to foreign- 
educational occupational therapists. The postbaccalaureate or graduate 
educational requirement, the difference in practice areas, and the need 
to practice more independently are at least temporarily restricting some 
occupational therapists’ entry into the United States. The World Fed-
eration of Occupational Therapists (WFOT) is the official interna-
tional organization for occupational therapists from around the world. 
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This organization (www.wfot.org) lists specific educational programs 
with contact information and the educational requirements of each pro-
gram from countries around the world (World Federation of Occupa-
tional Therapists, 2008).

Physician Assistants

The education of physician assistants (PAs) originated in the United 
States in the mid-1960s. PAs are academically and clinically prepared to 
provide medical services under the direction and responsible supervi-
sion of a doctor of medicine or osteopathy. The physician / PA team rela-
tionship is fundamental to the PA profession and enhances the delivery 
of high-quality health care.

Although PA programs were originally offered and accredited pri-
marily at the bachelor’s level, the vast majority are now offered and 
accredited at the graduate level and award a master’s degree. All juris-
dictions require the PA to pass the Physician Assistant National Certify-
ing Examination, which is administered by the National Commission 
on Certification of Physician Assistants (NCCPA) and open only to 
graduates of nationally accredited physician assistant programs.

All U.S. physician assistant programs are accredited by the Accredi-
tation Review Commission on Education for Physician Assistants 
(ARC-PA), an independent accrediting body authorized to accredit 
qualified educational programs leading to the professional credential, 
Physician Assistant (PA). Optional postgraduate (following entry-level 
education) residencies are available in 15 specialty areas but there is no 
specialty certification.

Foreign-Educated Physician Assistants. Since no foreign education pro-
grams are accredited by the ARC-PA and most foreign programs are just 
emerging, only graduates of U.S. physician assistant programs currently 
are eligible to take the examination for entry into practice. Foreign phy-
sicians are not eligible to take the exam unless they have attended, and 
graduated from, an accredited PA program. According to the American 
Academy of Physician Assistants (AAPA; 2008), there are no set stan-
dards of education, licensing, credentialing, or reciprocity for PAs to work 
in other countries. Other countries developing PA practice and education 
include Canada, the United Kingdom, the Netherlands, and Australia.

Canada has employed U.S.-educated physician assistants for years 
and has a military Canadian Forces school that was accredited by the 

www.wfot.org
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Canadian Medical Association in 2004. In 2007, Canada employed ap-
proximately 150 physician assistants, mostly in the military. Canada has 
recently opened two civilian physician assistant programs at Canadian 
universities with initial 2-year program graduates expected to emerge in 
2010 with different degrees. McMaster University PAs will earn a Bach-
elor of Health Science degree. The University of Manitoba requires a 
baccalaureate degree for entry and their graduates will earn a master’s 
degree (Canadian Medical Association, 2008).

The United Kingdom has worked extensively on the development of 
a PA model and released a competence and curriculum framework for 
physician assistants. Physician assistants have been working in Scotland 
as part of a 2-year demonstration since 2006. Australia has launched a 
South Australia Health PA trial in which U.S. physician assistants are re-
cruited to work one year in surgery, anesthesia, perioperative medicine, 
and pediatrics (AAPA, 2008).

Physical Therapy

The master’s degree and doctoral degree both serve as entry degrees for 
physical therapists. The profession stopped accrediting baccalaureate 
programs in physical therapy in 2001. Since 2002, the Commission on 
Accreditation in Physical Therapy (CAPTE) accredits only master’s 
and doctoral programs.

The American Physical Therapy Association, or APTA (2008), 
adopted a vision statement advocating that all physical therapists would 
have the doctorate (DPT) by 2020 and may have advanced certifica-
tion. Master’s programs are approximately 2 years in length; doctoral 
programs are approximately three years in length. As of October 2008, 
more than 92% of programs offered the DPT. A review of the list of 
CAPTE (2008) accredited programs indicates that most programs no 
longer offer the master’s entry degree as they replace it with the doctor-
ate entry degree. The CAPTE expects that by 2010, 99.5% of all physical 
therapy programs will offer the doctorate degree. Many programs have 
added transitional doctorate programs for postprofessional training to 
licensed physical therapists.

A license is required to practice as a physical therapist in all states. 
An applicant for the licensure examination must have graduated from an 
accredited physical therapy program. Specialty certification is available 
postlicensure in one of seven areas and requires additional hours of prac-
tice in the specialty area. It also requires passing a specialty examination, 
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and may require additional education. Residencies are available in five 
specialty areas and fellowships are available in four areas.

Foreign-Educated Physical Therapists. Three physical therapy programs lo-
cated outside the United States are listed as being accredited by CAPTE. 
These are the Robert Gordon University in the United Kingdom offer-
ing the master of science in physiotherapy, the University of Toronto in 
Canada, and the University of Western Ontario, Canada, both offering 
the master of science in physiology.

IMMIGRATION AND JOB NEEDS IN HEALTH CARE

Immigration is exceedingly complex and time consuming, requiring pa-
tience and perseverance. The U.S. Citizenship and Immigration Services 
(USCIS), a branch of the Department of Homeland Security, requires 
foreign-educated health care workers to apply for, and receive, autho-
rization to work legally in the United States. Employment visas may be 
temporary (nonimmigrant) or permanent (immigrant). Temporary visas 
are valid for a specified time (usually 3 years); a permanent visa contin-
ues until it is either revoked or abandoned (Department of Homeland 
Security, 2003). Temporary visa classifications used by foreign-educated 
health care professionals include H-1B and the North American Free 
Trade Agreement (NAFTA) or Trade NAFTA (TN) classification.

H-1B Visas

The H-1B visa requires the health care professional to hold the equiva-
lent of a baccalaureate degree—and the position the applicant is seeking 
must require a baccalaureate degree or higher. Physical therapists, occu-
pational therapists, medical technologists, speech-language pathologists, 
audiologists, and physician assistants qualify for the H-1B visa. The visa 
usually is granted for 3 years with an option to renew for another 3 years. 
There is a 6-year limit. After the 6-year limit, the worker must spend 
1 year outside the country to be eligible for another H-1B visa.

Trade NAFTA Status

NAFTA allows for the free movement of trade among the United States, 
Canada, and Mexico and covers select health professionals known as 
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“TNs” for “Trade NAFTA.” A citizen in a NAFTA country may work in a 
professional occupation in another NAFTA country provided the profes-
sion is identified under NAFTA. Physical therapists, occupational thera-
pists, medical technologists, and registered nurses are on the NAFTA 
list. Audiologists, speech-language pathologists, physician assistants, and 
medical technicians are not on the NAFTA list.

Requirements for Canadian citizens and Mexican citizens differ. 
A TN Canadian physical therapist, occupational therapist, or medical 
technologist need only show proof of employment, Canadian citizen-
ship, and a Health Care Worker Certificates to enter the United States 
for employment purposes. The TN status must be renewed every three 
years but is not limited in the number of times it can be renewed. Mexi-
can citizens must meet additional requirements. The TN health care 
professional would still be required to meet state licensure requirements 
before beginning practice in the United States.

Permanent Visas

Permanent residence in the United States is signified by a permanent 
residence card, often called a green card. Obtaining permanent status 
is shorter for registered nurses and physical therapists because of the 
well-established shortages in these disciplines, which allow members of 
both professions to apply for permanent status as Schedule A workers. 
For other health care professionals, the process takes longer because it 
requires that the prospective employer determine if there are any other 
U.S. workers willing and able to do the job. Once issued, the green card 
must be renewed every 10 years. For more in-depth information on visas 
for foreign-educated health care professionals, please see chapter 3.

TRANSITION TO HEALTH CARE PRACTICE 
IN THE UNITED STATES

Beginning practice in a new country can be both exciting and challeng-
ing. You will meet new colleagues and friends, and will be introduced to 
a new health care system and new technologies. Initially, you may feel 
intimidated, but over time you will begin to understand the new system 
and how care is provided within that system.

Navigating immigration, moving to the United States, obtaining state 
licensure, and becoming comfortable in a health care system different 
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from your own can be a lengthy, sometimes challenging process—a pro-
cess that balances the needs of migrating health care professionals with 
protection of the U.S. public. However, meeting the challenges of mi-
gration provides unlimited career opportunities.

Orientation to Practice

Because preparation is critical to safe practice, hospitals, long-term care 
institutions, schools, and other employing facilities want the foreign- 
educated health care professional to succeed and are willing to create 
an orientation that truly facilitates your transition to U.S. practice. It is 
your responsibility to let orientation leaders know how effective the ori-
entation is, answering such questions as: What made sense and what did 
not? Did you need more information about or assistance with a specific 
aspect of health care delivery? Did you need more time to process the 
information? In other words, do not be afraid to speak up so that the 
orientation is meaningful for you.

Support Systems

Another factor that is crucial to having a smooth transition to prac-
tice is having a support system in place. Support systems are vital to a 
 foreign-educated health care professional’s ability to adapt to practice in 
the United States. Be sure to ask if the facility has an internship pro-
gram, or if the facility will provide you with a preceptor to assist you 
through the transition period.

The delivery of health care in the United States can be complex and 
challenging. A mentor or preceptor can guide you through the transi-
tion and help you to understand how processes within the health care 
system relate to each other, thus ensuring safe practice. A mentor is a 
senior or experienced person in a company or organization who gives 
guidance and training to a junior colleague. A mentor is considered a 
wise and trusted teacher and counselor. The mentor relationship is not 
limited to a specific task or time frame but generally lasts over a period 
of years. A preceptor is a specialist in a profession, especially health care, 
who gives practical training to a student or novice in a profession. The 
relationship may or may not last after completion of the period of pre-
ceptorship. The difference between a mentor and a preceptor is that 
the mentor is chosen by the junior colleague and agrees to serve in that 
role. Often times the mentoring relationship is lifelong. A preceptor is 
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assigned the role as part of his or her employment responsibilities and 
the role is time limited.

Variations in Health Care Systems

The more similar your health care system is to that of the United States, 
the easier your transition and the more comfortable you will be in your 
chosen clinical setting. You can then focus on specific practice needs 
rather than the transition process. Since health care systems vary greatly 
from country to country, it is essential that you have an understanding 
of how the U.S. system works. This includes a description of the health 
team, its members, and their roles. Information on health insurance and 
how the system is accessed by patients also should be included. Although 
you will not come to understand the system thoroughly until you work 
within it, preliminary knowledge helps to make the transition to U.S. 
practice less stressful. See chapter 5 for a more in-depth discussion of 
the U.S. health care system.

Language Competency

Health care professionals for whom English is a second language have 
repeatedly indicated to CGFNS that perception of their competence by 
patients and health care personnel is tied to their ability to speak En-
glish. If English is a second language for you, it is best to increase your 
English language skills as you transition to living and practicing in the 
United States. Language skills, like practice skills, are primarily obtained 
through experience. Exercise your language skills by using English as 
much as possible in your new environment, even if it makes you feel 
uncomfortable or embarrassed at first. If you don’t understand a term, 
ask for clarification. Look for publications that describe the idioms, ab-
breviations, and slang terms used in health care practice settings in the 
United States. If English is your second language, use every opportunity 
to speak and critically think through clinical scenarios in English. Prac-
tice will help make speaking English more natural, thus enhancing your 
comfort when you enter the United States.

Most of all, do not feel that you have to apologize to your employer 
or your colleagues for your attempts at using a new language. If you ask 
for help, most of your colleagues will try to help you to understand the 
nuances or subtle variations of the language. If one colleague does not 
take the time to assist you, it does not mean that others will react in the 
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same way. While it may be difficult to say, “I don’t understand what you 
mean,” it is the only way to begin understanding the use of words within 
the context of U.S. health care.

Continuing Professional Development

Our advice to foreign-educated health care professionals would be: Take 
advantage of the wealth of continuing professional development oppor-
tunities while you are in the United States. In-service opportunities with 
your employer help to enhance skills in your work setting and give you 
the opportunity to meet others in the organization. Professional work-
shops with your disciplinary colleagues provide networking opportuni-
ties and are focused on knowledge and new developments in your chosen 
profession. Formal coursework at a university can greatly broaden your 
skills and knowledge. As you work and take advantage of professional 
development opportunities, share your perceptions and unique experi-
ences with colleagues. The diversity you bring will tremendously en-
hance everyone’s learning. Attend company or organization social events 
and social gatherings and talk to your coworkers, neighbors, and people 
who share interests with you. Make U.S. friends.

Join professional associations in your discipline. Their local, state, 
and national activities and meetings place you at the heart of profes-
sional issues in the United States and often the world. These associa-
tions are fertile networking and learning opportunities unique to your 
profession.

ACCULTURATION

Acculturation—the process of adapting or learning to take on the be-
haviors and attitudes of another group or culture—is an essential aspect 
of working in a host country. For health care professionals transitioning 
to practice in the United States, it generally takes 4 to 6 months to be-
come fully productive, and 12 months to feel fully acclimated to the new 
setting.

Phases of Acculturation

Acculturation can be divided into four phases: Acquaintance, Indigna-
tion, Conflict Resolution, and Integration. Familiarity with the process 
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of acculturation will help you to know what to expect within your first 
year of practice in a new culture and new work environment.

The Acquaintance Phase of acculturation occurs from entry into the 
culture to 3 months postarrival. It is the stage of initial contact during 
which time you will be excited about your new life and your new place of 
employment. This is the time in which you will become oriented not just 
to the practice environment but also to the community—the time during 
which you will begin to develop a supportive social network, a network 
of both colleagues and friends.

The Indignation Phase occurs 3 to 6 months postarrival. The feelings 
of excitement about your new environment give way to feelings of anxi-
ety, which can lead to a sense of isolation and psychological discomfort. 
Understanding the U.S. health care system and your role in it—what 
is expected of you and how quickly it is expected—can become over-
whelming. It is during this time that a mentor or preceptor will be criti-
cal. The support that mentors or preceptors can provide is invaluable 
because they have knowledge of the system, contacts within and outside 
of the system, and, most importantly, are willing to work with you so that 
your experience is a positive one. This also is the time to rely on family, 
friends, and colleagues for support—and especially those who have been 
through a similar experience.

It also may be helpful to seek out regional support groups. There are 
support groups within the United States designed to help immigrants 
adapt to their new life. These support groups are generally composed of 
individuals of the same ethnic background who have been through the 
immigration and transition processes and are willing to share their expe-
riences with those who are new to this country. The Chamber of Com-
merce in the city or town in which you intend to practice can provide you 
with a list of support services that are available.

The Conflict Resolution Phase generally occurs 6 to 9 months post-
arrival. This is the time to clarify new roles and development, to gain 
insight into problem solving, and to make personal and professional de-
cisions about your new workplace and the new community. You may 
feel that you are a part of two cultures—your native culture and its work 
values and the culture of the U.S. health care system.

Now is the time to determine what values and beliefs are essen-
tial to you. What values and knowledge from your own culture make 
you comfortable as a health care professional in the United States? 
Which of the values of the new culture and the new workplace can 
you incorporate into your practice? What aspects of practice in the 
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United States do you find difficult to adopt—and why? Again, using a 
mentor, a preceptor, or someone familiar with the process of adapting 
to a new culture and work environment to explore these issues will be 
invaluable.

The Integration Phase occurs 9 to 12 months postarrival. It is the 
phase of renewed enthusiasm for your work and your new country, a 
time when you have reconciled the differences between your native cul-
ture and your host culture, and a time when you feel confident in your 
ability to practice as a health care professional in the new culture. It is 
a time when you know you made the right decision to migrate, a time 
when you will have a sense of belonging to the new culture and, most 
importantly, a sense of the skills and knowledge that you bring to your 
profession (Adeniran, Davis, & Nichols, 2005).

ENSURING YOUR U.S. EXPERIENCE IS REWARDING 
AND GRATIFYING

Planning is the key to a positive experience for the foreign-educated 
health care professional. Immigration is complex, and moving to the 
United States to practice a discipline is a complex interaction of im-
migration and licensure and  /or certification requirements. Licensure/
certification requirements vary by profession, state, and the nature of 
practice. For example, some professions require additional education or 
certifications to work in some specialties.

Make sure that you review all documents carefully and seek an-
swers to questions you might have. Complete your application care-
fully, because omissions and errors can add months to the process. 
Apply far in advance of your intended entry date so that delays are 
minimized.

Prepare carefully for certification examinations, engaging in review 
courses when available. Many professions offer reviews for certification 
and licensure examinations and more of these are becoming available 
online. Being well prepared decreases disappointment and delays in 
achieving your migration goals.

Choosing a Practice Site

Most professions offer a variety of practice sites including hospitals, out-
patient offices, schools, and community agencies. Explore practice in 
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different settings and different states as privileges sometimes vary. Work 
varies greatly across settings. Check the most recent Bureau of Labor 
Statistics (BLS) data for average salaries and employment in your pro-
fession. This data is updated and published every 2 years and may be ac-
cessed at http://www.bls.gov/oco/ home.htm. Profession-specific excerpts 
from the BLS Occupational Outlook Handbook, 2008–2009 edition, on 
audiologists, clinical laboratory scientists and technicians (medical tech-
nologists and technicians), occupational therapists, physical therapists, 
physician assistants, and speech-language pathologists may be found in 
Appendix A.

Choosing a Place to Live

As you review employment opportunities, research the area where you 
might decide to live. Consider the culture and lifestyle that would be 
most appealing to you as a base location as you begin your new adven-
ture. Because of the size and diversity of the United States, you can 
select almost any climate and geography that you can imagine. The 
United States abounds with coastlines, mountains, plains, and warmer 
and colder climates. There are busy cities filled with crowds of different 
people and bursting with cultural events. There are also rural pastoral 
communities that surround you with quiet peaceful days for nature en-
joyment. Wherever you choose to live, be an avid tourist and visit points 
of interest near your home location and around the country. Try all the 
varieties of food and activities and culture that you can imagine. The 
Internet offers tremendous information regarding communities, condi-
tions, events, and opportunities. Welcome and enjoy.

SUMMARY

The demand for health care professionals in the next decade is expected 
to increase substantially in the United States. International health care 
professionals will continue to have a significant impact on the U.S. health 
care workforce and to contribute to its growth. Since the migration of 
health care professionals across international borders and their assimila-
tion into the U.S. workforce enables the health care professions to grow, 
to broaden their perspectives, and to increase their diversity, the suc-
cessful adaptation of foreign-educated health care professionals to U.S. 
practice is critical.

http://www.bls.gov/oco/home.htm


38 The Official Guide for Foreign-Educated Allied Health Professionals

REFERENCES

Adeniran, R. K., Davis, C. R., & Nichols, B. L. (2005, May 26). Empowering internation-
ally educated nurses through collaboration. Paper presented at the 23rd Quadrennial 
Congress of the International Council of Nurses, Taipei, Taiwan.

American Academy of Physician Assistants. (2008). International PA development. Re-
trieved December 2, 2008, from http://www.aapa.org/international /practicing.html

American Physical Therapy Association. (2008). Retrieved December 7, 2008, from 
http://www.apta.org /Vision2020.

American Speech-Language-Hearing Association. (2008). International frequently asked 
questions. Retrieved December 1, 2008, from http://www.asha.org/about/member
ship-certification / international / intlfaqs.htm

Association of Academic Health Centers. (2008). Out of order out of time (p. 54). Re-
trieved July 24, 2009, from http://www.aahcdc.org/policy/outoforderoutoftime.php

Bureau of Labor Statistics. (2008–2009a). Occupational outlook handbook (2008–2009
ed.). Retrieved April 2, 2009, from http://www.bls.gov/oco/home.htm

Bureau of Labor Statistics. (2008–2009b). Occupational outlook handbook: Audiologists.
Retrieved November 14, 2008, from http://www.bls.gov/oco/ocos085.htm

Bureau of Labor Statistics. (2008–2009c). Occupational outlook handbook: Speech-
language pathologists. Retrieved November 14, 2008, from http://www.bls.gov/oco/
ocos099.htm

Bureau of Labor Statistics. (2008–2009d). Occupational outlook handbook: Clinical 
laboratory technologists and technicians. Retrieved November 14, 2008, from http://
www.bls.gov/oco/ocos096.htm

Bureau of Labor Statistics. (2008–2009e). Occupational outlook handbook: Occupational 
therapists. Retrieved November 14, 2008, from http://www.bls.gov/oco/ocos078.htm

Bureau of Labor Statistics. (2008–2009f  ). Occupational outlook handbook: Physician’s 
assistants. Retrieved November 14, 2008, from http://www.bls.gov/oco/ocos081.htm

Bureau of Labor Statistics. (2008–2009g). Occupational outlook handbook: Physical 
therapists. Retrieved November 14, 2008, from http://www.bls.gov/oco/ocos080.htm

Canadian Association of Speech-Language Pathologists and Audiologists. (2007). 
CASLPA position paper on the professional doctorate degree in audiology. Retrieved
December 1, 2008, from http://www.caslpa.ca /english /certification /index.asp

CGFNS International. (2008a). VisaScreen statistical data. Retrieved April 2, 2009, from 
http://www.cgfns.org /sections /tools /stats /vs.shtml

CGFNS International. (2008b). Credentials evaluation service. Retrieved December 2, 
2008, from http://www.cgfns.org /sections/tools /data  /vs /vs_data.shtml 

Collier, S. N. (2008). Changes in the health workforce: Trends, issues, and credential-
ing. In D. E. Holmes (Ed.), From education to regulation: Dynamic challenges for 
the health workforce (pp. 1–19). Washington, DC: Association of Academic Health 
Centers.

Commission on Accreditation of Physical Therapy Education. (2008). Directory of pro-
grams. Retrieved December 7, 2008, from http:www.apta.org

Council on Academic Accreditation in Audiology and Speech-Language Pathology. 
(2008). Academic program accreditation. Retrieved December 1, 2008, from http://
www.asha.org /about /credentialing /accreditation

http://www.aapa.org/international/practicing.html
http://www.apta.org/Vision2020
http://www.asha.org/about/membership-certification/international/intlfaqs.htm
http://www.asha.org/about/membership-certification/international/intlfaqs.htm
http://www.aahcdc.org/policy/outoforderoutoftime.php
http://www.bls.gov/oco/home.htm
http://www.bls.gov/oco/ocos085.htm
http://www.bls.gov/oco/ocos099.htm
http://www.bls.gov/oco/ocos099.htm
http://www.bls.gov/oco/ocos096.htm
http://www.bls.gov/oco/ocos096.htm
http://www.bls.gov/oco/ocos078.htm
http://www.bls.gov/oco/ocos081.htm
http://www.bls.gov/oco/ocos080.htm
http://www.caslpa.ca/english/certification/index.asp
http://www.cgfns.org/sections/tools/stats/vs.shtml
http://www.cgfns.org/sections/tools/data/vs/vs_data.shtml
http://www.asha.org/about/credentialing/accreditation
http://www.asha.org/about/credentialing/accreditation
http:www.apta.org


Chapter 1 Health Care Professionals in the United States Health Care System 39

Department of Homeland Security. (2003, July 25). Final rules. 8 C.F.R.212.15. Federal
Register, 68(143).

Foreign Credentialing Commission on Physical Therapy (FCCPT). (2008a). Services
available through the FCCPT. Retrieved November 25, 2008, from http://www.fccpt.
org/forapplicants.html

Foreign Credentialing Commission on Physical Therapy (FCCPT). (2008b). Summary
of credential review results for 2006 and 2007. Retrieved November 30, 2008, from 
http://www.fccpt.org/aboutus.html

Illegal Immigration Reform and Immigration Responsibility Act of 1996. Public Law 
104–208, Div. C, 110 Stat. 3009-546.

Library of Congress (2004). American memory timeline: Rise of industrial America, 
1876–1900. Retrieved February 9, 2009, from http://memory.loc.gov/learn/features/
timeline/riseind/immgnts/immgrnts.html

National Board for Certification in Occupational Therapy. (2008a). Visa Credential Veri-
fication Certificate (VCVC) handbook. Retrieved November 25, 2008, from http://
www.nbcot.org /WebArticles /articlefiles /106-RegulatoryBoardsAndNBCOT_bro
chure.pdf

National Board for Certification in Occupational Therapy (2008b). Report to the profes-
sion: Visa credential verification year end review for 2006 & 2007, spring/summer 
2007 & 2008. Retrieved December 7, 2008, from http://www.nbcot.org

Pendergast, J. M. (2005). International health care professional migration. Journal of 
Nursing Law, 10(4), 208–213.

“What’s really propping up the economy.” (2006, September 25). Business Week. Re-
trieved July 24, 2009, from http://www.businessweek.com /magazine /content /06_39/
b4002001.htm?chan=top+news_top+news+index_businessweek+exclusives

World Federation of Occupational Therapists. (2008). Recognized occupational therapy 
programs. Retrieved December 7, 2008, from http://www.wfot.org

http://www.fccpt.org/forapplicants.html
http://www.fccpt.org/forapplicants.html
http://www.fccpt.org/aboutus.html
http://memory.loc.gov/learn/features/timeline/riseind/immgnts/immgrnts.html
http://memory.loc.gov/learn/features/timeline/riseind/immgnts/immgrnts.html
http://www.nbcot.org/WebArticles/articlefiles/106-RegulatoryBoardsAndNBCOT_brochure.pdf
http://www.nbcot.org/WebArticles/articlefiles/106-RegulatoryBoardsAndNBCOT_brochure.pdf
http://www.nbcot.org/WebArticles/articlefiles/106-RegulatoryBoardsAndNBCOT_brochure.pdf
http://www.nbcot.org
http://www.businessweek.com/magazine/content/06_39/b4002001.htm?chan=top+news_top+news+index_businessweek+exclusives
http://www.businessweek.com/magazine/content/06_39/b4002001.htm?chan=top+news_top+news+index_businessweek+exclusives
http://www.wfot.org


This page intentionally left blank 



41

Preparing to Leave Your 
Home Country

CATHERINE R. DAVIS AND DONNA R. RICHARDSON

2

In This Chapter

Migration Factors 42

Before You Leave Your Home Country 43

Choosing a Recruiter 50

Remittances 57

Summary 58

Resources 58

Keywords

Acculturation program: A system of procedures or activities that 
has the specific purpose of training individuals to understand an-
other culture and its practices.

Advocacy: Active support for a cause or position.

Breach of contract: A legal concept in which a binding agreement 
is not honored by one or more of the participants.

Codes of Conduct: A set of rules outlining the responsibili-
ties of, or proper practices for, an individual, a profession, or an 
organization.
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Continuing education: Regular courses or training designed to 
bring professionals up to date with the latest developments in their 
particular field.

Department of Homeland Security (DHS): A government 
agency created in 2003 to handle immigration and other security-
related matters. A component of DHS is the U.S. Citizenship and 
Immigration Services (USCIS), the government agency that over-
sees lawful immigration to the United States of America.

Garnished: (wages) Monies taken from payroll or royalty checks, or 
from investment checks, to pay a debt.

Pen pal: Two people, usually in different countries, who become 
friends through an exchange of letters but who may never meet.

Portfolio: A collection of items or documents outlining one’s work 
experience, achievements, and skills organized in a binder, file, or 
electronic format.

Remittances: The portions of migrant income that, in the form of 
either funds or goods, go back into the home country.

Residency programs: The programs through which entry-level 
professionals work for a specific period of time in a community or a 
facility to gain experience. In many U.S. facilities such programs are 
structured learning experiences.

Self-learning modules: Activities designed for participants to do 
independently when they are unable to attend traditional education 
sessions.

Migration is the movement of people across borders, usually for the 
purpose of acquiring a new residence and employment. Migration can occur 
within countries (internal) or across national borders (external). The an-
nual flow of international migration has continued to increase over the past 
decades so that in the early 21st century it is estimated that 1 out of every 
35 individuals worldwide is an international migrant (Kingma, 2006).

MIGRATION FACTORS

People have many reasons for migrating—usually identified as push fac-
tors (reasons for leaving their own country) and pull factors (reasons for 
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choosing a host country). Push factors may include such things as poor 
wages, poor working conditions, civil war, or other factors that make liv-
ing and working in a country difficult. Pull factors are those that make a 
host country desirable and include such things as higher wages, greater 
professional opportunities, and better work environments.

Push /  Pull Factors

The world is seeing a sharp increase in the number of highly skilled work-
ers moving across international borders (Kingma, 2006). Health care 
professionals make up a significant portion of that increase. In a Commis-
sion on Graduates of Foreign Nursing Schools (CGFNS) survey (2007), 
foreign-educated health care professionals in the United States most fre-
quently cited poor wages and few jobs as the primary reasons for leaving 
their home countries (push factors). The United States was identified as 
the destination of choice because of such pull factors as better wages 
and working conditions, a better way of life, and greater opportunity for 
advancement. Many health care professionals responding to the survey 
had family members living in the United States, and this also was cited 
as a pull factor.

Health care professionals educated outside the United States tradi-
tionally have augmented the U.S. workforce during periods of shortage. 
However, migration patterns and the availability of international health 
care professionals often change based on environmental, economic, and 
political considerations. As a result of the aging of its general population 
and an increased need for health care professionals, the United States is 
facing a major shortage in a number of health care professions.

BEFORE YOU LEAVE YOUR HOME COUNTRY

Leaving one’s home county is a significant event—one that produces 
many changes in your life. Leaving your home, family, and friends to 
move to a new land can be daunting, but understanding the migration 
process, knowing what to expect, and being aware of your rights can 
smooth the transition and make it a worthwhile experience.

Becoming a health care professional in the United States begins 
with seeking an occupational visa, which will allow you entry into the 
country for the purpose of employment. Certain Canadian and Mexi-
can health care professionals, namely, physical therapists, occupational 
therapists, and clinical laboratory scientists, may obtain trade NAFTA 
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(North American Free Trade Agreement) status for this purpose. A de-
scription of the different types of visas available to health care profes-
sionals seeking to come to the United States is outlined in chapter 3 of 
this publication.

Embracing Life in a New Culture

When you decide to immigrate to the United States, the initial excite-
ment of the decision can fade into a stressful, worrisome time when you 
realize you have to not only embrace a new life and culture but also say 
goodbye to family and friends. One of the most important tasks when 
deciding to move abroad is to get your family and friends involved in 
the decisions you are making. Often close family feel left out and wor-
ried that they do not know what choices you are making. Involving fam-
ily and friends by discussing with them possible places to live, areas to 
visit in the United States, and other aspects of your new life can help to 
allay their concerns. It allows them to see that you are putting plenty of 
thought into your actions and that their opinions are important to you.

Often the biggest decision when emigrating is the initial one where 
you decide where you would like to work and when you would like to 
move. While immigration procedures may affect the timing of your move 
to the United States, there still are numerous steps you will need to 
go through in order to have a successful and relatively stress-free move 
abroad. The best way of ensuring that you have taken care of everything 
is to prepare a “To Do” list. That way you can take the time to orga-
nize the move, identify what needs to be done, check off the completed 
items, and know what still needs to be accomplished. If nothing else, 
this should give you a sense of control over the process. Following are 
some of the steps you will have to take when considering moving to the 
United States.

Choosing Where You Want to Live

The United States is composed of many geographic regions, each with 
its own climate, culture, and customs. For example, the Middle Atlantic 
States of Pennsylvania, New York, and New Jersey enjoy four distinct 
seasons of the year (summer, fall, winter, and spring). These states were 
among the original 13 British colonies that founded the United States 
and are rich in historical tradition. They each include densely populated, 
major cities with large, ethnically diverse communities and many rural 
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towns and communities. By contrast, California, a Pacific state, contains 
areas that are considered ideal resort destinations, sunny and dry all year 
with easy access to the ocean and mountains. California’s historical and 
cultural traditions reflect its origins as part of Mexico prior to gaining 
U.S. statehood in 1850.

Determining where you want to live is a major decision that may 
be influenced by the choices of health care professionals who have mi-
grated before you. CGFNS routinely surveys VisaScreen applicants to 
determine where they intend to work in the United States. Trend data 
indicate that the most commonly identified states of intended practice 
were California, New York, Florida, Illinois, and Michigan.

Questions to Ask

Because of the wide geographic diversity in the United States, you should 
use a library or the Internet to research the different areas of the country 
and ask yourself such questions as:

Do I want to live in a climate that is similar to my home country ■

or experience something different?
Do I want to live in a large city, small city, town, or rural ■

community?
Do I want to live where I already have friends and family, or do I ■

want to be on my own?
Do I want to live in a mountainous area, a plains area, or by ■

the ocean?
Do I want to live close to my employing institution? How do I ■

want to commute? By auto? By public transportation?
How will I make living arrangements? Who will meet me when I ■

arrive? How will I get to my destination?

Choosing the Type of Employment Facility

Prior to leaving your home country, you should consider the type of U.S. 
facility in which you would like to work. Foreign-educated health care 
professionals in all regions of the United States most frequently are em-
ployed in hospitals, followed by smaller percentages in long-term care 
facilities (such as nursing homes), ambulatory care settings, community 
health, and home health. Those employed in hospital settings work pri-
marily in adult health and critical care.
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Questions to Ask

Questions you might consider prior to employment are:

Do I want to work in a hospital or another type of facility?■

Do I want to work in the community as opposed to a structured ■

facility?
Do I want to work in a rural or urban area?■

Do I want to work in a small hospital (100 beds) or a large facility ■

(300+ beds)?
Do I want to work in a public (government-operated) facility, such ■

as a Veterans Administration Hospital, or in a private (nongovern-
ment) facility?
Do I want to work in a teaching or nonteaching facility? Teaching ■

hospitals serve as training sites for new physicians during their 
internship and residency programs. These hospitals are usually 
affiliated with a medical school and may be part of an academic 
health center that includes other health professional schools.
What specialty areas do I enjoy most (adult health, critical care, ■

maternal infant, pediatrics, etc.)?
In what areas of practice am I most skilled or proficient?■

Selecting a Health Care Facility

Once you have identified potential places of employment, you should 
carefully research their hiring practices, the units and shifts available, 
the orientation provided, and the placement of foreign-educated health 
care professionals.

Questions to Ask

Questions to consider prior to accepting a position in the United 
States are:

Do I have to sign a contract? What is the length of the contract? ■

What does the contract require me to do? What is the penalty if I 
break the contract?
To what unit, department, or facility will I be assigned? Will I ■

have to move from unit to unit, as needed? How large is the unit? 
How many patients will I be responsible for at a time?
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To what shift will I be assigned (day, evening, or night shift), and ■

what will be the length of the shift (8 hours, 10 hours, or 12 hours)? 
How much overtime will I be expected to work? Is overtime 
mandatory?
What will my salary be? Is my salary comparable to what other ■

health care professionals are earning?
Will my health care experience in my home country be consid-■

ered in my starting salary, my starting position, and in promotion? 
How often will my performance be evaluated?
What type of orientation will be provided? How will it be modified to ■

meet my needs? Will I be assigned a preceptor and for how long?
Is there a ■ pen pal or buddy system in place that I can access prior 
to leaving my home country? Is there a health care professional 
working in the facility, preferably in my chosen field, with whom 
I can correspond?

Some of these questions may be addressed by doing an Internet 
search, while others will have to be asked during the interview process 
with the specific facility.

Mentors and Preceptors

Most employers considered preceptorship as having the greatest impact 
on a successful transition to U.S. practice. Employers indicate that, on 
average, it takes foreign-educated health care professionals 4 to 6 months 
to feel comfortable with practice in the United States and to exhibit safe 
practice. For those reasons alone, you should ask if a preceptor will be 
available to you and for how long.

A preceptor can help you to understand the U.S. health care system, 
to become acquainted with other staff, to understand the technology 
used in practice, and to understand how to get things done within the 
system. A preceptor also can support you when you give or write reports 
on your patients, show you how to best organize your care, and explain 
how to get the supplies you need. Most of all, a preceptor can help you to 
problem solve and can be there when you need some support.

Mastering English

Another critical factor for foreign-educated health care profession-
als during their first year of practice is good English language skills. If 
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English is your second language, try to improve your skills prior to leav-
ing your home country, either through classes or self-learning mod-
ules. When deciding on your U.S. place of employment, ask if the facility 
offers any English language classes during orientation. A preceptor also 
may be able to assist you with your language skills, especially with the 
language of health care practice in the United States (see chapter 8 on 
communication).

Researching the Environment

Knowing what to expect ahead of time can be critical to your adjustment 
in the U.S. work setting. Do not hesitate to ask the facility for a brochure 
or even a video of the facility, the unit or department in which you will 
work, and the staff with whom you will work. Send pictures or a video of 
yourself (after you have been offered and accepted employment) so the 
staff will be familiar with you when you arrive.

Ask for a description of the types and severity of patient conditions 
that you will encounter as well as the commonly represented cultures of 
patients and staff members. Ask if the facility would be interested in in-
formation on your culture. The more information you and the staff share 
ahead of time, the more comfortable you will feel when beginning your 
health care career in the United States.

Preparing for U.S. Licensure

To enter the United States for the purpose of employment, you will 
need an occupational visa, which allows you entry into the country. 
However, in order to practice in some of the health care professions in 
the United States, you must have a license in the state in which you plan 
to work. Each state sets its own requirements for licensure, so it is im-
portant to understand those requirements and to start the process early 
(see chapter 6 for profession-specific information on entering the U.S. 
workforce).

Developing Your Portfolio

A portfolio is a collection of items or documents outlining work ex-
perience, achievements, and skills. It is organized in a binder, file, or 
electronic format. By collecting this information throughout your health 
care career, you will become more aware of the skills and abilities you 
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possess, and have an excellent way to market your qualifications to an 
employer.

A portfolio does two major things: (1) creating it helps you to focus 
on the milestones of your career, allows you to look back and review 
your accomplishments, helps you to set goals for your future, and helps 
to identify what will be needed to achieve those goals; and (2) present-
ing your portfolio to prospective employers tells the employer that you 
are serious about your professional career and its advancement, that you 
are reflective and organized, and that you have identified a career path. 
The portfolio allows employers to identify your competencies, to design 
an orientation program that best meets your needs, and to work with 
you to achieve your identified goals.

A portfolio can be in hard copy, electronic, or both. Electronic port-
folios can be designed as Web pages and posted to an Internet location 
or stored on a CD-ROM, computer wand (flash drive), or DVD to be 
used as a tool to supplement the hard-copy version of your portfolio. 
Documents stored electronically should be printed out as needed for 
employment, academic admission, licensure, and other purposes. Port-
folio development consists of a number of steps:

Step 1. Consider your career thus far and determine what you con-
sider to be your most significant achievements.

Step 2. Collect all representative documents that showcase your aca-
demic and professional accomplishments and organize them into 
sections: for example, education, work experience, publications and 
presentations, memberships, continuing education, and awards. 
You might also provide a separate section for your short-term and 
long-term goals. Documents can be organized chronologically, from 
the beginning of your career to the present time.

Step 3. Create a paper file by making copies of original documents. 
Retain the originals and provide the copies when presenting your 
portfolio. If you choose to create an electronic portfolio, scan the 
documents onto a CD-ROM, DVD, or flash drive. Back-up files 
should be created on your personal computer. Copies of documents 
collected for portfolios include, but are not limited to:

academic experiences, for example, transcripts, special reports ■

you developed, presentations you gave, copies of positive fac-
ulty evaluations, skills assessments, and summaries of research 
projects you completed;
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work-related documents, such as letters of recommendation, ■

performance evaluations, special recognitions, and copies of 
employee newsletters in which you are mentioned;
community activities that you conducted or in which you ■

participated;
awards you received, for example, scholarships, academic ■

citations, and newspaper articles noting special honors or 
activities;
letters of recommendation;■

a list of your short-term and long-term goals; and■

an updated résumé and cover letter (see Appendix B).■

Step 4. Review your completed portfolio to make sure that it is ac-
curate and concise and contains only necessary items. Make sure 
that it is easy to follow and tells a positive story about you. A portfolio 
should contain no more than 15–20 pages.

CHOOSING A RECRUITER

Many health care professionals seeking to enter the United States for em-
ployment purposes use a recruiter to assist them through the migration 
process—from obtaining a U.S. work visa to attaining employment in a 
U.S. facility. The recruiter can be hospital-based (usually a health care pro-
fessional with experience in recruitment who is an employee of the hospi-
tal) or commercial. Commercial recruiters generally charge a fee for their 
services and work independently or as part of a recruitment firm. Some 
immigration attorneys also conduct commercial recruitment services. If 
you plan on using a recruiter, you should choose that recruiter carefully 
because the health care recruitment industry is largely unregulated.

What to Look for in a Recruiter

Because of the global shortage in various health care professions, there 
has been a proliferation of commercial recruiters here in the United 
States and worldwide. There are many recruiters whose policies are 
transparent (visible and clear) and who use best practices. They often 
also provide transition and acculturation programs to ensure the ac-
ceptance and comfort of their recruits in their new employment positions. 
Several recruitment companies have participated in the development of 
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Codes of Conduct for recruiters and employers through collaboration 
with policy makers, unions, professional organizations, and employers 
(Pittman, Folsom, Bass, & Leonhardy, 2007).

On the other hand, there are some recruiting firms that are poorly 
funded and often require foreign-educated health care professionals to 
pay for their own examination review courses and travel expenses. Re-
portedly, some recruiters have solicited duplicate fees—demanding pay-
ment from health care professionals in addition to charging employers 
fees for each recruited professional. Some recruiters, including health 
care recruiters, have made unfulfilled promises, misrepresented posi-
tions and resources, or charged unwarranted fees. Therefore, you should 
investigate your recruiter carefully before agreeing to become a client.

Finding a Recruiter

Currently, there is not a public site for reviewing the ethical conduct of 
recruitment companies, but there are efforts under way for the develop-
ment of a user-based review system whereby clients can make public 
comments regarding their experience with health care recruiters. Until 
such a service is available, you should contact friends and colleagues to 
determine what recruiters they used and if their experiences with the 
recruiter were positive. Check Internet postings about the recruiter you 
are considering, and check to see if the recruiter is a member of the Na-
tional Association of Healthcare Recruiters (NAHCR) or the American 
Association of International Healthcare Recruitment.

Rights and Responsibilities of Health Care Recruits

Health care professionals using a recruiting firm to assist with the pro-
cess of migration have the right to be treated fairly and equitably, to 
review their contract before signing, to not have their contract modified 
unless agreed upon by both parties, and to have their interaction with re-
cruiters free from intimidation. Recruiting firms commonly are founded 
by immigrants themselves, or by individuals who previously lived over-
seas and are familiar with the language and business opportunities in 
the source countries (Pittman et al., 2007). Although you may feel more 
comfortable with a recruiter of the same ethnic background as yours, 
you should still carefully investigate that recruiter’s reputation—just as 
you would with any recruiter—prior to signing a contract. Ask for the re-
cruiter’s references, that is, names of recruited health care professionals 
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and of health care institutions that have hired health care professionals 
recruited by that firm. Do not rely on spoken promises. Request written 
documentation of all details.

Knowing Your Rights

Health care professionals have the responsibility of knowing their rights 
before they leave their home country and of finding out as much as pos-
sible about the immigration process of the host country, in this case the 
United States. Visit the Web site for the U.S. Department of State, which 
issues visas (www.state.gov). Visit the U.S. Embassy in your country or 
view its Internet site (which can be located through www.usembassy.
gov) to gather information on the United States and its visas. Use the 
Department of Homeland Security (www.dhs.gov) and the U.S. Citi-
zenship and Immigration Services (USCIS; www.uscis.gov) Web sites to 
gain an understanding of the requirements for immigration.

Signing Contracts

The majority of recruiters have foreign-educated health care profession-
als sign contracts prior to beginning the immigration process. You must 
understand that if you sign a contract, you may be legally required to 
abide by all the terms of the contract. Those contracts may be legally 
enforceable and can mean significant monetary penalties and even de-
portation if violated or broken. Therefore, you should read everything 
carefully before signing, and you should not sign anything without taking 
sufficient time to review it. If you do not understand the terms of the 
contract, ask to have them explained until you thoroughly understand 
what you are signing. It may be best to have an outside attorney (an at-
torney not employed by the recruiter) or a trusted family member or 
friend read the contract before you sign it. Do not sign a contract that 
you cannot explain to others or that you do not understand.

Reviewing Your Contract

You have the right to receive a copy of the contract prior to signing so 
that you can review it. You also have the right to a signed copy of the 
contract for your records. Contracts should:

Be in writing and should describe the roles and responsibilities of the ■

recruiter as well as those of the recruited health care professional

www.state.gov
www.dhs.gov
www.uscis.gov
www.usembassy.gov
www.usembassy.gov
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Outline which fees are to be paid by the recruiter and which, if ■

any, are to be paid by the health care professional
Identify the health care professional’s proposed geographic work ■

location, place of employment, and housing, if provided
Identify the length of the contract and fees charged, if any, for ■

breach of contract

Recruitment Costs

The financial costs of immigration can be high. The typical fees include 
visa filing fees for the visa applicant(s); medical examination fees; certifi-
cation fees charged by organizations that conduct credentials evaluation, 
such as CGFNS, NBCOT, and FCCPT; English proficiency examination 
fees; travel fees; and licensure fees, if applicable (varies by state and pro-
fession). Unless your recruiter or the employer who is sponsoring your 
visa agrees to cover those costs and travel expenses, you will be required 
to pay for them directly or have them deducted from your future salary. 
It is important to receive a detailed account of all charges for which you 
will be responsible.

Breach of Contract

Generally, recruitment contracts involve a 2- to 3-year commitment and 
identify a buy-out or breach fee that can range from $8,000 to $50,000 if 
the recruit does not fulfill the contract. Breach fees are usually propor-
tionate to the investment made by the recruiter in bringing the health 
care professional to the United States and for facilitating visa, immigra-
tion, licensure, and placement processes (Pittman et al., 2007). Before 
signing a contract make sure that the breach fee, if any, is reasonable and 
will be prorated for the amount of work you have provided. Also ensure 
that if you breach your contract, you will not be required to pay the fee 
in one lump sum, but rather in installments. In focus groups conducted 
jointly by CGFNS and AcademyHealth in 2007, one Filipino health care 
professional reported,

I talked to my agent last Friday (who is Filipino) because I wanted to buy 
out my contract. My agent told me that buying out my contract would ruin 
his relationship with the mother company, which is one of his biggest clients. 
He also told me that my buying out my contract might result in revocation 
of my immigrant visa since it was [that company] who petitioned it. Also, 
if I opted to buy out, I will need to pay the whole amount in a one-time 
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payment only, which is $13,650. For now, I can only pay them one-fourth of 
the buy-out price. (CGFNS/AcademyHealth Focus Group, 2007)

Be aware of fees for which you may have to reimburse your recruiter 
both during the contract and for early termination. Find out if your wages 
will be garnished (held by your employing facility and given directly to 
the recruiter) to reimburse the recruiter for unpaid fees, how much will 
be deducted from each paycheck (will your entire pay be garnished until 
the fees are paid, or will there be a certain percentage taken out of each 
paycheck), and for what length of time will the garnishment extend.

Pitfalls and How to Avoid Them

Immigrating health care professionals commonly report several types of 
contract violations by some recruiters and employing institutions. These 
violations typically include: forced changes in the place or location of 
employment; changes from being direct hires of the facility (which is 
preferred by most foreign-educated health care professionals) to em-
ployees of staffing agencies; lower salaries than anticipated, or being 
paid less than U.S. health care professionals, which is illegal; and re-
stricted or lacking benefits, including health insurance, vacation time, 
or sick leave (Pittman et al., 2007). Immigrant health care profession-
als have reported being threatened with deportation for not adhering 
to contracts—as well as having their VisaScreen Certificates and green 
cards withheld by recruiters.

Recognizing Unethical Recruitment Practices

Because the shortage of certain health care professionals is of such global 
proportion, your refusal to sign on with one recruiter will not end your 
chances to immigrate. The more information you have, the less chance 
that you will be intimidated or taken advantage of by recruiters or those 
who profess to be immigration agents or facilitators. Self-described “im-
migration agents” will falsely claim to be able to make immigration move 
faster for the right amount of money.

Health care professionals who plan to migrate to the United States 
can go to the U.S. Department of Labor (DOL) Web site (www.dol.
gov) to access information about employment, rights of women, unions, 
wages, and civil rights. The DOL fosters and promotes the welfare of job 
seekers, wage earners, and retirees of the United States by improving 

www.dol.gov
www.dol.gov
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their working conditions, advancing their opportunities for profitable 
employment, protecting their retirement and health care benefits, help-
ing employers find workers, strengthening free collective bargaining, 
and tracking changes in employment, prices, and other national eco-
nomic measurements. In carrying out this mission, the DOL administers 
a variety of federal labor laws, including those that guarantee workers’ 
rights to safe and healthful working conditions, a minimum hourly wage 
and overtime pay, freedom from employment discrimination, unemploy-
ment insurance, and other income support.

There also are immigration advocacy groups that can provide you 
with reliable and correct information on U.S. immigration laws and re-
ferrals to immigration law firms. You should be aware that not every 
attorney is knowledgeable about immigration. Immigration law is very 
complicated. There are specialists in immigration law who focus on 
health care workers. You may want to ask the attorney about his /  her ex-
perience in immigration law and about the type of clients he/she serves.

Third Party Authorizations

Another factor to be aware of is the use of third-party authorizations. 
These authorizations can give someone else the right to receive and 
open your correspondence—the right to receive your test scores, your 
CGFNS VisaScreen Certificate, and even your green card—rather than 
the correspondence and documents going directly to you. Read every-
thing carefully before signing any documents to ensure that you are not 
giving up rights that should be retained by you. In most cases, your sig-
nature on such a document makes it legally binding. If you believe that 
you have been wronged during the immigration process, seek an inde-
pendent immigration attorney or civil rights attorney who can review 
your case with you, determine if your rights have been violated, and 
assist you in seeking recourse.

Ethical Recruitment of Health Care Professionals

The globalization of the health care workforce has enabled health care 
professionals to further their careers through migration. With the in-
crease in global migration, there has been a corresponding increase in the 
number of international recruiters and recruiting firms, some of whom 
have aggressively pursued health care professionals to work in developed 
countries. This aggressive recruitment has led, in some instances, to the 



56 The Official Guide for Foreign-Educated Allied Health Professionals

serious depletion of the health care professional workforce, particularly 
in developing countries and in countries that could ill afford to lose their 
health care professionals. While health care professionals have the right 
to migrate to countries for employment purposes, large-scale migration 
can have a devastating impact on the health systems of the source coun-
try. Widespread concerns also have been raised about unethical and un-
fair recruitment practices.

World Health Organization

In response to this evolving global health challenge, member states 
of the World Health Organization (WHO) mandated that the WHO 
Director-General develop a code of practice on the international recruit-
ment of health personnel in consultation with WHO member states and 
all relevant partners. Web-based hearings were held on the draft code 
through September 2008, providing an opportunity for member states, 
health workers, recruiters, employers, health professional organizations, 
and various other regional and international organizations to comment 
on the code.

Voluntary Code of Ethical Conduct

The Code of Practice will be a nonbinding, international instrument de-
signed to be a first step in developing an effective framework for national 
and international cooperation. It will address the benefits and potential 
negative impact of international health care worker migration and the 
need to safeguard the rights of migrant health care workers. The pro-
posed Code balances the collective interests of many in emphasizing 
guidelines that effectively plan for sustaining the global health workforce 
and retaining health workers.

The draft Code sets out guiding principles and voluntary international 
standards for the recruitment of health workers. Its goal is to increase 
the consistency of national policies and discourage unethical practices, 
while promoting an equitable balance of interests among health work-
ers, source countries, and destination countries. Consistent with con-
temporary international legal practice, the initial draft of the Code also 
aims to establish an international procedural structure to foster national 
dialogue, commitments, and action on health worker migration (Day-
rit et al., 2008). Information on the proposed code may be accessed at 
http://www.who.int / bulletin / volumes /86/10/08-058578/en /print.html.

http://www.who.int/bulletin/volumes/86/10/08-058578/en/print.html
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World Federation of Public Health Associations

In 2005 the General Assembly of the World Federation of Public Health 
Associations also acknowledged that health professionals from less pros-
perous countries were moving across international boundaries and into 
the more developed countries to the detriment of health care delivery in 
the less prosperous nations. Their General Assembly recommended that 
health worker employers in developed countries voluntarily adopt a code 
of ethics to judiciously manage the employment of health professionals 
from abroad. Their report and recommendations may be accessed at 
http://www.wfpha.org/Archives/05_policy_Recruitment.pdf.

REMITTANCES

One of the lessons learned from migration is that source countries need 
to benefit as well. Foreign-educated health care professionals tradition-
ally have sent remittances back to their home countries. Remittance 
refers to the portion of migrant income that, in the form of either funds 
or goods, goes back into the home country, primarily to support families 
back home, to cut poverty, and to improve education and health within 
the family (Focus Migration, 2006). The World Bank estimates that in 
2001, remittances sent back to developing countries reached a level 
of $70 billion. This is 40% more than the development assistance the 
countries in question received (Carballo & Mboup, 2005). However, it 
should be noted that although remittances provide some compensation 
for sending countries, those sent by health workers (even if they can be 
identified) are not directly reinvested in human capital for the health 
system. This means that those countries sending more health profes-
sionals than they are either receiving or producing will end up with a 
net loss of human capital in the health system. Even though the capac-
ity of the country may ultimately be strengthened in the long term, the 
short-term loss of health professionals could have serious implications 
for coverage of and access to services in developing countries (Stilwell 
et al., 2003).

Sending Remittances to Your Home Country

If you plan on sending money back to your family or friends, you should 
discuss this before you depart from your home country so that you know 

http://www.wfpha.org/Archives/05_policy_Recruitment.pdf
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the best way to send money and goods. Look into fees for the transfer 
of money (what it will cost you to send money and what it will cost the 
recipient in your home country to receive it). Fees that money-sending 
services such as Western Union charge are usually higher than bank fees. 
You also should consider the security of the transfer of funds, especially 
if the funds are sent through more informal channels. It might be help-
ful to talk to someone who has migrated from your home country to the 
United States and is sending remittances back home. This will give you 
a good idea of the cost and the processes involved.

SUMMARY

Migrating to a new country can be challenging and time consuming, but 
the more research you do on immigration requirements while still in 
your home country, the smoother the process will be. Be cautious if you 
are using a recruiter, and gather as much information as possible on the 
recruitment process prior to entering the United States. This way you 
can reduce your risk of mistreatment and intimidation and increase the 
likelihood of achieving your professional goals.

RESOURCES

Anticipating Your Move to the United States

Twelve Months to Go

With a year still to go before a move, many people think they have plenty 
of time to arrange things, so they just put it off or forget about it. It is 
best to start the process as early as possible so that you have adequate 
time to put your affairs in order and to prepare for migration.

At this point in time, you should be ensuring that your passport has 
plenty of time left on it (usually 2 years) and checking that you have 
original copies of all your birth  /marriage  /divorce paperwork. This also 
should be done for anyone who may be traveling with you. If you have 
any outstanding debts, try to get those in order and start educating your-
self on the job market of the place to which you would like to move. 
Check on visa policies and procedures at the U.S. Department of State 
Web site at http://www.travel.state.gov/visa  /visa_1750.html.

http://www.travel.state.gov/visa/visa_1750.html
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Six Months to Go

At this point, time generally starts to move very quickly. It is a good idea 
to obtain quotes from shipping companies and to check flight prices so 
that you can get the best deals, especially if you are paying for the flight 
yourself. If you can, open a bank account in the United States. Because 
official paperwork can often take a while, you should at this point ask 
your bank for credit references. Also, ask your dentist and doctor for 
your records so that you can take these with you when you sign up with 
new health care professionals in the United States. Check on immuniza-
tions that you will need before entering the United States, and develop 
a timetable for receiving them. Make sure that you have a copy of your 
immunizations to take with you. For a list of immunizations for U.S. im-
migration, check the Department of State Web site at http://travel.state.
gov/visa  / immigrants / info / info_1331.html.

Two Months to Go

At this stage, you will find that most of your time is spent thinking about 
moving or organizing the move. If you are responsible for making living 
arrangements in the United States, they should be in progress now. If 
you will be traveling with children, see if you can register them for their 
new schools and make sure they have all their friends’ contact informa-
tion to take with them. Start saying goodbye to friends now as time will 
run out quickly.

One Month to Go

With only 1 month left to go, you need to ensure that you have informed 
all the official agencies (such as the postal service) and service providers 
(such as telephone companies) of your move. You should start packing 
any nonessential items and ensure that you have all your important pa-
perwork in a small travel file. This will make your life much easier when 
you are searching for things on arrival. Also, start transferring money to 
your foreign bank account so it is there when you arrive.

One Week to Go

At this stage, everything should be finalized, and you should be get-
ting excited about your new venture in life. Cancel any newspaper sub-
scriptions or milk deliveries, and if you have sold your car, cancel the 

http://travel.state.gov/visa/immigrants/info/info_1331.html
http://travel.state.gov/visa/immigrants/info/info_1331.html
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insurance on it. Make sure that your goods are already shipped, and get 
rid of anything else that you don’t need. Set aside some time to spend 
with friends and family, as you will miss them when you are gone. If you 
want to have local currency when you arrive in the United States, buy 
some of that. Make sure that you have copies of your travelers’ check 
numbers, insurance policy numbers, passport, and visa documents in a 
separate and safe place in case they are lost or stolen. As an added pre-
caution, leave copies with family or friends.

Saying Goodbye

Make sure you leave plenty of time to say goodbye to people, and plan 
how you will keep in contact with them. Remember that in the first few 
weeks you will be very busy settling in. Therefore, be realistic about 
how often you will make contact so that your friends and family will not 
worry about you. It is helpful to obtain contact information for all those 
people close to you. There will be times when you cannot find your address 
book or the paper on which you wrote the information. Put all the informa-
tion on your computer, if you have one, on a computer disc or wand that you 
can take with you, or in a file with the rest of your important paperwork.
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Affidavit: A sworn statement or a written declaration made in the 
presence of someone authorized to administer pledges.

Associate degree: A degree earned on completion of a 2-year 
program of study at a community college, junior college, technical 
school, or other institution of higher education.

Asylum status: Protection and immunity from extradition granted 
by a government to a foreign political refugee.
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Attestation: A statement that something is true, especially in a for-
mal written document.

Backlog: A quantity of unfinished business or work that has built 
up over a period of time and must be dealt with before progress can 
be made.

Compliance: A state in which someone or something is in accor-
dance with established guidelines, specifications, or legislation. The 
adjective form is compliant and indicates readiness to conform or 
agree to do something.

Consular: Term pertaining to an official appointed by the gov-
ernment to reside in a foreign country to represent the commer-
cial interests of foreign citizens who come from the official’s home 
country.

Petition: An appeal to or a request for something from a higher 
authority.

Refugee status: Protection granted by a government to someone 
who has fled another country, often because of political oppression 
or persecution.

Retribution: Something given or demanded in repayment, espe-
cially punishment.

Retrogression: The procedural delay in issuing an immigrant visa 
when there are more people applying for immigrant visas in a given 
year than the total number of visas available.

Third-party authorization: Occurs when the individual for whose 
benefit a contract is created gives another person the right to act on 
that individual’s behalf.

Unencumbered: Not held back or delayed because of difficulties 
or problems, for example, a professional license that is not revoked, 
suspended, or made probationary or conditional by a licensing or 
regulatory authority as a result of disciplinary action.

U.S. Department of State: The U.S. government department that 
sets and maintains foreign policies, runs consular offices abroad, and 
makes decisions about nonimmigrant visas and immigrant visas that 
are processed through U.S. consulates.
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Health care professionals who plan to enter the United States to prac-
tice their professions will have to satisfy requirements set both by im-
migration and licensing agencies. These include requirements that have 
been established for entry into the United States and for practicing the 
profession in states within the United States. This chapter will discuss 
the various immigration processes required of foreign-educated health 
care professionals who wish to enter the United States to practice.

IMMIGRATION: ENTERING THE UNITED STATES

Immigration requirements establish the conditions that noncitizens 
must meet in order to enter the United States. A health care professional 
who wishes to enter the United States to work will encounter three main 
U.S. federal agencies involved in the immigration process. The U.S. 
Citizenship and Immigration Services (USCIS) is an agency within the 
U.S. Department of Homeland Security (DHS) that is responsible for 
processing immigrant visa applications and petitions for occupational 
visas. The U.S. Department of Labor (DOL) is responsible for process-
ing labor certifications. A labor certification is a document filed by a U.S. 
employer that demonstrates a lack of American workers available to fill 
vacant health care professional positions. Finally, the U.S. Department 
of State (DOS) is responsible for granting the visa upon receipt of all 
required documents, fingerprints, and medical and background checks.

A listing of common visa terms and their meanings as well as fre-
quently asked questions about admission to the United States are in-
cluded in Appendix C.

Selecting a Visa Type

The type of visa for which you will apply depends on whether you are 
attempting to enter the United States to work, study, visit, or join fam-
ily. Requirements will differ based on your desired length of stay and 
your country of origin. There are several types of visas that provide 
health care professionals entry into the United States. The majority of 
health care workers enter the United States on occupational or work 
visas. Others arrive as spouses or family members of immigrants who 
are now residents of the United States. Some have married U.S. citi-
zens. Table 3.1 outlines the most common types of U.S. visas available to 
foreign-educated health care professionals.
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OCCUPATIONAL VISAS AND IMMIGRATION OPTIONS FOR NURSES AND ALLIED HEALTH CARE WORKERS

VISA TYPE /
CLASSIFICATION CATEGORY WHO QUALIFIES DESCRIPTION

Green Card Permanent RNs, LPNs, Physical Therapists, Occupa-
tional Therapists, Medical Technologists, 
Medical Technicians, Speech-Language 
Pathologists, Audiologists, and Physician 
Assistants

Foreign health care workers may qualify for 
a permanent visa through various processes. 
Registered nurses and physical therapists may 
qualify under a process known as Schedule 
A designation, while others will need to go 
through the labor certification.

H-1B Visa Temporary Physical Therapists, Occupational 
Therapists, Medical Technologists, 
Speech-Language Pathologists, Audiologists, 
Physician Assistants, and RNs with a 
bachelor’s degree working in a nursing job 
that requires a bachelor or higher degree

Allows a foreign national to work in a position 
that requires at least a bachelor’s degree. There 
are two criteria for an H-1B visa: (1) the posi-
tion must require at least a bachelor’s degree; 
and (2) the foreign worker must have at least a 
bachelor’s degree.

H-1C Visa Temporary RNs Created in 1999 when Congress passed the 
Nursing Relief for Disadvantaged Areas Act. It 
applies only to health care facilities in medi-
cally disadvantaged areas. The Act was renewed 
in 2006.

TN Status Temporary 
(Renewable)

Canadian or Mexican: RNs, Physical Thera-
pists, Occupational Therapists, and Medical 
Technologists

The North American Free Trade Agreement 
(NAFTA) allows employers to hire Canadian or 
Mexican citizens to work in the United States 
under a streamlined process.

F-1 Visa Temporary 
(Renewable)

Students such as those attending RN-to-BSN 
programs

Eligible to adjust to H-1B or permanent status 
after completion of education.
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Visa Issues

An issue to be aware of as you consider applying for a visa is that requests 
for visas from some countries (e.g., the Philippines, China, and India), 
always exceed the yearly quota. It may therefore take up to 14 years for 
that applicant’s visa number to be called. Similar delays also occur for 
family visas, for example, when the visa holder has parents or siblings 
who will come later or when the spouse and minor children do not ac-
company the immigrant.

There are quotas for visas. Each country is allowed so many visas 
per year. Each visa category also has a limited number of visas. Once 
the country quota is reached, no more visas can be processed until the 
next year. Until 2005, approximately 20,000 visas remained each year, 
because of a USCIS backlog. Since 2005 USCIS has streamlined its 
procedures and is able to process visa applications more efficiently.

Retrogression

Retrogression is the procedural delay in issuing visas when more visa 
applications have been received than visa slots exist. The Department 
of State determines when it is necessary to impose limits on the alloca-
tion of immigrant visa numbers. They also determine to which countries 
retrogression will apply. In 2004 when retrogression was ordered, it only 
applied to China, India, and the Philippines.

Under retrogression, visa applications are not processed until the 
backlog is completed. Retrogression may be limited to immigrants from 
select countries or from all countries. Retrogression was declared in 
November 2006 for all countries and continues to the present, effec-
tively causing a major decrease in the recruitment and certification of 
foreign-educated health care professionals.

OCCUPATIONAL VISAS

Occupational visas require an employer sponsor and compliance with 
the labor certification process. Occupational visas can be permanent or 
temporary.

A permanent visa allows an immigrant to stay in the United States 
indefinitely. A permanent visa recipient is granted a permanent resident 
card, commonly called a green card. Although it has not actually been 
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green since 1964, the permanent resident card is still universally re-
ferred to as a green card. You can retain legal permanent resident status 
as long as you do not leave the United States for longer than a year with-
out a re-entry permit. The green card must be renewed every 10 years. 
Foreign-educated health care professionals are eligible for a permanent 
visa or green card.

A temporary visa limits the amount of time a health care professional 
can stay in the United States. Those who enter the country on temporary 
visas are considered nonimmigrants. Temporary occupational visas are 
not available to everyone. Most foreign-educated health care profession-
als are eligible for the H-1B temporary (nonimmigrant) visa. They also 
may qualify for student or training visas, which allow a limited number 
of hours that an allied health care professional may work. Certain pro-
fessions also are eligible for Trade NAFTA (North American Free Trade 
Agreement), or TN, status.

Trade NAFTA Status

Trade NAFTA (TN) status is available to clinical laboratory scientists, also 
known as medical technologists, physical therapists, and occupational ther-
apists from Canada or Mexico. The North American Free Trade Agree-
ment (NAFTA) eased restrictions on the immigration of workers and 
importation of products among the United States, Canada, and Mexico.

Physical therapists, occupational therapists, and clinical laboratory 
scientists are among those professionals who can enter the United States 
with TN status. They must be citizens of either Canada or Mexico, must 
have a written job offer from a U.S. employer, and must hold a license in 
the U.S. state of intended practice/employment (if applicable). Further, 
clinical laboratory scientists must have a VisaScreen® Certificate from 
CGFNS; physical therapists must have either a VisaScreen Certificate 
from CGFNS or a Health Care Worker Certificate from the Foreign 
Credentialing Commission for Physical Therapy (FCCPT); and occupa-
tional therapists must have either a VisaScreen Certificate from CGFNS 
or a Health Care Worker Certificate from the National Board for Certi-
fication in Occupational Therapy (NBCOT®).

Foreign-educated health care professionals who immigrated to ei-
ther Canada or Mexico and became citizens of those countries are eligible 
for TN status if they meet the qualifications listed above. For example, 
many health care professionals from Canada who are in the United 
States on TN status were born in India, Jamaica, the Philippines, or the 
United Kingdom.
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Duration of Trade NAFTA Status

Initially, TN status duration was for a 1-year period and required an-
nual renewal. However, on October 16, 2008, the Department of Home-
land Security announced that TN status would be extended for up to 
three years.

The number of renewals for which a foreign-educated health care 
professional may apply is currently unlimited, although some immigra-
tion opponents believe that renewal of TN status should be limited, 
and should not be used as a permanent form of temporary status. A 
benefit of TN status is that it is not affected by external factors such as 
retrogression.

Canadian Health Care Professionals

The majority of health care professionals holding TN status are from 
Canada, and are not required to have a visa to enter the United States. 
Many TN workers commute between Canada and the states of Michi-
gan, Maine, and Minnesota on a daily basis.

The Canadian health care professional applies for TN status to work 
in the United States and needs only to show proof of citizenship, a letter 
of intended employment, the required licenses and the VisaScreen or 
Health Care Worker Certificate at the Canadian port of entry, which can 
be at a border crossing or an airport. The process can be completed in 
less than one day.

Mexican Health Care Professionals

The TN process for Mexican health care professionals is more complex. 
It requires a visa and consular processing. The employer must file a 
labor certification and an I-129 petition for nonimmigrant workers. The 
process can take a day or up to a week. The Mexican health care profes-
sional must present a VisaScreen Certificate from CGFNS or a Health 
Care Worker Certificate from FCCPT or NBCOT as needed for his  /  her 
profession.

The H-1B Nonimmigrant Visa

The H-1B is a temporary or nonimmigrant visa, which is given for a 
3-year term, after which it can be extended for an additional 3 years. 
H-1B visas require that the individual hold a baccalaureate degree and 
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are available only for individuals who have been recruited for employ-
ment in the United States that requires a minimum of a baccalau-
reate degree. A clinical laboratory technician does not qualify for an 
H-1B visa because the entry-level education in the United States for 
the technician is 2 years or less and is comparable to an associate 
degree.

The H-1B visa is most frequently used by foreign-educated health 
care professionals for an entry-level position. Nonimmigrants from Free 
Trade countries such as Chile, Singapore, and Australia are eligible for 
additional H-1B slots. Although H-1B visas are limited to 65,000 per 
year, many health care employers may be exempt from the quota be-
cause they are nonprofit organizations and/or research institutions.

The H-1B status is available to those foreign-educated health care 
professionals who qualify as meeting the definition of a specialty occu-
pation. A specialty occupation is defined as a field of employment that 
requires theoretical and practical application of a body of specialized 
knowledge, and a bachelor’s or higher degree in the specific specialty 
(or its foreign degree equivalent), which is a minimum for entry into the 
United States.

Physical therapists, occupational therapists, clinical laboratory scien-
tists, speech-language pathologists, and audiologists meet the specialty 
occupation requirements. Currently, PTs, OTs, speech-language pathol-
ogists (SLPs), and audiologists are educated at the master’s level in the 
United States. Medical technologists or clinical laboratory scientists and 
physician assistants are graduates of baccalaureate programs. Medical 
technicians are typically graduates of 2-year programs and do not meet 
the specialty occupation requirements.

Specialty Occupation Requirements

In order to meet specialty occupation requirements, the foreign- 
educated health care professional must meet certain criteria. They must 
(a) have full state licensure to practice in the occupation, if such licen-
sure is required to practice in the occupation, (b) have completed the 
degree required for the occupation, or (c) have experience in the spe-
cialty equivalent to the completion of such degree (in other words, have 
a combination of education, training, and work experience in the spe-
cialty occupation comparable to a U.S. bachelor’s degree or higher); and 
(d) recognition of expertise in the specialty through progressively more 
responsible positions relating to the specialty.
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Licensure Requirements

Physical therapists entering the United States under an H-1B visa 
must pass the National Physical Therapy Examination (NPTE) to meet 
the licensing requirement of a specialty occupation. Currently, the 
foreign-educated physical therapist must enter the United States to take 
this examination. Many physical therapists will do this on a visitor’s visa 
and then return home to wait for the H-1B visa. Others may be in the 
United States on an F-1 student visa. Holders of student visas must meet 
specific deadlines regarding filing for adjustment of status from a stu-
dent to an occupational visa.

The licensing requirements also are applicable to clinical laboratory 
scientists, speech-language pathologists, occupational therapists, and au-
diologists. All states require occupational therapists and audiologists to 
be licensed. However, only 12 states license clinical laboratory scientists 
and 47 states license speech-language pathologists.

Labor Certification Process

Foreign-educated health care professionals also must comply with the 
Department of Labor’s labor certification process before the U.S. Citi-
zenship and Immigration Services (USCIS) can act on an immigration 
petition (I-140). The employer sponsor must provide written documen-
tation to the Department of Labor of how all labor certification require-
ments were met, including posting of intent to hire foreign-educated 
workers, job descriptions, prevailing wages, copies of advertisements, 
employer’s financial status, and attestation regarding absence of union 
or organizing activity, to name a few.

Visa Caps

H-1B visas currently are limited to 65,000 per year. Furthermore, health 
care professionals must compete with other professionals, including en-
gineers and computer specialists, for those limited visa slots. In the last 
2 years when the visa process opened on April 1, the quota was filled 
within 3 days. Those eligible were chosen by lottery. All excess applica-
tions over the quota were returned to the applicants. However, in 2009, 
visa slots were not filled as quickly, probably due to the worldwide eco-
nomic downturn.

An exemption from the visa cap is available for employers who em-
ploy health care professionals in higher education institutions, nonprofit 
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entities affiliated to institutions of higher education, or nonprofit or gov-
ernmental research organizations. An additional 20,000 visas are avail-
able for those who hold master’s or doctoral degrees and who are to be 
employed in positions that require the higher degrees. There also are 
additional visas for those covered by the Chile and Singapore Agreement 
and for foreign-educated professionals from Australia.

Student Visas

Those who are in the United States on student or training visas must 
apply to adjust to another status if they wish to stay in the United States 
either temporarily or permanently upon completion of the program. 
Because those actions must be done within a limited time period, it is 
important for the health care worker to consult his/her immigration at-
torney or the academic institution’s Office of International Students for 
advice regarding the adjustment process.

APPLYING FOR A VISA

The petition for immigration, an I-140 form (visa application), must be 
filed. Members of the health care professions are considered “skilled 
workers”—based on 2 years of postsecondary education—as well as pro-
fessionals, which makes them eligible for employment-based (EB), Third 
Preference visas. Third Preference generally refers to a category used in 
employment-based immigration to identify skilled workers capable of 
performing a job requiring at least 2 years of training or experience; 
professionals with a baccalaureate degree, or members of a profession 
with at least a university bachelor’s degree; and other workers, capable of 
filling positions requiring less than 2 years of training or experience.

Visa Application Documents

In addition to submitting an I-140 form and the required fees, the 
employer and  /or employee also must submit the following necessary 
documents:

A statement of valid prevailing wage■

Copies of all in-house media, printed, and electronic job adver-■

tisements
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A VisaScreen Certificate from CGFNS International (all profes-■

sions) or a Health Care Worker Certificate from FCCPT (PTs 
only) or NBCOT (OTs only); or a U.S. license; or a letter confirm-
ing eligibility to work
A diploma or degree■

School transcripts■

A marriage certificate, if married■

Divorce decrees, if divorced■

Schedule A

Physical therapists are included under the designation Schedule A,
which precertifies only three categories of employees. This precertifica-
tion documents that there is a shortage of U.S. workers available in that 
occupation. Because Schedule A bypasses the Department of Labor’s 
certification process, the physical therapist is not subject to all the re-
quirements that other H-1B nonimmigrants must meet. The physical 
therapist is required only to show a letter of eligibility from the state of 
intended employment.

Physical therapists and registered nurses (RNs) are the only profes-
sions that historically have been listed under Schedule A because of a 
continual manpower shortage in the United States. Occupations listed 
under Schedule A have a streamlined labor certification process. Sched-
ule A occupations are determined by the Secretary of the Department of 
Labor not to have a sufficient supply of qualified, willing, and available 
U.S. workers. The DOL also has established that similarly employed U.S. 
workers will not have their wages and working conditions adversely af-
fected by the employment of immigrants. Because of retrogression, 
there have been no available Schedule A visas beginning October 2006 
and continuing to the present. Immigration advocates have proposed 
expanding the quotas under Schedule A or removing them totally.

Labor Certification

The labor certification process is a mandatory requirement of employ-
ers, such as hospitals, who wish to hire foreign-educated health care 
professionals. The process was designed to assure the public that U.S. 
jobs would not be given to foreign workers without well-documented 
proof of a shortage of U.S. workers in a particular field. Employers must 
submit a labor certification for each worker they recruit from abroad. 
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The Department of Labor requires that a notice regarding the job for 
which the health care worker is being recruited be posted at the site of 
intended employment for at least 10 business days. The posting must list 
the prevailing wage and the job requirements. A wage survey must be 
completed and the employer must also show proof of the ability to pay 
the wages (20 CFR 656.10Ld).

Visa Process

The time to complete the immigration process is not predictable. It 
varies from country to country and is affected by your ability to ob-
tain all required documents. Another factor that influences the process 
is the time it takes you to successfully complete any required certifi-
cation and /or licensure examinations and obtain the required scores 
on the English language proficiency exams. All of these documents are 
needed to support your application for the VisaScreen Certificate or 
the Health Care Worker Certificate, which must be submitted at your 
visa interview.

Employee Sponsor

An applicant for a permanent occupational visa needs an employer spon-
sor. The sponsor must file the Form I-140, Petition for Alien Worker. 
Different forms are required for other visa categories. The form must be 
filed at the United States Citizenship and Immigration Services (USCIS) 
Service Center.

In order to file an I-140 form the employer must have certain docu-
ments. You must submit your health care profession diploma, health 
care profession school transcripts, health care profession license from 
your country of education, proof of passing the required certification 
and /or licensure examinations, and a copy of your passport.

Visa Petition

The employer and  /or immigration attorney will request the required 
documentation for the labor certification required by the Department of 
Labor (DOL). That information must document the employer’s intent to 
hire foreign-educated health care professionals and its financial status. 
The DOL grants the labor certification application (LCA).
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Once the labor certification has been granted, the visa petition is 
filed. USCIS will approve the petition and send it to the National Visa 
Center (NVC) at Portsmouth, New Hampshire. The NVC will assign 
you a case number. Then fees will be requested and must be submitted 
to NVC.

Visa Interview

Depending on the country in which you are located, you may be able 
to submit copies of your documents but, generally, the NVC requires 
originals. You will receive an Interview Notice from the U.S. Embassy in 
which you applied.

You must submit all required forms at the visa interview, including 
the medical examination report. Embassy staff will conduct the interview 
and will inform you if your visa is approved. If you lack required docu-
ments, then the petition will be denied and you will be given a Request 
for Evidence (RFE) and a time frame in which the required documents 
must be submitted to USCIS.

If approved, you will receive your passport with immigrant visa 
stamps. The visa must be used within six months. The passport and 
other documents from the embassy must be provided to U.S. immigra-
tion at the airport or border. You must carry your green card with you at 
all times.

Adjustment of Visa Status

When health care professionals seek to change their visa from tempo-
rary to permanent, they must request an adjustment of status. If the 
time limit on a foreign-educated worker’s temporary occupational visa 
expires, then the worker must return home, or adjust his or her visa sta-
tus to permanent.

A health care worker who came to the United States on a temporary 
visa in order to take the licensing examination may decide to request an 
H-1B or permanent visa in a different category. TN workers may wish to 
adjust to H-1B or permanent status. Canadians may do so without losing 
their Canadian citizenship.

When contemplating such changes, you should consult with an im-
migration attorney. If filing for an adjustment is not timely or is proce-
durally in error, you might lose your visa and/or have to return home.
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IMMIGRATION REQUIREMENTS FOR FOREIGN-EDUCATED 
HEALTH CARE PROFESSIONALS

Section 343 of the 1996 Illegal Immigration Reform and Immigrant Re-
sponsibility Act (IIRIRA) mandated that health care professionals not 
born or educated in the United States must undergo a federal screen-
ing program in order to receive an occupational visa. Section 343 au-
thorized CGFNS, through its division the International Commission on 
Healthcare Professions (ICHP), to conduct such a program by verifying 
and evaluating the educational and licensure credentials of seven allied 
health professions, including physical therapists, occupational thera-
pists, audiologists, speech-language pathologists, medical technologists 
and technicians (also known as clinical laboratory scientists and tech-
nicians), and physician assistants. The law also authorized CGFNS to 
screen registered nurses and practical nurses. CGFNS designated this 
process as VisaScreen: Visa Credentials Assessment. Regulations imple-
menting the 1996 law authorized two other organizations to conduct the 
screening program for their respective professions: the Foreign Creden-
tialing Commission on Physical Therapy (FCCPT) for physical therapists 
only and the National Board for Certification in Occupational Therapy 
(NBCOT) for occupational therapists only.

Section 343 Screening

Section 343 screening of the seven allied health care professions named 
above includes an assessment of the individual’s education to ensure 
that it is comparable to that of a U.S. graduate in the same profession; 
verification that licenses are valid and unencumbered; demonstration 
of written and oral English language proficiency; and passage of a test 
predicting success on the occupation’s licensing or certification examina-
tion, provided such a test is recognized by a majority of states licensing 
the occupation for which the certification is issued, or passing the occu-
pation’s licensing or certification examination.

Medical Technologists

The medical technologist category has been used as an umbrella term 
for a variety of allied health professions. The Department of Home-
land Security has defined a medical technologist as a clinical labora-
tory scientist. Medical technologists are not the same professional as all 
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other disciplines with technologist in their title. There are differences 
in  education, clinical experience, licensure/certification requirements, 
and functions.

The medical technologist works in five major areas of the laboratory: 
blood banking, chemistry, hematology, immunology, and microbiology. 
The medical technologist performs a full range of analytical laboratory 
tests on blood, tissues, and body fluids to provide laboratory information 
for the detection, diagnosis, and treatment of human diseases. The edu-
cational requirement is a Bachelor of Science (BS) degree.

Professions Restricted From Designation Medical Technologist. Based on the 
requirements and description of medical technologists cited above, the 
molecular diagnostic categorical technologist, nuclear medical technol-
ogists, medical ophthalmic technologist, ultrasound technologist, and 
the medical sonographic technologist, to name a few, are not clinical 
laboratory scientists. Likewise, specialists in clinical laboratory sciences 
such as cytotechnologists or genetic technologists are not subject to 
the VisaScreen requirement. These specialists do not have the range 
of courses and clinical experiences that a generalist clinical laboratory 
scientist has.

You must be aware of the job and functions that your employer or 
recruiter describes on your visa application. The medical technologist 
category is often chosen because these workers are eligible for entry 
under H-1B and more importantly Trade NAFTA (TN) status. Remem-
ber, TN health care workers are not subject to retrogression and their 
immigration process is less burdensome.

Feldchers. Foreign-educated health care professionals must be able to 
verify that their education was designed to produce the specific health 
care professional who can perform the job that the U.S worker performs. 
Often feldchers, who are health care workers educated in Eastern Eu-
rope, will attempt to apply for an occupational visa as a physician assis-
tant or a nurse. A review of their education has demonstrated that the 
feldcher’s education is not comparable to either profession.

Physicians. Similarly some foreign-educated physicians have sought to 
apply for VisaScreen as allied health professionals. Although they are 
educated in the same sciences, their education in their profession’s phi-
losophy, science, professional autonomy, responsibility, and skills differs 
from allied health education. Therefore, a foreign-educated physician is 
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not eligible to receive a VisaScreen Certificate or Health Care Worker 
Certificate as a physical therapist, occupational therapist, physician as-
sistant, or a nurse.

However, many employers have recruited foreign-educated phy-
sicians to work in various laboratory positions and have filed petitions 
designating them as medical technologists. Although foreign-educated 
physicians have laboratory exposure, it lacks the variety and the quantity 
required for a clinical laboratory scientist in the United States. The dif-
ference in quantity and variety of lab experiences raises questions re-
garding the comparability of foreign-educated physicians’ education for 
that position.

English Language Proficiency Examinations

The English language proficiency examinations and their required scores 
are mandated in the 2003 final regulations implementing Section 343 
of IIRIRA. Health care professionals must demonstrate competency in 
oral and written English on English tests approved by the U.S. Depart-
ments of Education and Health and Human Services, as recommended 
to the Department of Homeland Security (DHS).

Physical therapists and occupational therapists must take either 
the (a) Test of English as a Foreign Language (TOEFL), plus the 
Test of Written English (TWE) and Test of Spoken English (TSE); or 
(b) TOEFL iBT (Internet-based TOEFL). Clinical laboratory scientists, 
speech-language pathologists, audiologists, and physician assistants must 
take one of the following English language assessments:

1. Test of English as a Foreign Language (TOEFL), plus the Test 
of Written English (TWE) and Test of Spoken English (TSE);

2. TOEFL iBT (Internet-based TOEFL);
3. Test of English for International Communication (TOEIC), plus 

TWE and TSE; or the
4. International English Language Testing System (IELTS).

English test scores are valid for 2 years so they must be current when 
all other required visa screening documentation has been received. 
Scores from the ETS tests (TOEFL, TWE, TSE, iBT, and TOEIC) and 
the IELTS examinations cannot be interchanged. See Table 3.2 for the 
required English scores by profession. Those educated in designated 
 English-speaking countries are exempt from this requirement. Take note 



SECTION 343 ENGLISH LANGUAGE SCORE REQUIREMENTS BY PROFESSION

Health Care 
Profession

ETS OPTION 1a ETS OPTION 2a ETS OPTION 3a IELTS OPTION 4

TOEFL
Test of 
English
as a Foreign 
Languageb

TWE
Test of 
Written 
English

TSE
Test of 
Spoken
English

TOEIC
Test of 
English for 
International
Communication

TWE
Test of 
Written 
English

TSE
Test of 
Spoken
English

TOEFL iBT
Test of 
English
as a 
Foreign
Language
Internet-
Based
Test
(total)

TOEFL iBT
Test of 
English
as a Foreign 
Language
Internet-
Based Test
(speaking
section)

IELTS
International
English Language 
Testing System
(overall)

IELTS
International
English
Language
Testing 
System
(spoken band)

Registered Nurse 207 (540) 4.0 50 725 4.0 50 83 26 6.5 (Academic) 7

Practical/
Vocational Nurse

197 (530) 4.0 50 700 4.0 50 79 26 6.0 (General)
or 6.0 
(Academic)

7

Physical
Therapist

220 (560) 4.5 50 — — — 89 26 —
—

Occupational
Therapist

220 (560) 4.5 50 — — — 89 26 —
—

Speech-
Language
Pathologist

207 (540) 4.0 50 725 4.0 50 83 26 6.5 (Academic)
7

Table 3.2

(Continued)



Audiologist 207 (540) 4.0 50 725 4.0 50 83 26 6.5 (Academic) 7

Clinical Laboratory 
Scientist
(Medical
Technologist)

207 (540) 4.0 50 725 4.0 50 83 26 6.5 (Academic) 7

Clinical Laboratory 
Technician
(Medical Technician)

197 (530) 4.0 50 700 4.0 50 79 26 6.0 (General) or 
6.0 (Academic)

7

Physician Assistant 207 (540) 4.0 50 725 4.0 50 83 26 6.5 (Academic) 7

aETS (Educational Testing Service) administers the tests shown in Options 1, 2, and 3. 
bNumbers in parentheses indicate required score on pencil and paper version of TOEFL.

Note: Combining passing test scores from both IELTS and ETS administered tests is not acceptable.

Table 3.2
SECTION 343 ENGLISH LANGUAGE SCORE REQUIREMENTS BY PROFESSION (CONTINUED)

Health Care 
Profession

ETS OPTION 1a ETS OPTION 2a ETS OPTION 3a IELTS OPTION 4

TOEFL
Test of 
English
as a Foreign 
Languageb

TWE
Test of 
Written 
English

TSE
Test of 
Spoken
English

TOEIC
Test of 
English for 
International
Communication
(listening and 
reading test)

TWE
Test of 
Written 
English

TSE
Test of 
Spoken
English

TOEFL iBT
Test of 
English
as a 
Foreign
Language
Internet-
Based
Test
(total)

TOEFL iBT
Test of 
English
as a Foreign 
Language
Internet-
Based Test
(speaking
section)

IELTS
International
English Language 
Testing System
(overall)

IELTS
International
English
Language
Testing System
(spoken band)
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that state licensure boards also may have English proficiency require-
ments that may differ regarding score requirements and exempt criteria.

THE VISASCREEN® PROGRAM

The CGFNS VisaScreen Program is composed of three elements: edu-
cational analysis (including analysis of clinical experiences), licensure 
validation, and English language proficiency assessment. The VisaScreen 
Program is administered by the International Commission on Health 
Care Professions (ICHP), a division of CGFNS.

Educational Analysis

The educational analysis ensures that the applicant’s professional educa-
tion meets all applicable statutory and regulatory requirements for the 
profession, and is comparable to the education of a U.S. graduate seek-
ing licensure. Transcripts of professional education must come directly 
to CGFNS from the academic institution. For physical therapists, occu-
pational therapists, clinical laboratory scientists and technicians, speech-
language pathologists, and audiologists, more comprehensive details are 
required regarding their clinical experience with patients. For specific 
requirements by profession, please access http://www.cgfns.org/files/
pdf/req/vs-requirements.pdf.

Request for Academic Records

Applicants submit a Request for Academic Records form to each school 
listed in the Professional Education section of the VisaScreen applica-
tion. Physical therapists must submit a self-report of their clinical experi-
ence during their education. The report requires more than just hours 
completed. It must describe not only patient contacts but also a descrip-
tion of the clinical facilities to ensure educational comparability.

Occupational therapists must have a similar report of patient contacts 
and clinical supervision submitted by their professional school. Clini-
cal laboratory scientists and technicians must contact their professional 
school and have them send directly to CGFNS/ICHP details of their 
clinical laboratory practice hours in the following areas: clinical chem-
istry, hematology, hemostasis, urine and body fluid analysis, specimen 
collection and handling, parasitology, mycology, microbiology, virology, 

http://www.cgfns.org/files/pdf/req/vs-requirements.pdf
http://www.cgfns.org/files/pdf/req/vs-requirements.pdf
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and immunohematology and immunology. Speech-language patholo-
gists and audiologists must contact their professional school and have 
them send directly to CGFNS/ICHP details of their clinical observation 
and clinical practicum hours for the evaluation and treatment of speech 
disorders in both children and adults, and the evaluation and treatment 
of language disorders in both children and adults.

Licensure Review

The licensure review evaluates all professional licenses to ensure that 
they are valid and unencumbered. Applicants submit a Request for Vali-
dation of Registration / Licensure form to the licensing / registration au-
thorities in their country of education and in all other jurisdictions in 
which they have ever been licensed, whether current or expired. When 
the country does not have a licensure system, the individual’s diploma 
grants the right to practice in that country and is validated as such for 
VisaScreen purposes. CGFNS validates all licenses, past and present, to 
ensure that they have not been revoked or suspended. If such action oc-
curred, the resolution must be documented by the licensing authority.

English Language Proficiency

The English language proficiency assessment confirms that the appli-
cant has demonstrated the required competency in oral and written 
English by submitting scores on tests approved by the U.S. Department 
of Education and the U.S. Department of Health and Human Services 
as described above.

VisaScreen Certification

Once the applicant has successfully completed all elements of the 
VisaScreen Program, the applicant is awarded a VisaScreen Certificate, 
which must be presented to a consular office or, in the case of adjust-
ment of status, to the attorney general as part of the visa application. 
Trade NAFTA applicants must present their VisaScreen Certificate at 
the port of entry into the United States or to border agents.

VisaScreen Documents

Documents and test scores required for VisaScreen also may be required 
by state licensure boards as well as by the Department of Homeland 
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Security for immigration. Because CGFNS must receive these docu-
ments directly from the school and licensing authority in the applicant’s 
country of education, processing times may vary; processing cannot 
occur until all required documents have been received.

CGFNS is mindful of deadlines for immigration and licensing ap-
plication purposes. It works with applicants to facilitate the necessary 
VisaScreen processing to meet applicant deadlines. Most countries and 
schools assess fees for licensure validation and transcripts. These fees 
vary from a few dollars to more than US$100. They also may charge 
mailing and stamp fees.

THE VISASCREEN PROCESS

In addition to all the documents that must be submitted to support the 
employee’s petition with the employer’s labor certification, there are 
extensive documentation requirements that must be met in order to 
obtain your VisaScreen Certificate. This certificate will be required by 
the USCIS in order to set up your visa appointment at the consulate or 
U.S. embassy.

Beginning the Process

The VisaScreen process should be started as soon as the health care pro-
fessional begins to consider coming to the United States. The applicant 
should contact CGFNS International, preferably via the Web, at www.
cgfns.org. Written correspondence can be mailed to 3600 Market Street, 
Suite 400, Philadelphia, PA 19104. Telephone assistance is available from 
8:00 A.M. to 12:00 P.M. Eastern Time (ET) at (215) 349–8767. The ap-
plication process and credentials review do not begin until a complete 
application and fee are received and accepted by CGFNS.

Application Form and Handbook

The VisaScreen application and handbook are available on line. To avoid 
confusion and mistakes in the application process, you should read all 
instructions and the handbook before filling out any forms. Inconsistent 
information will result in processing delays. All inconsistencies require 
written confirmation by the issuing agency as well as written clarification 
by the applicant.

www.cgfns.org
www.cgfns.org
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Source Documents

Since all transcripts and licensure validations must come directly to 
CGFNS from the professional schools and licensing authorities, you 
must submit a request to those agencies authorizing them to release 
your information to CGFNS. You are responsible for paying any pro-
cessing fees, taxes, or postage fees related to the application. You should 
request all necessary documents as soon as possible when applying for 
VisaScreen, since the submitting agency’s response can be affected by its 
staffing, computerization, and budget capabilities.

The submitting agencies also should be advised that you might be 
required to have the same documents sent to several different places, as 
the state licensure boards, employers, and USCIS usually do not share 
documents. Confidentiality and privacy laws may prohibit informa-
tion from being exchanged between agencies or with nongovernmental 
bodies.

International Mail

To ensure timely delivery of documents to CGFNS, you should pro-
vide a prepaid, preaddressed envelope to the submitting agencies for the 
documents to be sent to CGFNS. Remember the documents must come 
directly from the agency to CGFNS. Documents that are sent by a third 
party, such as you (the applicant) or a recruiter, will not be accepted.

Always be sure to use a mail or courier service that provides a track-
ing number, such as Federal Express (FedEx) or United Parcel Service 
(UPS), when submitting important documents to CGFNS. Traceable 
mail alleviates the stress of locating mail that cannot be matched to ap-
plications, and confirms for the sender, applicant, and recipient that the 
documents have been sent and received.

Preventing Processing Delays

Common reasons for delays in processing include incomplete informa-
tion, missing signatures, inconsistent information between the docu-
ments and the application, and expired documents. Licenses must be 
validated by the issuing agency if more than 3 years old. This is required 
even when licenses are deemed lifetime to ensure that no adverse inci-
dents have affected the applicant’s right to provide care to patients. All 
English scores must have been achieved within 2 years of the receipt of 
all required VisaScreen documents.
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One way that you can decrease the processing time for your VisaScreen 
application is by making sure that you identify all the names you have 
ever used, including unmarried (maiden) names and names from previ-
ous marriages, if any, when completing the application form. All name 
changes should be accompanied by verifying documents, such as birth 
certificates, marriage licenses, and divorce decrees.

Completing the Application Correctly. Dates are critical. Double-check 
dates of school attendance, graduation, and date of birth. Remember 
to write out the name of the months. The European and U.S. styles of 
using numerical dates are different, which can cause confusion. If you 
are aware of date conflicts in any of your documents, provide a written 
explanation (affidavit).

When providing information on your education, give the name of all 
schools attended, dates when you attended, and degrees and diplomas 
or certificates you received. Provide the exact full name of all schools. 
Do not use abbreviations or initials. If your school has closed or merged 
with another, check with the Ministry of Health or Education—or the li-
censing authority in your country—to find out where the school’s records 
are now kept and request them to be sent to CGFNS.

Using Your CGFNS Identification Number. It is helpful to include your 
CGFNS identification number on all documents and correspondence 
so that when CGFNS receives them they can be matched with your 
file. CGFNS has files on over 500,000 nurses and allied health profes-
sionals. In many countries there are birth and surnames that are very 
common. For example, there are over 11,000 files with the name Maria 
Lopez in the CGFNS database. Without middle names, dates of birth, 
and other vital data, appropriate and timely matching of documents is 
difficult.

All documents are scanned by CGFNS and an electronic file is cre-
ated. This allows examination of all your documents by those at CGFNS 
when inquiries are received. No information about you will be shared with 
anyone, including spouses and employers, without a release (third-party
authorization form) signed and submitted by you. Your CGFNS file is 
permanent, which means that the same file and ID number is used if you 
subsequently apply for any additional CGFNS services.

Maintaining Document Integrity. It is important to treat all documents 
with the same care and integrity that you would a patient’s record and 
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Educational Requirements Deficient: Status given to an applicant file when the 
applicant’s education has a deficiency that makes him or her ineligible for a 
VisaScreen Certificate.

Expired Application Order: Applicant orders expire when the requirements of 
the VisaScreen Program are not met and completed within 12 months of 
application. A Reprocess an Expired Order must be submitted within 
12 months of expiration if an applicant wants to continue the service.

Renewal Certificate: VisaScreen Certificates expire after 5 years from the date of 
issue. A Renewal VisaScreen application order may be placed for a VisaScreen 
Renewal Certificate.

Restrictions on Credential: Status given to an applicant file when an international 
credentials evaluator has reviewed a credential (license) and identified a 
restriction (the license was restricted, disciplined, or suspended by the 
regulatory body).

Sealed File: Action taken because of misrepresentation or fraud related to 
submitted VisaScreen documents.

Table 3.3
COMMON TERMS USED IN THE VISASCREEN PROCESS

documentation. Under no circumstances should you alter any informa-
tion on any document.

If a mistake is made, do not cover it up, but instead draw a strike 
through the mistake and initial it. Altering a document in any way may 
result in the sealing of your CGFNS file and may prevent CGFNS from 
providing services to you in the future.

Document Review

CGFNS procedures require that CGFNS international credentials eval-
uators verify all documents. The evaluators compare dates of educational 
attendance, names, and dates of birth. They verify all seals, signatures, 
and watermarks, and also may confirm documents with the agencies. 
Table 3.3 lists select terms related to VisaScreen processing, document 
review, and certificate renewal.

Academic Transcripts

Schools are asked to provide full transcripts and a breakdown of your 
clinical and theory hours to determine the comparability of your educa-
tion to that of a health care professional educated in the United States. 
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When asked to provide your professional title, use the exact terminology 
used in your country of education. If your country of education requires 
completion of military or community service, you may have to verify that 
service in order to receive your transcripts. Transcripts may be denied or 
held by the professional school if you did not complete your military or 
community service.

Licenses

All foreign and U.S. licenses are reviewed to ensure that they are valid 
and have not been revoked or suspended. Health care professionals 
should be mindful of the licensure requirements in their country of 
education to ensure efficient responses to their requests for licensure 
validations. Some countries require payment of registration fees, even 
retroactively (e.g., Egypt and the Philippines), before they will provide 
licensure validation to CGFNS and state licensure boards.

CGFNS is aware that some countries may have additional require-
ments for health care professionals who are not citizens or residents. 
The Philippines requires a reciprocal process with the health care pro-
fessional’s home country. In some countries, there may be language 
proficiency requirements in order for a foreign-educated health care 
professional to be eligible for licensure.

VisaScreen Attestation

It is critical to answer all application form questions thoughtfully and 
truthfully. A VisaScreen application can be slowed, suspended, or sealed 
because of altered, misrepresented, or fraudulent information. Appli-
cants must take the attestation required on the application seriously. 
The VisaScreen process is relied upon by the Department of Home-
land Security for immigration. It also is valued by state licensure boards 
and employers as it ensures that the recruitment and migration of quali-
fied health care professionals protects the health and safety of patients 
in the United States.

Refugee Status

Special procedures have been established for applicants who have of-
ficial refugee status or asylum status. These are individuals who have 
left their country to avoid persecution or requested to stay in the United 
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States because of fear of persecution or retribution if they return 
home.

CGFNS recognizes that these professionals may not be able to re-
quest or obtain educational or licensure documents because of political 
restrictions and loss or destruction of documents and /or infrastructure, 
such as the closing of agencies and the loss of knowledge of how policies 
and procedures were implemented.

Streamlined Certification Process

A Streamlined Certification Process is in place for U.S.-educated health 
care professionals who were born outside the United States. Such health 
care professionals are exempt from the educational comparability review 
and English language proficiency testing generally required to obtain 
an occupational visa. The Streamlined Process applies to the following 
health care professionals:

1. An occupational therapist who has graduated from a program ac-
credited by the Accreditation Council for Occupational Therapy 
Education (ACOTE) of the American Occupational Therapy 
Association (AOTA)

2. A physical therapist who has graduated from a program accred-
ited by the Commission on Accreditation in Physical Therapy 
Education (CAPTE) of the American Physical Therapy Associa-
tion (APTA)

3. A speech-language pathologist and /or audiologist who has 
graduated from a program accredited by the Council on Aca-
demic Accreditation in Audiology and Speech-Language Pa-
thology (CAA) of the American Speech-Language-Hearing 
Association (ASHA)

The school /program must provide a statement verifying graduation. All 
licenses have to be verified as unencumbered by the issuing agency.

Appeals Process

CGFNS has an appeals process in place through which a health care 
professional who has applied for VisaScreen Certification or who holds 
a VisaScreen Certificate is entitled to appeal a decision or an action 
taken against him or her to the ICHP Appeals Committee. A copy of 
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the Appeals Procedure is mailed to any applicant whose file is sealed 
due to falsification of documents or any other fraudulent practices, to an 
applicant who wishes to appeal a certification decision, and to certificate 
holders whose certificate is revoked.

SUMMARY

Foreign-educated health care professionals must meet state licensure 
and immigration requirements to practice in the United States. The 
foreign-educated health care professional’s stay in the United States 
is determined by the type of visa for which he/she qualifies. Most 
foreign-educated health care professionals use occupational visas, which 
can be temporary or permanent. Special procedures have been estab-
lished under Trade NAFTA for designated Canadian and Mexican health 
care workers.

The VisaScreen process has been mandated by the Department of 
Homeland Security to ensure the foreign-educated health care profes-
sional’s educational comparability, licensure validity, and English lan-
guage proficiency, and to certify the individual’s capability to provide 
safe patient care in the United States. The process can be navigated 
more easily by accessing the CGFNS Web site (www.cgfns.org) and cus-
tomer service materials.

www.cgfns.org
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Acculturation program: A system of procedures or activities that 
has the specific purpose of training individuals to understand an-
other culture and its practices.

Collective bargaining: Negotiations between management and a 
union about pay and conditions of employment on behalf of all the 
workers in the union.

Entitlement: Guarantee of access to benefits because of right or by 
agreement through law. Also refers to one’s belief that he or she is 
deserving of some particular reward or benefit.
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Mandatory overtime: Term for overtime that is required by an 
employer rather than being optional for the employee.

National Labor Relations Board: An independent federal agency 
created by Congress in 1935 to administer the National Labor Rela-
tions Act, the primary law governing relations between unions and 
employers in the private sector. The statute guarantees the right of 
employees to organize and to bargain collectively with their em-
ployers, to engage in other protected concerted activity with or 
without a union, or to refrain from all such activity.

Networking: Making connections among people or groups of a 
like kind.

Union: A trade union or labor union is an organization run by and 
for workers who have banded together to achieve common goals in 
key areas and working conditions.

Videoconference: Live audio and visual transmission of meeting 
activities that enables people at different sites to interact remotely 
in real time.

This chapter will provide information on the characteristics of a sup-
portive work environment and review your employee rights and obliga-
tions. While you may have selected a geographical area of the country 
in which to live based on personal preferences—such as the presence of 
family or friends, the climate, or the cost of living—there are still many 
important factors to consider when selecting a workplace. We hope you 
find this chapter helpful in finding and obtaining employment in an or-
ganization that meets your expectations and gives you a long, fulfilling 
career.

ALLIED HEALTH PROFESSIONALS

When allied health professionals are looking for a job in the United 
States, there are important factors to consider. However, one must first 
have an understanding about the usage of the term allied health. Allied
health (or health-related professions) is a term used to identify a clus-
ter of health professions that encompasses over 200 health careers. In 
general, the allied health professions are clinical health care professions 
distinct from medicine, nursing, and dentistry.
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Roles of Allied Health Professionals

Allied health providers, the largest and most diverse constituency within 
the health care workforce, have tremendous potential for addressing 
questions of cost, quality, and access in our health care system. They 
work in a variety of disciplines to make up the majority of the health 
care workforce and thus, form a vital part of the primary, secondary, 
and tertiary health care infrastructure. Working in a multitude of set-
tings, allied health professionals also are diverse in terms of the work 
they perform, their educational backgrounds, and the regulatory control 
over their activities.

Patient Care

When you work in allied health professions, you are involved both directly 
and indirectly with the well-being and overall health of the patient, and 
should be regarded as an expert in your field. Some allied health profes-
sionals practice independently; others work as part of a health care team, 
providing continual evaluation and assessment of patient needs. They 
also play a major role in informing the attending clinician of the patient’s 
progress and response to treatment.

More than twice the size of nursing, the over 200 allied health pro-
fessions together represent the other core of the health care workforce 
that not only runs the machines of the high-tech health care system, but 
also provides much of the face-to-face care and specialized services that 
make the health system work. These health professionals range from 
those in entry-level positions to doctorally prepared professionals who 
can generate practice incomes that rival physicians.

EMPLOYMENT IN THE UNITED STATES

What to Look for in a Work Environment

As you approach your decision to work for a particular employer, you 
must consider that there are two aspects to the work environment, the 
physical and the mental. No matter where you work, you want to be in a 
setting that is supportive and provides you what you need to lead to high 
job satisfaction.

According to Drafke (1994), the physical work environment consists 
of the equipment and surroundings in which employees must function. 
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The mental work environment is the psychological atmosphere in which 
employees must operate. Both of these affect the employees’ work and 
satisfaction. It is at the intersection of the physical environment and the 
mental environment that you will find the employee.

Characteristics of a Supportive Work Environment

Physical Work Environment

Unless it is overwhelmingly good or bad, potential employees often over-
look the physical work environment when applying for a job. Usually 
the real assessment of the environment doesn’t take place until the em-
ployee has been on the job for some time. Many times a poor physical 
work environment results in inefficiency, unnecessary fatigue, low mo-
rale, increased turnover and absenteeism, lost time, and low productiv-
ity, according to Alexander and Pulat (1985).

Properly identifying the source of a physical work environment prob-
lem is the first step toward resolving it. Some examples of factors of the 
physical environment that affect people are such things as temperature 
and humidity, ventilation, light, noise, location, layout, equipment, color 
and decor, and security.

Mental Work Environment

Alexander and Pulat (1985) indicate that the mental work environment
(also called the psychological work environment) could impact a poten-
tial employee’s level of satisfaction in the job. The mental work envi-
ronment is the environment that the employee perceives; it reflects the 
work itself, the managerial atmosphere, coworkers’ attitudes, and the 
employee’s own attitude.

Work Pace. The work itself has a major impact on the mental environ-
ment. For example, the pace of the work, that is, the time required to 
perform a job task and the time between each task, can pose a strain 
on the employee and should be considered when deciding to accept a 
position. Some jobs are fast-paced. They have a very short interval be-
tween the end of one task and the beginning of the next, or a task that 
can (or must) be completed quickly. Others are slow-paced, perhaps 



 Chapter 4 Employment in the United States 93

because the diagnostic agents involved are slow-acting or because the 
patient is just beginning therapy and cannot move fast. Generally, ac-
cording to O’Reilly (1990), as the pace of the work increases, stress 
increases.

Some employees enjoy jobs that are fast-paced and could not imag-
ine themselves working in an environment that is slower. In health care, 
patient flow is often the prime determinant of the variability of the work 
pace. For example, radiologic technologists who work with magnetic reso-
nance imaging (MRI) scanners and computed tomography (CT) scan-
ners often have lower variability of pace. The equipment takes a certain 
known amount of time, and the throughput (production over a period 
of time) is fairly stable. At the other extreme of the pace scale is the 
rapid pace of the emergency room. The volume of work is never really 
predictable, and the time to tend each patient is highly variable. Accord-
ing to Herzberg (1966), as the variability of the pace increases, stress 
increases.

Managerial Atmosphere. The managerial atmosphere has a major im-
pact on the mental work environment. The key influences on the 
management atmosphere include the overall philosophy of the orga-
nization, the tasks the employee performs, and the supervisor’s style, 
level of management training, and experience on the job. Each of 
these components could affect your decision to choose a particular 
work place.

Some supervisors are very supportive of their employees and seek 
ways to make the workplace satisfying by focusing on meeting the needs 
of the employees and their personal development. On the other hand, 
some supervisors are task oriented and merely focus on how to obtain 
the most productivity out of each staff member without regard for their 
overall satisfaction.

Attitude of Coworkers. The attitude of coworkers can play an important 
factor in the overall job satisfaction of you, the employee. There are 
many people who feel that the employees in a work group should, at the 
very least, be on civil, speaking terms with one another. These people 
recognize the social aspects of work. Some managers may come from a 
philosophy where they believe that employees are being paid to work—
they are not being paid to like each other.
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How your coworkers feel and how you feel about this issue will affect 
the way that you are treated and will impact the informal organization 
(the social aspects) of work. It is important to find a good match between 
how you feel coworkers should act and how the others in a department 
feel. If social interactions on the job are not important to you, then you 
may be more comfortable working alone in a small clinic or hospital or 
on late shifts.

Your Attitude and the Work Environment. Finally, your own attitude has a 
major impact on a satisfying work environment. No matter what shift 
you work on, the supervisor’s management style, or the level of inter-
action with your co-workers, it is important to realize that how you act 
or react to the work environment leads to your job satisfaction. Even-
tually you will come into contact with other workers. Many people 
would never think to include themselves as part of the mental work 
environment. According to Drafke (1994), some people’s view may be 
that the world acts upon them—it is an external force that intrudes 
on them.

It must be noted that how you act can make things better or worse 
for you. Possibly the two most important factors in coworker relations are 
not to take other people too seriously and to remember that everyone is 
human. Today’s work environment stresses the importance of working 
together in teams and the need to assist one another. Understanding 
that everyone on the team is a professional and is an expert in his or 
her field will go a long way to make the workplace more supportive and 
enriching.

Getting Information About Job Opportunities

There are some common methods for locating leads on jobs in the 
United States. They are advertisements in professional journals, news-
papers, trade (equipment and supply) magazines, and the Internet.

Use of the Internet

According to Pappas and Claborn (2006), electronic job searches have 
replaced newspapers and other methods that were effective in the past. 
By going directly to the Web site of the hospital where you may poten-
tially seek employment, you can search for position openings and read 
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the job qualifications and job descriptions. These Web sites can also pro-
vide information about benefits, tuition reimbursement programs, and 
health care benefits. Many employers now offer the ability to apply for 
positions online and allow for submission of your résumé and references 
electronically.

Word of Mouth

Besides using the Internet to get information about possible positions 
or about a prospective employer, word of mouth (or informal conversa-
tions about the employer with current employees) is often beneficial. 
However, you never know if you are talking to the right person to get an 
unbiased impression.

Professional networking is also helpful in order to obtain answers 
to questions that you may need to help you with your decision to select 
a specific employer. In this case, you may get a better feel about an or-
ganization if you are seeking the input or advice from someone that you 
know and, most importantly, that you trust.

Use of Employment Agencies

Finally, some allied health professionals rely on the assistance of an em-
ployment agency for finding employment. These agencies may be able 
to do a much better job of finding openings because of their broad re-
sources and wide networking capabilities.

Obtaining a Job

After you have decided the part of the country in which you like to live 
and the type of workplace in which you feel most comfortable, and you 
have picked the place that offers the type of compensation and benefits 
necessary for you to be comfortable, it is time to actually concentrate on 
getting the job.

Preparing a Résumé

Drafke (1994) describes the first function of the résumé as a record that 
is actually more for you than for the prospective employers. It lists your 
education, work experience, and other items in an organized fashion. 
Résumés serve an important purpose since they are the initial contact 
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between you and the prospective employer. Along with a cover letter, 
your résumé introduces you, notifies employers that you are interested 
in seeking employment with them, and can save time.

Sending résumés is faster than visiting a number of places in person, 
especially if you are looking to relocate out of state or to another country. 
According to Pappas and Claborn (2006), the résumé can be submitted 
on paper by regular mail or it can be submitted electronically. Both paper 
and electronic versions include the same general format and the same 
important information: demographic data, professional objective, educa-
tion, professional experience, licensure, professional organizations, hon-
ors and awards, and references (see Appendix B for a sample résumé).

Demographic Data. According to Pappas and Claborn (2006), the demo-
graphic data describes who you are to the prospective employer. This in-
cludes your name, address, e-mail address, and telephone number. You 
should not include personal information such as social security number, 
marital status, height, weight, age, number of children, or a photograph 
of yourself.

Professional Objective. Your professional objective should describe your 
short-term and long-term goals. After carefully assessing the informa-
tion listed about the job, you should have a good understanding about 
the position and the necessary qualifications needed to get the job. Your 
professional objective (sometimes called the “career objective”) should 
show that you have given serious consideration to your professional ca-
reer and the direction you would like to see it take. Your short-term 
goal might be a listing of specific qualities that make you best suited 
for the job. A long-term goal would be what you ultimately hope to 
achieve in your career, such as obtaining a position in administration, 
or higher degrees or certifications that you hope to achieve (Pappas & 
Claborn, 2006).

Educational Background. The résumé should include a section listing your 
educational background, which identifies each degree earned in chrono-
logical order, beginning with the most recent education and continuing 
through all education you have had. High school or secondary school 
typically is not listed unless it happened to be the highest level of school-
ing completed.

This section should include all degrees, naming the institution, 
type of studies, and dates of attendance. This section also includes 
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certifications or special training, where you received them, and the date 
you completed them.

Licensure. The section on licensure should answer the question, “What 
can you do and where can you do it?” If you already have licensure in 
the United States, you need to include the list of states in which you are 
licensed to practice. If you are seeking licensure in the state in which you 
are applying for a job, it is recommended that you place special emphasis 
on that in your résumé (Pappas & Claborn, 2006).

Because it may take several weeks or even several months to make 
your way through the process of seeking a license in some states, it is 
advisable to do your search for licensure requirements well in advance 
of the job search in that particular state. Not all allied health professions 
in the United States require licensure, so check with the licensure board 
in your intended state of practice to make sure that you are familiar with 
the licensure requirements in that state.

Professional Organizations, Honors, and Awards. Finally, you should list any 
professional, civic, or volunteer organizations to which you belong, and 
any honors and awards you have received in the past. Membership in or-
ganizations indicates your ability to work with others, possibly in a lead-
ership position, and that you have broad and diverse interests. Honors 
and awards speak to your dedication to your career and the ability to 
exceed what is expected of you on the job.

References. The final section, references, may be completed by sim-
ply stating, “References will be provided upon request.” Providing the 
names and contact information for references usually comes later in the 
job search process. However, it is advisable to have at least three refer-
ences ready, two of which should be former employers or people with 
whom you have worked in the past, and one personal reference. Always 
be sure to ask if you can use someone’s name as a reference, so that you 
have that individual’s permission to do so. For suggested formats or ex-
amples of résumés, you can check http://resume.monster.com (Pappas & 
Claborn, 2006).

Cover Letter

Your résumé and its cover letter have only one purpose: to get you an in-
terview. In three minutes’ reading time or less, the two of them together 

http://resume.monster.com
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should project a positive image of you and your qualifications to a poten-
tial employer. The cover letter acts as an introduction that is written in a 
way that causes the employer to want to meet with you for an interview.

Your cover letter should give the employer the reason why you are 
applying for the position and why you fit the organization or position. 
The letter also should demonstrate that you know something about the 
organization and how you would be a good fit with their culture (see Ap-
pendix B for a sample cover letter).

According to Drafke (1994), if copies of your cover letter and résumé 
are being sent to other areas within one institution, you may indicate this 
as the last line on the letter. For example, if the letter is being sent to a 
department manager with a copy to the human resources department, 
you may indicate this with “cc: Human Resources.” The “cc” stands for 
“carbon copy,” a term that dates back to the time before computers and 
photocopies were commonplace.

Proofreading Your Résumé

It is recommended that you find someone that you trust to proofread 
your résumé for typographical errors, spelling errors, or grammatical er-
rors. Write the résumé in the third person, avoiding “I” or “me” state-
ments. The résumé is a distillation. Don’t try to tell your whole story; 
save the details for the interview or the application form. Prioritize, 
and only include the most powerful information. Given 10 candidates 
with relatively equal qualifications, the employer is always going to hire 
the person he or she likes the most or sees fitting into the organization 
the best.

Recruiters and Staffing Agencies

Recruitment is a proactive, positive mechanism. There are many recruit-
ment agencies that assist and represent health care professionals around 
the world to find jobs in other countries, including the United States. 
Recruiters and staffing agencies are able to assist outside of the United 
States, can assess your chances of being successful in an international job 
search, and can guide you through the necessary procedures for obtaining 
your licensure in the state(s) where you would be seeking employment, 
if it is required. These agencies also are helpful with assessing English 
language proficiency, issues related to culture, career experience factors, 
and any required educational preparation that is necessary for the job.
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Role of Recruiters and Staffing Agencies

Health care professionals outside of the United States should select re-
cruiters who can assist them in dealing with social and cultural isolation 
after moving to the United States. Many of the hospital systems have 
departments, especially in larger medical centers, that have strong ac-
culturation programs in place to make the transition a lot smoother. 
These programs will assist with establishing housing, help a new em-
ployee find a bank, and even help with opening an account.

The employer will pay the staffing agency and the agency pays the 
health care professional for his or her work in the hospital or clinical 
setting. The majority of the staffing agencies are local and provide tem-
porary staffing in a small, defined geographical area such as a city or a 
general metropolitan area (Brewer & Rosenthal, 2008). For a more in-
depth discussion of recruiters and how to select a recruiter, please see 
chapter 2.

Interviewing

As a health care professional seeking a job in the United States, your 
interview may be arranged by a recruitment agency that represents you, 
or it may be an interview that you have arranged yourself through pre-
senting you résumé and cover letter to prospective employers. This in-
terview could be set up for you in the country in which you live or with 
the prospective employer traveling there to interview you.

In many cases the interview will be held by having you travel to the 
United States to be interviewed in person with the employer. In order 
to reduce the expense of traveling overseas for an interview, another 
common way to conduct an interview is by telephone or through video-
conferencing, with you and the interviewer in your separate locations, 
each seated before a camera and monitor. This will enable both of you to 
see and hear each other just as you would in person.

Purpose of the Interview. According to Metzger (2004), the interview has 
been described as a conversation with a purpose. It is intended to match 
people with jobs, elicit from the application the data relevant to mak-
ing a sound employment decision, provide the applicant with necessary 
information about the job, and, not the least, serve as a means of cre-
ating good feelings toward the institution. The in-depth interview with 
the employer determines specifically whether the candidate meets the 
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detailed requirements of the job and whether his or her work habits, at-
titudes, and personality are compatible with working in the institution.

Your Role During the Interview. It is vital that you be prepared prior to 
going into the interview. Find out as much as you can about the hospital 
or the institution beforehand. Anticipate what the prospective employer 
might want to know about you and be ready to respond clearly and in a 
manner that reflects confidence. You should be a good communicator, 
that is, be easy to talk with. Help carry the conversation and avoid a sim-
ple yes or no answer unless that is the only answer that is being sought. 
Answer all questions as clearly and concisely as possible. It is important 
to always be honest. If you don’t know the answer, say so.

Be yourself during the interview. Make sure the impressions you 
make during the interview are the same ones the organization will have 
of you if you should work for them. Active listening is the most impor-
tant part of the interview. It means more than just hearing what is said. 
Within the bounds of honesty and being yourself, make sure the inter-
viewer learns how capable you are and how you would contribute to the 
organization.

Be alert, be curious, and show drive and initiative. In general, don’t 
react to your interviewers; instead, interact with them. The interviewer 
is trying to learn enough about you to safely predict your character and 
behavior in the position. Always keep in mind that the interviewer is han-
dling the interview in such a way as to allow him or her to make some sort 
of estimate of your aspirations, motivations, attitudes, and general traits.

Dressing for the Interview. According to Pappas and Claborn (2006), one 
of the most important strategies for successful interviewing is to dress 
for success. Consider a suit or jacket with coordinated slacks, shirt, and 
tie for men. Women also should be conservative in their dress, wearing 
a women’s business suit with a skirt or a pantsuit, and being conserva-
tive in makeup and hairdo. Both men and women should wear minimal 
jewelry—you do not want to jingle or rattle with every move.

Conducting Yourself During the Interview. Arriving early may give you a 
chance to look over additional information about the institution or pos-
sibly give you more time for the interview. Be aware of your body lan-
guage; that is, establish eye contact with the interviewer and maintain 
reasonable eye contact during the interview. It may be difficult, but try 
to avoid or minimize distracting nervous mannerisms. Keep your hands 
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positioned in your lap or in some other comfortable position. Do not 
chew gum or have anything in your mouth during the interview.

Smile when you are introduced and offer to shake hands. Women 
sometimes have a problem with shaking hands and practicing this prior 
to the interview will make a woman more comfortable when meeting the 
interviewer. If you want to take notes during the interview, ask the inter-
viewer if he or she minds. Taking notes is generally quite acceptable.

Before the end of the interview, be sure you thank the interviewer 
for his or her time and consideration. It is also a good idea to obtain his 
or her contact information (usually by requesting a business card) for 
questions you may think of later and for the purpose of writing the inter-
viewer a thank-you letter (see Appendix B for a sample thank-you letter 
following an interview).

Hiring Process

The job offer may come at the close of the interview or it may occur 
sometime later. It is appropriate at this time to have a clear understand-
ing of the salary and benefits that accompany the position. Should you 
already have a salary expectation in mind, be ready to allow room for 
negotiation.

If you are offered the position, according to Pappas and Claborn 
(2006), there are three possible reactions that you may face. One is that 
you may not be ready to accept the position; this is true especially if you 
are interviewing with other places of employment. A second is that you 
may want the position and decide to accept the job offer. Or, in a third 
scenario, you may not want the position and decide to decline the offer.

Declining the Job Offer

Whether you decide to take the position or not, it is always in your best 
interest to be polite and honest. If you know that the offer does not in-
terest you, decline it graciously and express appreciation for the interest 
that the employer had in you. You should not feel pressured to say yes to 
a job offer if you are not ready to commit to the job or feel that the posi-
tion doesn’t meet your particular needs (Pappas & Claborn, 2006).

Not Being Offered a Job

Despite your interest and preparation, should you not be offered the 
position, it is helpful to ask why. Knowing what may not have gotten you 
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the job for one employer may provide you a way to make corrections 
for the next interview process. If you do not find out about the rejection 
until sometime later and receive the rejection by correspondence in the 
mail, consider making a personal call to the employer for more informa-
tion if the reason for the rejection was not made clear in the letter.

Accepting a Job Offer

Once you have accepted the position, now it is time to establish the date 
you will begin working and going through the orientation process. If you 
are moving to the United States, you will also need to make sure that you 
understand housing arrangements, transportation arrangements, and 
whether the employer has acculturation benefits or other means to make 
your transition from your country of origin to the United States easier 
for you. So that there is no misunderstanding, it is important to have all 
of your salary and benefits information provided to you in writing.

Contracts

Depending on where you may be employed, some recruitment agencies 
or employers may offer you a contract as a part of the hiring process. 
Contracts are legally binding lists of rights and responsibilities of both 
the employer and the employee. An employment contract most often will 
include your orientation schedule, salary, benefits, and other agreements 
that make up the compensation package.

Before you sign your employment contract, make sure that you read 
everything carefully and do not feel compelled to sign the contract until 
your questions have been answered and clarifications have been made. 
You will find, however, that most employment in the United States is not 
contractual, unless there is a contract covering collective bargaining,
a topic that will be covered later in this chapter.

Networking

Networking involves developing personal contacts that can assist you in 
a job search and in your career in general. It is important that you begin 
networking, or developing a pool of people who can give you moral sup-
port and help make the transition into the job much easier. Networks 
typically begin with the people you know—friends, relatives, and profes-
sional colleagues. An excellent place to begin networking is through your 
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local, state, and national professional associations. Virtually every health 
profession has associations where you can begin to make beneficial and 
sometimes lifelong contacts (Drafke, 1994).

Select activities and events to participate in that will bring you into 
contact with new people. Contacts outside of the professional arena also 
can provide opportunities. Religious organizations and community or-
ganizations, like volunteer groups, have members throughout the job 
world. Becoming a member of various clubs also may be of help.

Whether you choose a club or professional association to begin your 
networking journey, the greatest success will come from joining early 
and participating. According to Drafke (1994), the real power of net-
working does not come from people that you personally contacted help-
ing you. Rather, the real power of networking is that all of the people 
that you have contact with also have contacts of their own and can help 
spread the word about your qualifications and abilities.

WORKPLACE RIGHTS AND OBLIGATIONS

Working in the United States has its rights and obligations. As you pre-
pare for your new position, it is important to know that you have the 
obligation to work according to the policies shared with you by your new 
employer, both during the interview process as well as the selection and 
orientation process. Now that you are an employee within the United 
States, you have certain rights that are guaranteed to you by law.

Collective Bargaining

The working relationship between employees and their supervisor 
greatly affects employee morale and performance. This in turn can have 
an impact on the operations of the institution. According to Boone and 
Kurtz (1999), collective bargaining is “a process of negotiation between 
management and union representatives for the purpose of arriving at 
mutually acceptable wages and working conditions for employees.” Fur-
thermore, collective bargaining is the performance of the mutual obli-
gation of the employer and representatives of the employees to meet 
at reasonable times and confer in good faith with respect to fair wages, 
hours, and other terms and conditions of employment or the negotiation 
of any agreement or any questions arising from those terms and condi-
tions (Evans & Hicks, 2007).
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Collective Bargaining Process

The collective bargaining process begins when the majority of employees 
of an organization vote to be represented by a specific union. The Na-
tional Labor Relations Board then certifies the union. At this point, 
the management of the organization must recognize the union as the col-
lective bargaining agent (representative) for all employees of that organi-
zation. Once this part of the process is completed, collective bargaining 
can begin.

Bargaining Models

Many different negotiation styles can be used when union and labor rep-
resentatives sit down at the bargaining table. The two basic models of 
bargaining are traditional bargaining and partnership bargaining.

Traditional Bargaining. The traditional style of collective bargaining often 
is adversarial and pits one side against the other with little or no under-
standing of, or education about, the other on the part of either party. 
Each side places its demands and proposals on the table, and the other 
side responds to them with counterproposals. The process is often nega-
tive and involves a struggle of give-and-take on most issues.

Partnership Bargaining. The partnership style of bargaining is the more 
modern approach to negotiations. It strives for mutual understanding 
and common education on the part of both labor and management, and it 
focuses on the goals and concerns common to both parties. Partnership-
style bargaining is also known as interest-based bargaining because of its 
emphasis on each side’s being aware of the issues concerning the other 
side. In this process, labor and management each list and explain their 
needs, and the ensuing discussion revolves around ways to meet those 
needs that will be not only acceptable but also beneficial to both parties. 
This style of bargaining is very positive and imparts a much more conge-
nial atmosphere to the negotiating process (Boone & Kurtz, 1999).

Membership in the Union

It may be important for you to inquire whether the allied health staff in 
the organization where you are accepting employment is unionized or 
not. For some professionals in health care, collective bargaining is not 
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considered appropriate or desirable. On the other hand, some health 
care professionals support collective bargaining in the workplace as a 
way to control their practice and have input into the direction of the 
health care organization itself. Often, your membership in the union is 
voluntary, but you may still be required to pay union dues. These issues 
raise questions you will want to ask as you make your decision to accept 
the position.

Civil Rights

Citizens of the United States and those who are legal immigrants are 
extended rights referred to as civil rights. According to Pozgar (1990), 
there are several significant pieces of legislation that govern the civil 
rights of employees in the United States.

Civil Rights Act

Title VII of the Civil Rights Act of 1964, as amended, is one of the most 
significant pieces of legislation affecting equal employment opportuni-
ties. This act prohibits employers from discriminating against individu-
als on the basis of race, sex, religion, color, or national origin. The law’s 
coverage extends to all phases of the employment relationship, which 
include hiring, firing, compensation, promotion, and so forth. In 1991, 
the Act was further broadened to include the issue of sexual harassment 
in the workplace (Pozgar, 1990).

Age Discrimination in Employment Act

The Age Discrimination in Employment Act of 1967, as amended, pro-
hibits age-based employment discrimination against individuals between 
40 and 70 years of age. The purpose of this law is to promote employment 
of older persons on the basis of their ability, without regard to their age. 
Later, this Act was extended to remove mandatory retirement at a certain 
age from employment practices in the United States (Pozgar, 1990).

Americans With Disabilities Act

Title I of the Americans with Disabilities Act (ADA) of 1990 prohibits 
private employers, state and local governments, employment agencies, 
and labor unions from discriminating against qualified individuals with 



106 The Official Guide for Foreign-Educated Allied Health Professionals

disabilities in job application procedures, hiring, firing, advancement, 
compensation, job training, and other terms, conditions, and privileges 
of employment. This legislation requires an employer to make a reason-
able accommodation to the known disability of a qualified applicant or 
employee, if it would not impose an “undue hardship” on the operation 
of the employer’s business. This particular Act effectively makes it un-
lawful to discriminate against disabled persons unless they are not quali-
fied or otherwise are unable to perform the job (Pozgar, 1990).

Labor Standards

Within the United States there are certain areas of labor policy that you 
need to be aware of as a part of the hiring and employment process. It 
is important that you have an understanding of these policies and you 
should feel comfortable with asking your employer about them should 
you need clarification.

Mandatory Overtime

Overtime is usually considered by law as work in excess of 8 hours a 
day, or 40 hours of work in a given workweek. Requiring staff members 
to stay on duty after the shift ends in order to fill staffing vacancies or to 
complete a task is called mandatory overtime. At this time there is no 
federal law limiting overtime hours or preventing mandatory overtime; 
however, legislation has been passed in some states, and is being consid-
ered in others, to prohibit mandatory overtime.

To solve the problem of inadequate health care professional staffing, 
employers have used mandatory overtime to staff facilities. Concerns for 
the long-term effects of overtime include its impact on the caregiver’s 
health, the potential for errors or near misses caused by fatigue, and the 
diminished quality of care provided. Research indicates that risk of mak-
ing an error increases significantly when work shifts were longer than 
12 hours, when staff worked overtime, and when staff worked more than 
40 hours per week (Rogers, Hwang, Scott, Aiken, & Dinges, 2004).

Wage and Hour Requirements

The Fair Labor Standards Act (FLSA) is a federal law that establishes 
standards for minimum wages, equal pay, overtime, and child labor 
in the United States. Federal law requires that workers who are paid 
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hourly are paid the agreed wage for the hours they work. Generally 
speaking, any hours in excess of 40 hours per week are required to be 
paid at one and one-half times the regular hourly rate of pay.

State legislation establishing minimum wage rates is of lesser im-
portance because the 1966 amendment to the federal FLSA provides 
hospital personnel with coverage under the Act. However, where state 
minimum wage standards are higher than federal standards, the state’s 
standards are applicable to hospital employees (Pozgar, 1990).

Workers’ Compensation

A comprehensive compensation program that is equitable, competitive, 
and cost-effective should be a primary objective for every health care in-
stitution. A fair and equitable classification and salary plan, coordinated 
with a competitive benefits program, is directly related to an institution’s 
ability to attract, retain, and reward competent health care workers and 
other hospital staff.

There is federal legislation governing equal pay in the United States. 
The Equal Pay Act of 1963 is essentially an amendment to the Fair 
Labor Standards Act and was passed to address wage disparities based 
on gender. The law applies everywhere that the minimum wage law is 
applicable. The Equal Pay Act, simply stated, requires that employees 
who perform equal work receive equal pay (Pozgar, 1990).

Benefits

Benefits are an important part of the total compensation program, in ad-
dition to the salary, that you will receive from the employer. The benefit 
packages made available to employees are now recognized as employee 
entitlements and in many instances are negotiable. However, in some 
cases, especially among state institutions, they may be determined by law. 
Some employers provide benefits only to employees who are considered 
full-time workers and are regularly scheduled to work 40 hours per week.

Health Insurance

Hospitalization and major medical care are typically covered in the 
health insurance plan that the employer provides. The hospitalization 
plans normally provide benefits for inpatients, semiprivate accommoda-
tions, such as room and board, special diets, general nursing services, 
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use of the operating room, and drugs and medicines. Payments usually 
are based on fee schedules, which are fixed, or (in the wording of many 
health insurance contracts), “reasonable and customary.”

These plans either provide for payment of claims directly to the hos-
pital or doctor, or reimburse the insured for payments that they made 
directly to the doctor or hospital. Major medical plans are designed to 
meet the costs of catastrophic or extraordinary medical expenses. Nor-
mally, such plans carry large benefit amounts per family member, and 
reimburse a high percentage of covered expenses exceeding a deduct-
ible amount or an amount not reimbursed by a base plan.

Your Cost for Health Insurance. Most employer-provided health plans re-
quire the employee to pay some of the cost of their medical care. In 
addition, most plans require the employee to pay part of their health in-
surance premium (the fee that is paid to the health insurance company). 
Generally, this amount is deducted from the employee’s paycheck. Some 
employers may require employees to pay only a small amount each 
month toward the cost of health insurance premiums; other employers 
may require more significant payments.

In most workplaces, your health insurance plan also can cover your 
spouse and dependent children. Most employers require you to pay an 
additional amount for family coverage. However, this benefit may be very 
useful if your spouse is not working, or is working in a job that either does 
not provide health insurance or provides health insurance benefits that are 
not as good or comprehensive as the benefits provided by your employer.

Life Insurance

Life insurance programs available from most employers in the United States 
provide a certain amount of money to your family or those you designate 
if you should die while employed by the hospital or health care institution. 
Accidental death and dismemberment coverage provides a certain amount 
of money to your survivors if you should die while actually on the job or 
if you are seriously injured through dismemberment, such as loss of sight, 
or loss of limbs or other body injury as a result of an accident on the job.

Sick Leave

Sick pay or sick leave is traditionally provided to employees as a means 
to protect against loss of pay because of illness or injury that does not 
occur on the job. Sick pay provides payment, usually at your regular rate 
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of pay, when you are ill for a brief period of time (e.g., one day or a few 
days). Employers differ in terms of how much sick leave they will offer 
an employee and the conditions under which it can be used.

Vacation Pay

Vacation pay is a benefit that provides paid days off so that you can find 
time to enjoy travel or to simply rest and relax. Vacations generally are 
not given in advance, that is, employees typically earn vacation days by 
working a specified period of time before being eligible to use the vaca-
tion benefit.

Bereavement Leave

Funeral leave with pay is provided by most employers for one to three 
days following the death of a member of your immediate family.

Holiday Pay

Holiday pay is offered by employers and is typically given for federally 
recognized holidays and other days established by the employer. Most 
employers provide employees with paid days off for specified holidays. 
Employers may differ in terms of which holidays they recognize for the 
purpose of holiday pay. Since hospitals in particular must function every 
day of the year, health care professionals employed by hospitals often 
have to work on holidays.

Many employers provide additional pay for working on a holiday. 
Some provide another paid day off when an employee works on a holi-
day and still others offer both additional pay and another day off. In 
hospitals in which health care professionals are represented by a union, 
the union contract will include details on holiday pay. Table 4.1 lists the 
federal holidays observed in the United States.

The Uniform Holidays Bill of 1968 (taking effect in 1971) declared 
that official holidays are to be observed on a Monday, except for New 
Year’s Day, Independence Day, Veterans’ Day, Thanksgiving, and Christ-
mas. In the United States, most retail businesses close on Thanksgiving 
and Christmas, but remain open on all other holidays. Private businesses 
often observe only the major holidays (New Year’s Day, Memorial Day, 
Independence Day, Labor Day, Thanksgiving, and Christmas). Some 
also add the Friday after Thanksgiving, or one or more of the other fed-
eral holidays.
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Retirement Plan

A retirement plan is a benefit that allows you to save money for your 
retirement. The money that you save for retirement is usually matched 
at a certain percentage by the employer. Retirement benefits provide 
employees with income when they retire from employment. Most em-
ployees who retire qualify for Social Security benefits from the federal 

Table 4.1
TRADITIONAL HOLIDAYS IN THE UNITED STATES

DATE OFFICIAL NAME REMARKS

January 1 New Year’s Day First day of the calendar year.

Third Monday in 
January

Martin Luther 
King Day

Honors Dr. Martin Luther King, Jr., 
civil rights leader. A day devoted to 
volunteering in the community.

Third Monday in 
February

Washington’s 
Birthday or 
President’s Day

Traditionally honors the first president 
of the United States, George 
Washington. In recent years has been 
known as Presidents’ Day to honor all 
U.S. presidents.

Last Monday in 
May

Memorial Day Honors the nation’s war dead from the 
Civil War forward; marks the unofficial 
beginning of the summer season.

July 4 Independence Day 
or the Fourth of 
July

Celebrates the signing of the U.S. 
Declaration of Independence in 
1776.

First Monday in 
September

Labor Day Celebrates the achievements of workers 
and the labor movement; marks the 
unofficial end of the summer season.

Second Monday 
in October

Columbus Day Honors Christopher Columbus, 
traditional discoverer of the Americas. 
In some areas this day also is a 
celebration of Native American 
culture.

November 11 Veterans Day Honors all veterans of the U.S. Armed 
Forces.

Fourth Thursday 
in November

Thanksgiving Day Traditionally celebrates the giving of 
thanks for the autumn harvest; also 
the giving of thanks for one’s family 
and possessions.
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government (see section on Social Security later in this chapter), but 
these benefits are generally modest (the maximum benefit amount in 
2009 is $2,323 per month). However, retirement plans provide an im-
portant additional source of income for retirees.

Traditionally, in the United States, retirement plans provided a spe-
cific amount of income to an employee after retirement. This retirement 
income was calculated either as a specific dollar amount or as a percent-
age of the employee’s preretirement salary. Today, many employers have 
moved away from offering such plans, instead offering employees the 
opportunity to put a percentage of their salary into a fund on which they 
can draw following retirement. Many employers, as part of their benefits 
package, pay a specified amount of money into the employee’s retire-
ment fund as well. These retirement funds are commonly referred to as 
401(k) plans or 503(b) plans.

While you may be many years away from retirement, you should 
start contributing to the plan your employer offers as soon as you are 
eligible to do so, especially if the employer’s contribution is dependent 
on the percentage you contribute.

Dental and Vision Insurance

Dental and vision insurance plans are typically provided by employers so 
that you and your family can have basic dental procedures and cleaning 
done, as well as vision testing provided on an annual basis.

Other Benefits

Other benefits extended to employees include tuition reimbursement 
programs, which pay you a certain amount per year to seek additional 
education and training. Provision of free or reduced cost for parking 
your vehicle also is considered a benefit of employment. An increased 
focus on health and wellness has spurred many employers to provide 
some sort of incentive for staff to exercise and manage a healthier diet. 
Some hospitals even provide access to gyms or other exercise facilities 
(Pappas & Claborn, 2006).

Social Security

The Social Security Administration oversees the nation’s social insurance 
program, which is funded by contributions from both employers and 
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employees. The funds are pooled into special trusts so that when the 
earnings of an employee are reduced or discontinued due to death or 
disability, Social Security benefits are paid to assist the employee and his 
or her family. A portion of the Social Security contributions are placed 
into a separate hospital insurance trust fund. These funds are designated 
for hospital benefits for senior citizens (persons over 65 years of age) 
and their dependents.

Social Security benefits are considered an integral part of retirement 
planning and funding. As a legal United States immigrant, you will have 
taxes automatically deducted from your paycheck by your employer to pay 
into the Social Security Administration system. Workers who have been 
United States residents for a specified number of years and have paid 
into the Social Security system are eligible for Medicare coverage upon 
reaching a certain age. Substantial reimbursement for health care ex-
penses for a covered individual is provided by Medicare. Medicare Part 
A covers inpatient hospital stays while Medicare Part B covers physician 
and outpatient services (Hunt & Knickman, 2008). The details related 
to these specific benefits may be a bit confusing at times, so it is recom-
mended that you discuss questions related to Social Security and Medi-
care benefits with the human resources department of your employer. 
For a more in-depth discussion of Medicare, please see chapter 5.

Family Medical Leave

The Family and Medical Leave Act (FMLA) of 1993 was passed due to 
the large numbers of single-parent and two-parent households in the 
United States in which the single parent or both parents are employed 
full-time, placing job security and parenting at odds. This Act was writ-
ten in an attempt to balance the demands of the workplace with the 
demands of the family, allowing employed individuals to take leave for 
medical reasons, including the birth or adoption of children and the care 
of a spouse, child, or parent who has serious health problems. These ben-
efits are sometimes provided all at one time or intermittently as needed 
and are carefully tracked by your employer following strict guidelines.

To be eligible under the Act, the employee must have worked for 
at least 12 months and worked at least 1,250 hours during the preced-
ing 12-month period. The employee may take up to 12 weeks of unpaid 
leave, and the Act allows the employer to require the employee to use all 
or part of any paid time off that has been accrued as part of the 12-week 
leave. Employees are required to give their employer 30 days’ notice, or 
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such notice as is practical in emergency cases, before using the medical 
leave (Guido, 2007).

WORKPLACE HAZARDS

Generally speaking, the workplace should be a safe environment that 
is free from hazards. Of course, in the health care environment there 
are any numbers of situations in which employees will potentially be 
exposed to workplace hazards. Protective equipment, including protec-
tive equipment for eyes, face, head, and extremities, protective gowns or 
clothing, respiratory devices, and protective shields and barriers, shall 
be provided, used, and maintained in a reliable condition wherever it 
is necessary by reason of hazards to protect yourself while carrying out 
your job duties.

Occupational Safety and Health Act

The Occupational Safety and Health Act (OSHA) of 1970 affects almost 
every employer in the United States, including hospitals and health care 
institutions. In essence, OSHA authorized the Department of Labor to 
enforce health and safety regulations and provided for the regulations’ 
enforcement. The law requires isolation procedures, radiation safety, 
proper grounding of electrical equipment, protective storage of flam-
mable and combustible liquids, and the gloving of all personnel when 
handling body fluids (Guido, 2007).

Musculoskeletal Injuries

OSHA standards were issued in 2000 addressing musculoskeletal disor-
ders that are caused when the worker and the actual physical demands 
of the work itself are not appropriately matched. Both work-related and 
non–work-related conditions can individually, or by interacting with 
each other, give rise to musculoskeletal disorders. There are several 
approaches that may be used to determine whether conditions in the 
workplace might be contributing to employees developing these dis-
orders. Employers will sometimes have an analysis of the job or work 
tasks themselves to identify potential problems before employees inju-
ries occur. Common injuries in the hospital environment include back 
injuries caused by lifting patients or moving equipment improperly. It is 
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important to use proper body mechanics when lifting, moving, or trans-
porting patients or other heavy objects (United States Department of 
Labor, 2008).

PROFESSIONAL WORKPLACE PRACTICE

The workplace practice of allied health professionals varies greatly 
depending on which profession may be discussed. However, general 
concepts, such as the level of responsibility and authority, the level of 
autonomy, the division of labor, and motivation on the job, are common 
concerns among the vast array of health care professions.

Responsibility and Authority

According to Drafke (1994), responsibility and authority should act in 
concert with each other. Responsibility means that you are held account-
able for certain results, while authority means you have been given the 
ability to fulfill your responsibilities. Problems, and stress, increase when 
someone has the responsibility for a task but management has not del-
egated that person the authority to carry it out. For example, you will 
not be successful if you are given the responsibility for revising the pro-
cedures manual in your department without being given the authority 
to make changes in the procedures. Health care professionals are some-
times placed in a position where they have responsibility for something 
without the necessary authority. This not only causes stress on the job, 
but it increases frustration and decreases overall productivity.

Level of Autonomy

Many health care professionals desire a certain level of autonomy in 
their jobs. As the level of autonomy required of workers increases, stress 
increases. However, this typically is not a problem unless the workers 
have not been adequately trained or oriented to their job or have not 
been given adequate direction on how to perform a task or their job in 
general.

Removing individual actions and decisions from work can be det-
rimental as doing so increases boredom and decreases productivity. 
Therefore, if a job requires that people work autonomously, they must 
be trained to work independently, and they must be given the authority 
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to do so. As professionals, they should then be held responsible for their 
actions. Autonomy is a necessary part of every job and leads to a higher 
level of job satisfaction when properly implemented (Drafke, 1994).

Division of Labor

Management principles have been developed to address ways to improve 
the operation of organizations in the United States. It is helpful to un-
derstand certain principles as a means to improve your understanding of 
how organizations function and why organizations are the way they are.

The division of labor principle is actually a very old concept. It states 
that great efficiency is obtained when large jobs are divided into their 
individual component tasks. Each task is typically performed by one per-
son. For example, the job of removing a patient’s gallbladder begins with 
admitting department personnel processing the patient and the paper-
work. A transporter would assist the patient to a hospital room. Nurses 
would provide care before and after surgery. Medical technologists would 
perform laboratory exams. Radiology personnel would obtain medical 
images of the gallbladder and surrounding structures. Pharmacists, di-
etitians, surgeons, anesthesiologists, housekeepers, and others would all 
perform their tasks.

Of course, although unlikely, it would be possible for one person to 
perform all of these tasks. It would not be very efficient, however. One 
person attempting to perform all of these tasks would have to have had 
extraordinary training, and even then the job would take much longer. 
It would also be difficult for one person to perform all of these tasks 
adequately. This is true for a simple operation like a gallbladder re-
moval. Larger jobs, like open heart surgery, are virtually impossible for 
one person to perform. The division of labor principle applies to these, 
and concerns about efficiency. When discussing professional workplace 
practice, it is actually the division of labor principle that has created the 
various health professions and the specialties within each profession 
(Drafke, 1994).

Motivation on the Job

Among several prominent theories of motivation in the workplace, Vic-
tor Vroom’s Expectancy Theory is helpful to gather a sense of what moti-
vates health care professionals on the job. Essentially, Vroom says that in 
order for anything to be motivational, the person who is to be motivated 
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must want what is being offered and the person must believe he or she 
has the chance to earn what is being offered. Note that the second part 
of the theory doesn’t matter if the person actually has a chance at earn-
ing the reward—only what the person believes is important.

According to Vroom’s theory, the manager can be perfectly fair and 
equitable in these matters, but if the employee believes he or she is not 
capable of earning the reward, then it will not be motivational. Only if 
the reward is something you want and something you believe you have a 
chance of receiving will it motivate you (Drafke, 1994).

Choosing the Best Workplace Environment

When you are in the interview phase of seeking a job with a potential 
employer in the United States, you should inquire about the type of pro-
fessional workplace environment you will be working in. How does the 
work get done? What is the motivation level of employees? How much 
autonomy is afforded to health care professionals? How are decisions 
made? Knowing such things in advance can help you to choose an em-
ployer who fits your particular needs and workplace environment.

INTERNATIONAL RIGHTS

The General Assembly of the United Nations, on December 10, 1948, 
adopted and proclaimed the Universal Declaration of Human Rights. 
The purpose of the Universal Declaration was to establish a common 
standard of achievement for all people and all nations, to the end that 
every individual and every aspect of society shall strive to promote re-
spect for the rights and freedoms of all people in their respective ter-
ritories under their jurisdiction. As you review the 30 articles of the 
Declaration, several stand out.

Article 2 of the declaration states, “Everyone is entitled to all the 
rights and freedoms set forth in this Declaration, without distinction of 
any kind, such as race, color, sex, language, religion, political or other 
opinion, national or social origin, property, birth or other status. Fur-
thermore, no distinction shall be made on the basis of the political, ju-
risdictional, or international status of the country or territory to which 
a person belongs, whether it be independent, trust, non-self-governing 
or under any other limitation of sovereignty.” This article is congruent 
with the Civil Rights laws and nondiscrimination laws that are in effect 
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in the United States, which state that everyone should be afforded cer-
tain rights and freedoms without discrimination or bias based upon their 
personal characteristics or place of origin.

Article 6 of the declaration states, “Everyone has the right to rec-
ognition everywhere as a person for the law.” This article attempts to 
express that every person has certain basic rights no matter where they 
are in the world.

Article 7 of the declaration states that, “All are equal before the law 
and are entitled without any discrimination to equal protection of the 
law. All are entitled to equal protection against any discrimination in 
violation of this Declaration and against any incitement to such discrimi-
nation.” This article attempts to express that every person should have 
the right of equal treatment throughout the world despite his or her 
background or nation of origin.

Article 8 of the declaration states that, “Everyone has the right to 
an effective remedy by the competent national tribunals for acts violat-
ing the fundamental rights granted him by the constitution or by law.” 
This article makes it clear that there should be the expectation that a 
third-party judge or tribunal would review infractions or violations of 
people’s rights.

Article 18 states that, “Everyone has the right to freedom of thought, 
conscience and religion; this right includes freedom to change his reli-
gion or belief, and freedom, either alone or in community with others 
and in public or private, to manifest his religion or belief in teaching, 
practice, worship and observance.” This article secures the right to wor-
ship as one pleases without fear of reprisal.

Article 23 of the declaration states that, “(1) Everyone has the right 
to work, to free choice of employment, to just and favorable conditions 
of work and to protection against unemployment. (2) Everyone, without 
any discrimination, has the right to equal pay for equal work. (3) Every-
one who works has the right to just and favorable remuneration, ensur-
ing for himself and his family an existence worthy of human dignity, and 
supplemented, if necessary, by other means of social protection. (4) Ev-
eryone has the right to form and to join trade unions for the protection 
of his interests.”

Article 25 states, “(1) Everyone has the right to a standard of liv-
ing adequate for the health and well-being of himself and of his family, 
including food, clothing, housing and medical care and necessary so-
cial services, and the right to security in the event of unemployment, 
sickness, disability, widowhood, old age or other lack of livelihood in 
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circumstances beyond his control. (2) Motherhood and childhood are 
entitled to special care and assistance. All children, whether born in 
or out of wedlock, shall enjoy the same social protection.” This article 
speaks directly to social services that should be made available to benefit 
the well-being of adults and children across the world.

Article 26 of the declaration states, “(1) Everyone has the right to 
education. Education shall be free, at least in the elementary and fun-
damental stages. Elementary education shall be compulsory. Technical 
and professional education shall be made generally available and higher 
education shall be equally accessible to all on the basis of merit. (2) Edu-
cation shall be directed to the full development of the human personality 
and to the strengthening of respect for human rights and fundamen-
tal freedoms. It shall promote understanding, tolerance and friendship 
among all nations, racial or religious groups, and shall further the ac-
tivities of the United Nations for the maintenance of peace. (3) Parents 
have a prior right to choose the kind of education that shall be given to 
their children.” This article clearly states the value of education and the 
basic rights that should be afforded to everyone to inquire and learn 
(United Nations, 2008).

Protection of Rights

After reviewing the Universal Declaration of Human Rights that has 
been established by the United Nations, it should be observed that they 
are congruent with the basic tenets of the labor laws of the United States. 
Those who are United States citizens or legal immigrants are protected 
under these rights and should be welcome as a citizen of the world. The 
history of this country will demonstrate that most of its inhabitants are 
from other parts of the world, either in the current or past generations. 
International rights for health professionals who are legal immigrants 
from anywhere in the world are protected by the laws and regulations of 
the United States.

SUMMARY

Employment as a health care professional in the United States can be a 
rich and rewarding experience when you select employment that meets 
your needs and matches your skills and qualifications. The United States 
is a nation of immigrants—people who came to the country from other 
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parts of the world, either in the current generation or in past genera-
tions. Laws that protect the U.S. worker provide protection for U.S. citi-
zens and legal immigrants from all over the world. International rights 
for health care professionals who are legal immigrants from any country 
in the world are protected by U.S. law.
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Alternative therapies: A variety of therapeutic or preventive 
health care practices, such as homeopathy, naturopathy, chiroprac-
tic, and herbal medicine, that complement generally accepted medi-
cal methods.

Biomedical research: Medical research and evaluation of new 
treatments for both safety and efficacy, in what are termed clinical 
trials, and all other research that contributes to the development of 
new treatments.

Botanicals: Drugs or products made directly from plants.
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Centers for Medicare and Medicaid Services (CMS): The
federal agency responsible for administering the Medicare, Medic-
aid, SCHIP (State Children’s Health Insurance), HIPAA (Health 
Insurance Portability and Accountability Act), CLIA (Clinical 
Laboratory Improvement Amendments), and several other health-
related programs. Formerly known as the Health Care Financing 
Administration (HCFA).

Community-based care: Services provided in one’s own home or 
other community settings. This system supplies a variety of health 
care options that allow people to stay in their homes, while still pro-
viding important health care support.

Coordinated care: Strategies to make health care systems more 
cost-effective and responsive to the needs of people with complex 
chronic illnesses.

Curative care: Refers to treatment and therapies provided to a pa-
tient with intent to improve symptoms and cure the patient’s medi-
cal problem.

Disaster preparedness: Process of ensuring that an organization 
is prepared in the event of a forecasted disaster to minimize loss of 
life, injury, and damage to property; and can provide rescue, relief, 
rehabilitation, and other services after the disaster.

Hospice: A usually small residential institution for terminally ill 
patients where treatment focuses on the patient’s well-being rather 
than a cure. It includes drugs for pain management and often spiri-
tual counseling.

Meals on Wheels: Provides home-delivered meals to people in 
need, usually the elderly or the disabled.

Municipal hospitals: Hospitals controlled by the city government.

Palliative care: A specialized form of care focused on the pain, 
symptoms, and stress of serious illness.

Whether you are considering coming to the United States for em-
ployment or you already have begun the visa and licensure processes, 
understanding the scope and structure of the U.S. health care system can 
be a daunting task for foreign-educated health care professionals. Those 
who have basic knowledge of the way health services are organized in the 
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United States will be better able to function competently and to help pa-
tients and families navigate the system’s many channels. The purpose of 
this chapter is to provide you with an understanding of how health care 
decisions are made, both economically and organizationally, by physi-
cians, other health care providers, patients, and their families.

ORGANIZATION OF THE HEALTH CARE SYSTEM

In the United States, individuals access health care services through a 
complex array of public or private clinics, private practices, commercial 
walk-in settings, employee or school health services, urgent care set-
tings, and hospital systems. The system is large, with over 7,500 hos-
pitals, 2.4 million registered nurses, and 560,000 physicians (Bureau of 
Labor Statistics, 2008).

Public Versus Private Health Care

The U.S. health care system includes large numbers of both public and 
private health care providers. Public sources of health care are directly 
managed and funded by a government agency. They include federal, 
state, county, and municipal hospitals and clinics. Examples of services 
provided by the federal government include those of the Veterans Health 
Administration, which cares for former active duty military personnel, 
and the Indian Health Service, which provides care to those who live on 
Native American tribal lands. Other examples include city and county 
hospitals such as Bellevue Hospital Center and other hospitals in the 
New York City Health and Hospitals Corporation, San Francisco Gen-
eral Hospital, Los Angeles County–University of Southern California 
(USC) Medical Center, and Cook County Stroger Hospital in Chicago.

Public clinics and hospitals provide care primarily for lower-income 
individuals and families. The system of publicly provided care has di-
minished over the past 30 years as many governments shifted away from 
direct provision of services to contracting with insurance companies 
to provide services through private hospitals. While public clinics and 
hospitals can and do charge for their services, they usually are heavily 
funded by tax dollars.

Private sources of health care include not-for-profit and for-profit 
clinics, practices, and hospitals. Not-for-profit hospitals and clinics 
charge for services and receive insurance reimbursement for care but 
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they do not expect to make a profit. All revenue beyond their expenses 
is to be used for the benefit of the organization. For-profit entities, on 
the other hand, are operated to generate profits for private owners or 
shareholders.

Primary, Secondary, and Tertiary Care

In the United States, the level of health care is designated as primary, 
secondary, or tertiary. These terms refer both to the acuity of care that is 
provided as well as the nature and location of that care.

Primary Care

The Institute of Medicine (IOM, 1994) defines primary care as “care 
that is accessible, comprehensive, coordinated, continuous, and ac-
countable.” Primary care providers include physicians, nurse practi-
tioners, and physician assistants. Ideally they provide care for people 
over time that includes health promotion and prevention, the manage-
ment of acute illnesses or injuries, and the management of chronic con-
ditions. The primary care provider is the point of referral for in-patient 
or specialty services.

Secondary Care

Primary care providers refer people with complex problems to specialists, 
or secondary care providers, for their greater, more specific expertise. 
Common examples include medical specialties such as ophthalmology 
or dermatology, or nonroutine services such as physical therapy.

Tertiary Care

Tertiary care is advanced or complex care that is provided by medical 
specialists in referral centers—often academic medical centers that have 
strong programs of research and the facilities designed for specialized 
diagnostic and treatment procedures.

Managed Care

Managed care refers to a system of care that became widespread in the 
United States beginning in 1973 with passage of the Health Maintenance 
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Organization Act, which is federal legislation that was intended to help 
reduce health care costs. Originally, managed care referred to the enroll-
ment of people in health maintenance organizations (HMOs), a system 
or network of health care providers and services that encompassed all 
levels of care. These HMOs sought to contain costs by ordering bulk 
purchases of goods and services; limiting diagnostic tests, prescriptions, 
and referrals to specialty service providers; and using incentives for peo-
ple to reduce their illness risks by incorporating healthy lifestyle changes 
and using early screening and other preventive services.

Role of Insurance Providers

Today, most health insurance companies operate using managed care 
approaches, in which insurers contract with health care providers, such 
as physicians and nurse practitioners, who agree to operate within the 
insurer’s financial parameters. Most managed care organizations require 
patients to select their primary care provider from a list approved by 
the insurance company. This listing of approved providers is called the 
insurer’s network.

In many managed care plans, primary care providers function as 
gatekeepers, meaning that a patient is required to get a referral from 
his or her primary care provider (and, in many cases, approval from the 
managed care plan) before seeing a specialist. While these requirements 
were intended to reduce unnecessary use of specialist services, many 
people feel that they result in additional time and expense as well as in 
reduced access to services. In recent years, many managed care plans 
have loosened or eliminated some of their requirements for referrals or 
prior approval for specialist visits.

When using a managed care plan for in-patient hospital care, the 
patient is restricted to using only hospitals and providers within the in-
surer’s network. If the patient selects a provider or hospital that is not 
in-network, the patient pays additional costs. This occurs because the 
insurance companies contract with certain providers and hospitals that 
agree to accept reimbursement at a lower, negotiated rate.

Public Health

Public health services are directed at communities and populations for 
the prevention, management, or elimination of disease and for health pro-
motion. Disease surveillance and vaccination programs, health education 
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for risk reduction, food safety oversight, and the operation of sexually 
transmitted disease clinics are examples of common public health strate-
gies in the United States.

Centers for Disease Control and Prevention

Since the World Trade Center attacks in 2001 and Hurricane Katrina in 
2005, local and state health departments have increasingly focused on 
planning and preparedness for natural or man-made disasters. Nation-
ally, the Centers for Disease Control and Prevention (CDC), an agency 
within the U.S. Department of Health and Human Services (HHS), 
plays a leading role in coordinating and funding public health activities, 
including disaster preparedness efforts.

The CDC monitors the health, illness, and injury of the U.S. popula-
tion; advocates for national health policies focused on health promotion 
and disease prevention; and promotes health education. The program units 
within CDC address workplace health and safety, infectious disease man-
agement, terrorism and emergency preparedness, environmental health, 
health promotion, health information, and global health (CDC, 2008a).

Environmental Health

Within the field of public health, the practice of environmental health 
has grown significantly in the past several years. Health care providers 
and health care institutions are increasingly attentive to their impact on 
the environment. Whether to use disposable versus recyclable equip-
ment is now more than a cost concern; it has become an environmental 
consideration. How toxic or infectious substances, including medica-
tions, are disposed of is a concern because of their potential for contami-
nating the food and water supply or for spreading infection.

The international coalition Health Care Without Harm has been 
formed to sensitize health care workers to the need to address pollution 
by the health care industry. One example of the coalition’s work is its 
agenda of eradicating the use, and safely disposing, of mercury ther-
mometers (Health Care Without Harm, 2008).

Ambulatory Care

Ambulatory care is health care delivered outside of an inpatient or 
residential setting. Ambulatory care settings include physician, nurse 
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practitioner, and dental practices, hospital outpatient clinics, community 
clinics, school and employee health centers, and urgent care centers.

Urgent Care Centers

Urgent care centers are walk-in (or ambulatory care) facilities usually 
operating for extended hours where people can be treated for acute ill-
nesses and injuries that are beyond the scope of a primary care provider. 
There are over 8,000 urgent care facilities in the United States, and their 
appeal is the accessibility of care as well as the favorable cost compared 
to hospital emergency department visits (Urgent Care Association of 
America, 2008). The CDC estimates that over 80% of emergency de-
partment visits do not require that level of care; urgent care is filling a 
gap in the health care system.

Walk-In Clinics

A more recent trend is the emergence of walk-in clinics in commer-
cial venues, such as discount stores or pharmacies. Also referred to as 
convenient care clinics, retail clinics, and minute clinics, they offer a 
limited range of primary care services that are more convenient, and 
typically less expensive, than a visit to a primary care provider’s of-
fice or an emergency department. They are usually staffed by nurse 
practitioners, although physician assistants and physicians also work in 
these sites.

Ambulatory or Day Surgery

Ambulatory surgery can be defined as any surgical procedure that does 
not require an overnight stay in the hospital. At this time, about 65% of 
all surgical procedures performed in the United States are performed on 
a same-day basis.

While the original impetus for this trend was cost savings, there are 
additional benefits. The risk of hospital-acquired infection is reduced 
when people return quickly to their homes from a hospital environment, 
and people tend to recover more quickly in a familiar environment. The 
technology that has enabled procedures to be performed as same-day 
procedures is less invasive, so the healing that is required is lessened. 
Patients are monitored for a few hours after their procedure—typically 
until they are awake, have stable vital signs, are able to tolerate oral 
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fluids, and can urinate. Day surgery requires that patients and their 
family members receive clear instructions for postoperative care and 
symptoms that require immediate attention. It is common for a nurse or 
surgeon to call patients within a few hours or days of discharge to moni-
tor their status.

Home Care and Community-Based Care

Home care is care provided in the home by health care workers. Most 
commonly health care professionals, such as nurses, physical therapists, 
or occupational therapists monitor and manage care on a daily to weekly 
basis. Nurses may perform procedures such as changing intravenous 
lines, physical therapists and occupational therapists may attend to the 
patient’s physical and occupational abilities, and routine daily care may 
be provided by home health aides or by family members. The rise in 
home care has accompanied the reduction in hospital admissions and 
hospital lengths of stay. Health care agencies that provide home care 
are eligible for certification by The Joint Commission, the same agency 
that certifies hospitals ( Joint Commission, 2008), or by the Community 
Health Accreditation Program (http://www.chapinc.org). Another term 
that is used when health care services are provided in the patient’s home 
is community-based care. Community-based care provides a variety 
of health care options that allow people to stay in their homes, while still 
providing important health care support.

Hospice Care

Hospice care is professional support for individuals and their families 
who face a life-threatening illness, usually terminal or end-stage (Hos-
picenet, 2008). Hospice care may be provided in hospital settings, but it 
is more commonly provided in the patient’s home or in a home-like set-
ting. Hospice care is based on the principle that death is a normal part 
of life, and quality of life while a person is dying is a paramount value. 
Moreover, people who are dying and their family members should be 
treated compassionately and with dignity.

Hospice care is authorized when the provider indicates that death is 
imminent or expected within a certain time frame. Care is provided by 
a team including a physician, a nurse, a chaplain or other spiritual advi-
sor, if desired, and other team members as needed. The management of 
symptoms such as pain, dyspnea, and anxiety is a primary concern, and 

http://www.chapinc.org
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spiritual care is often a significant part of hospice care. Care is planned 
in accordance with the patient’s wishes and the family’s needs.

Family members are likely to be the primary day-to-day caregivers, 
while health professionals ensure that they have the knowledge and re-
sources they need to allow their family member to die as comfortably and 
as peacefully as possible. The hospice team can refer family members to 
resources for bereavement support following the patient’s death.

Long-Term Care

Long-term care refers to a variety of medical and nonmedical services to 
people with a chronic illness or disability (Medicare, 2008). Most long-
term care is provided to assist people with activities of daily living such 
as eating, dressing, bathing, or going to the bathroom. Long-term care is 
not age-specific or place-specific. People with temporary or permanent 
disabilities at any age may require long-term care. Most of the time, the 
term is used in association with care for elderly persons.

In 2007, 9 million individuals required long-term care; by 2010, it is 
estimated that 12 million older adults will require this service. The U.S. 
Department of Health and Human Services, which administers Medi-
care, estimates that among adults who reach the age of 65, 40% will 
enter a nursing home, and 10% will be there for 5 or more years. As 
noted previously, this is a dauntingly expensive proposition. As Medi-
care describes long-term care, the options range from community-based 
services to home health, including senior or disabled housing, assisted 
living, continuing or life-care communities, and nursing homes, to name 
a few.

Community-Based Services

Community-based services include free or low-cost services that help 
older adults remain safely and healthily in their homes. These can 
include adult day care, senior centers, Meals on Wheels, financial 
guidance and assistance with filing taxes, case management, and daily 
telephone reassurance.

Some older adults may move in with a family member, or conversely, 
rent space in their homes to an individual who will in return provide 
some daily assistance. Senior or disabled housing is available, and these 
facilities are often publicly subsidized so that the resident pays only 
a portion of the monthly cost. Residents live in their own apartments 
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and typically have services such as laundry, shopping, or housekeeping 
available.

Assisted Living

Assisted living is a costlier approach to long-term care than community-
based services. Residents typically live in their own apartment within a 
complex and have available such options as assistance with activities of 
daily living and group meals. Social and recreational activities are com-
monly provided. On-site health care services also may be available. The 
cost of assisted living can range widely—up to many thousands of dollars 
a month for a large apartment in an expensive part of the country. Neither 
long-term care nor Medicare contributes to the costs of assisted care.

Continuing Care Retirement Communities

Continuing care retirement communities, or life-care communities, 
offer levels of care as the resident needs them. A healthy older person 
or a couple might move into an apartment or cottage and live totally 
independently. Later, the person or couple might require assisted living. 
Finally, the person will move into the nursing home associated with the 
community. This is an expensive option. Medicare reports that in 2004 
entry fees ranged from $38,000 to $400,000 and the monthly fee ranged 
from $650 to $3,500 (Medicare, 2008). Long-term care and Medicare 
will not contribute to costs associated with continuing care retirement 
communities. Residents often sign over their homes and other assets to 
fund their residency at such facilities.

Nursing Homes

Nursing homes provide a wide range of personal care and health ser-
vices, such as activities of daily living for people with a variety of physi-
cal, emotional, or cognitive problems. Individuals must fund this care 
privately or with special insurance because Medicare does not cover this 
aspect of nursing home care.

Medicare does pay for time-limited skilled nursing care after an ill-
ness or injury, and, depending on the facility, Medicaid will cover nurs-
ing home costs after an individual’s personal assets are spent. In general, 
it is more likely that individuals will be able to use Medicaid to remain in 
the setting after their funds are exhausted if it is a nonprofit entity.



 Chapter 5 The U.S. Health Care System 131

Continuing care retirement communities, as well as nursing homes, 
can be operated as voluntary, nonprofit, or for-profit organizations. Many 
nonprofit facilities are affiliated with religious groups.

HEALTH CARE FINANCING

In many countries, both private and public sources of health insurance 
are used. That is the case in the United States, but what is unique in this 
country is that private insurance is dominant (Chua, 2006). In 2003, 62% 
of nonelderly Americans had private employer-sponsored insurance, 5% 
purchased private insurance individually, 15% were insured by public 
programs such as Medicaid, and 18% were uninsured. Nearly all people 
age 65 and older are insured through the public program Medicare.

Private Employer-Sponsored Insurance

Private employer-sponsored insurance has been a mainstay of employee 
benefits since World War II. Employers contract with insurance compa-
nies to offer a specific coverage package in which employees can either 
participate or not. Employees pay some portion of the insurance costs, 
particularly as they enroll other family members in the plan. The ben-
efits that are covered vary across employers; for instance, some employ-
ers provide dental or vision coverage while others do not.

Individual Insurance

Individuals can purchase health insurance directly from insurance 
 companies—the cost is completely borne by the individual subscriber 
in this case. The cost of health insurance varies widely depending on the 
insurance company; the scope of benefits the individual seeks; and the 
person’s age, health status, and presence of known health risk factors or 
preexisting conditions (diagnoses that existed in the past or exist at the 
time the person seeks health insurance).

Medicare

Medicare is a federal insurance program that covers the health care 
costs of people age 65 and older as well as some people with disabilities. 
Medicare is financed through taxes as well as individual premiums for 
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certain benefits. Medicare Part A covers hospitalization costs and re-
quires no premium copay. People may enroll in additional coverage, for 
which they pay premiums. Medicare Part B covers physician services; 
Medicare Part C is administered through health management organiza-
tions (HMOs) and is referred to as Medicare Advantage; and Medicare 
Part D is the recently implemented drug plan.

While Medicare has been successful in ensuring access to care for 
older and disabled Americans, there are gaps in coverage, including in-
complete nursing home and health prevention coverage. On average, 
older individuals spend about 22% of their income on health-related 
costs despite having Medicare.

Medicaid

Medicaid is a joint federal and state program that provides insurance to 
many lower-income individuals. Although the federal government pro-
vides much of the funding and sets basic criteria for services and cover-
age, each state administers its own Medicaid program, and thus both 
covered services and eligibility criteria vary from state to state.

The State Children’s Health Insurance Program

The State Children’s Health Insurance Program (S-CHIP) was initiated 
in 1997 to extend coverage to children in low-income families who do 
not qualify for Medicaid. Like Medicaid, it is jointly funded by federal 
and state governments and is administered by each state.

Veterans Health Administration

The Veterans Health Administration (VHA) provides health care to vet-
erans of the U.S. armed forces. In general, care is supposed to be pro-
vided free or at low cost for conditions directly related to individuals’ 
military service. In reality, many veterans rely on the VHA system for all 
or most of their care, generally in hospitals and clinics operated directly 
by the VHA.

Health Care Reform

Numerous solutions have been proposed to address the major issues fac-
ing the U.S. health system—providing access to care for all Americans, 
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controlling health care costs, and ensuring quality. Some proposals focus 
on market-based approaches, such as providing financial incentives to 
encourage more uninsured Americans to purchase health insurance. 
Other proposals emphasize greater direct government involvement to 
ensure universal coverage.

A comprehensive proposal for health reform was proposed to the 
U.S. Congress by President Bill Clinton in 1993, but after contentious 
national debate, Congress failed to pass any reform proposals. In the 
years since then, different approaches have been suggested by political 
leaders and by organizations representing physicians, nurses, hospitals, 
insurers, and others. With the election of President Obama, health re-
form again has been deemed a national political priority.

RECENT TRENDS IN HEALTH CARE

Health care in the United States is provided in a variety of settings by a 
team of professionals. Depending on the patient’s needs, the team may 
include nurses, advanced practice nurses, physicians, medical social 
workers, speech therapists, physical therapists, occupational therapists, 
nutritionists, chaplains, and other specialized professionals. Tradition-
ally the physician was in charge of a patient’s care; now, particularly with 
the advent of managed care, the team works collaboratively, and it may 
be a case manager working in the health care institution or the patient’s 
health insurance company who oversees the patient’s progress through 
the system or through the illness episode.

While it is impossible to anticipate the future of health care in a rap-
idly changing environment, several trends in the United States are worth 
noting: the demographic shift leading to large numbers of older indi-
viduals needing health care; the impact of chronic illness and the obesity 
epidemic on health care delivery; the growing sensitivity to the need for 
palliative care (symptom management), particularly at the end of life; 
a resurgence in direct provision of health care by employers; and the 
emergence of concierge care.

Demographic Shift

First and foremost, worldwide there is a demographic shift as life spans 
increase. In wealthy, industrialized nations, we are faced with the re-
tirement of the baby boom generation, the individuals who were born 
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between approximately 1946 and 1965, after World War II. In the United 
States, this is the largest group in our nation’s history and nearly double 
the size of the next generation to follow. Because of the size of the baby 
boom generation, the United States will experience an increasing de-
mand for health care services by older adults—along with a shortage in 
the labor force available to provide care for them.

Increase in Chronic Illness and Obesity

Chronic illnesses, such as heart disease, stroke, cancer, and diabetes, are 
among the most prevalent, costly, and preventable of all health problems 
in the United States—and their incidence is expected to grow (CDC, 
2008b). The prolonged course of illness and disability from such chronic 
diseases can result in a decreased quality of life and an increased use of 
health care resources. The impact of HIV/AIDS on the minority com-
munity and women also will tax the system.

In addition, the U.S. obesity epidemic has many health care impli-
cations ranging from anticipated financial demands on the system to 
physical demands on providers working with larger numbers of obese 
patients. As of 2006, over one-third of U.S. men and women are obese, 
and the prevalence of obesity in children is increasing (CDC, 2008c). 
This will not only exacerbate the incidence of chronic disease, but in the 
case of childhood obesity, it will also decrease the age of onset of these 
diseases. It will be an enormous challenge not only to provide services 
that are needed, but also to control health care costs as this likely sce-
nario unfolds.

Increase in Palliative Care

There is growing sensitivity to the need to shift from curative care to 
palliative care (symptom management) at the end of life. The emergence 
of intensive care units in the United States in the 1960s led to an explo-
sion of technology—and to its pervasiveness and daily use in health care 
settings. However, research in recent years has confirmed that patients 
and families desire compassionate and peaceful deaths without many 
technological interventions.

A number of organizations have formed to advocate on behalf of 
people who are dying and their families; one example is a coalition of 
health care systems, the Supportive Care Coalition (2008). This orga-
nization seeks to foster holistic, coordinated care for terminally ill 
people, to enable those who want to die in their homes, and to diminish 
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the number of elders dying in intensive care settings. Fortunately, there 
seems to be a trend toward promoting palliative care.

Employer-Provided Care

Employer-provided, on-site health care was commonplace before the 
emergence of managed care and the growth in litigation of the 1970s 
and 1980s. On-site employee health services are once again emerging as 
a convenient, low-cost strategy for improving employee health and cur-
tailing overhead costs associated with health care. Moreover, this strat-
egy addresses the needs—which may affect productivity—of employees 
who decline the company health insurance plan because they cannot 
afford their portion of the premiums. Companies that have successfully 
provided on-site care include Coca Cola, Goldman Sachs, Toyota, and 
Novartis among others (Corporate Research Group, 2008).

Concierge Health Care

Concierge health care, also referred to as boutique care, is controversial 
because it targets affluent individuals. It is the payment of an annual 
retainer to a primary care physician, ranging from $50 to $20,000 per 
family member per year, in return for which he or she will be available 
to the client at all times. Wait times are reduced, visits are longer, care 
is more individualized, house calls are available, and some practitioners 
will accompany their patients to specialists.

The concept emerged out of physician dissatisfaction with managed 
care and the extreme limitation on their time with each patient—an av-
erage per visit of as few as 7 minutes. Hospital attitudes toward con-
cierge care have ranged from regarding it as ethically unacceptable to 
seizing it as economic opportunity. While many people in the health care 
industry have ethical concerns with the concept of concierge care, in es-
sence, it does not differ from the already existing opportunity for people 
to buy expensive and inclusive health care insurance or to pay cash for 
luxury care—both of which are fully accepted in the U.S. health care 
system. Data on health outcomes associated with concierge care is not 
yet available.

QUALITY AND SAFETY IN HEALTH CARE

In 1999, the Institute of Medicine (IOM), composed of respected na-
tional leaders in health care, launched an initiative to highlight concerns 
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about safety and quality of health care in the United States. This initia-
tive captured the nation’s attention when it reported that as many as 
98,000 people die in U.S. hospitals each year due to health care error 
(IOM, 1999). Other researchers have estimated that U.S. hospital deaths 
due to error could be as much as five times higher than the IOM’s esti-
mate (see, e.g., Zhan & Miller, 2003). Needless to say, these reports and 
others like them have received attention from consumers, government 
entities, and the health care industry.

Agency for Healthcare Research and Quality

The Agency for Healthcare Research and Quality (AHRQ, 2008) is the 
governmental entity within the Department of Health and Human Ser-
vices charged specifically with promoting health care quality, safety, and 
effectiveness. AHRQ’s efforts have included funding research on im-
proving patient safety and quality, promoting the use of health informa-
tion technology, and advancing evidence-based practice.

Institute for Healthcare Improvement

To hasten the movement to improve health care quality, the Institute 
for Healthcare Improvement (IHI) launched the 100,000 Lives Cam-
paign in December 2004 (Berwick, Calkins, McCannon, & Hackbarth, 
2006). The nation’s hospitals were invited to enroll with a goal that each 
hospital implement six highly feasible interventions based on published 
evidence. The six interventions included:

Deploying rapid response teams with critical care expertise to re-■

spond to all codes
Following published guidelines from the American College of ■

Cardiology and the American Heart Association in caring for peo-
ple with acute myocardial infarctions
Reconciling medications at each and every transition in a given ■

patient’s site of care
Following the CDC guidelines for prevention of central line ■

infection
Following the CDC guidelines for prevention of surgical site ■

infections
Following the CDC guidelines for prevention of ventilator-■

 associated pneumonia
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None of these strategies represent care that is technologically chal-
lenging. By July 2006, 50% more hospitals had enrolled than anticipated, 
and over 123,000 lives had been saved. As a result of the initial success, 
IHI then launched a campaign to save 5 million lives in the 2006–2008 
biennium (Institute for Healthcare Improvement, 2008).

The Centers for Medicare and Medicaid Services

In July 2008, the Centers for Medicare and Medicaid Services 
(CMS) announced that Medicare and Medicaid would no longer cover 
costs associated with several types of preventable harmful events, includ-
ing stage III and IV pressure ulcers, falls and trauma involving nursing 
home or hospital patients, surgical site infections after certain procedures, 
vascular catheter infections, catheter-associated urinary tract infections, 
administration of incompatible blood, air embolism, or unintended reten-
tion of a foreign object after surgery (CMS, 2008). The intent behind this 
policy is that avoiding the costs associated with these events will motivate 
health care systems to institute measures to reduce their occurrence.

Corporate Quality and Safety

One initiative for improving quality and safety has come from the corpo-
rate, non–health-care sector. The Leapfrog Group is an organization of 
large companies that purchase employee health insurance. These com-
panies came together in 1998 in order to use their purchasing power on 
behalf of patient safety and health care quality. The Leapfrog Group spe-
cifically advocates four practices to improve quality and cost- efficiency 
of care: use of electronic health records, use of evidence-based hospital 
referrals, staffing intensive care units with physicians specializing in in-
tensive care, and evaluating hospital performance on 30 patient safety 
indicators endorsed by the National Quality Forum (The Leapfrog 
Group, 2008).

Electronic Health Records

One of the great hopes for reducing health care errors is the widespread 
implementation of information technology. For example, many patient 
safety experts have advocated the use of computerized physician order 
entry to reduce medication errors, including errors associated with read-
ing handwritten physician orders.
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In addition, there are many benefits anticipated to result from the 
use of electronic health (or medical) records (EHRs). One benefit 
is that EHRs will be accessible across providers and health systems, 
thus ensuring clear and complete communication on behalf of pa-
tients as they use various services. Online health records would have 
been helpful in the aftermath of Hurricane Katrina, for example, 
when large numbers of people were displaced with no records and no 
identification. In some cases, health records and vital statistics data 
were permanently lost.

One concern with EHRs is that information must be backed up reg-
ularly in the event of a system failure. Ensuring privacy of information 
remains another concern.

To date, fewer than 20% of hospitals or physician practices in the 
United States use EHRs. Purchasing and implementing the needed tech-
nology is costly, and many systems are reluctant to spend large amounts 
of money on implementing EHRs until consensus is reached about the 
standardization and interface of records across systems.

Disaster Preparedness

Disaster preparedness has been a part of health care protocols for many 
years, but it has taken a more prominent role in health care delivery 
since the World Trade Center events of September 11, 2001, and Hur-
ricane Katrina in 2005. Disasters, always a part of everyday life, have 
been increasing due to the global instability, economic downturns, po-
litical upheavals and collapse of government structures, violence, civil 
conflicts, famine, and mass population displacements seen in the late 
20th and early 21st centuries. The escalating nature and scope of di-
sasters and their growing complexity provide challenges to health care 
institutions and health care workers responsible for disaster planning. 
Disasters are sudden, catastrophic events that can result in great dam-
age, loss, injury, and death. They can be grouped into two types: unin-
tentional and intentional.

Unintentional Disasters

Unintentional disasters are those that occur predominantly as a result 
of natural events. Natural disasters usually occur suddenly and are often 
uncontrollable; however, they frequently cluster in a certain time period 
or geographic location and, therefore, are somewhat predictable. In the 
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United States and other developed countries, most natural disasters 
tend to cause extensive damage and social disruption with comparatively 
little loss of life. Unintentional disasters include such events as tsunamis, 
floods, typhoons, earthquakes, and epidemics. The response to uninten-
tional disasters may be local or worldwide depending on the magnitude 
of the event. The most frequent natural or unintentional disasters expe-
rienced in the United States are floods, earthquakes, hurricanes, torna-
dos, and fires.

Intentional Disasters

Intentional disasters are those that occur as the result of human pur-
pose; that is, they are man-made or the result of human intervention 
and include such events as terrorism, bioterrorism, chemical releases, 
nuclear accidents, and explosions directly associated with human ac-
tion. They can be caused by deliberate malicious activities or when in-
dustrial facilities are disrupted by natural disasters. Intentional disasters 
share many of the characteristics of natural ones but are typically less 
predictable.

Role of Health Care Professionals

Health care workers are on the front lines when a disaster occurs; 
therefore, all health care personnel need to have a basic understand-
ing of disaster preparedness. All health care professionals need to know 
how to keep themselves and their patients and families safe during any 
disaster event.

Disaster care differs from emergency care in several ways. Emergency 
care usually involves care for patients with acute injuries or life- threatening 
illnesses and is usually administered in an emergency department or on a 
trauma unit. Disaster care involves providing care in response to natural 
and man-made events that affect entire communities.

The widespread injury and disruption associated with disasters can 
pose difficult problems for health care providers, including the triage 
of mass casualties, disruption of infrastructure (e.g., loss of power and 
fresh water), and the need to deal with the mental anguish associated 
with uncertainty and the loss of loved ones. The outcome of a disaster is 
influenced by many factors, including population location and density, 
timing of the event, and community preparedness (e.g., emergency re-
sponse infrastructure).
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Similarly, recovery after a disaster is influenced by resources (e.g., 
savings, insurance, and relief aid), preexisting conditions (e.g., season of 
the year, local infrastructure, etc.), experience, and access to informa-
tion. In almost all cases, disasters are associated with mental and physi-
cal stress (both during and after the event) that can increase morbidity 
and mortality over and above that caused directly by the event itself 
(Veenema, 2007).

Disaster Plans

Most hospitals and other health care facilities have disaster plans in 
place. These plans should address four phases: preparedness, identifica-
tion, response, and recovery. All health care providers should be aware 
of the plans drawn up by their institution and know their role should a 
disaster occur. States and cities have implemented disaster preparedness 
procedures to coordinate government and health system effectiveness.

Preparedness. Developing, testing, and maintaining a plan for handling 
unexpected events will yield a fast and effective response should a di-
saster occur. Preparedness includes identifying key emergency person-
nel (e.g., law enforcement, health care and fire personnel, and school 
administrators), identifying areas of vulnerability (e.g., events/facilities 
that have a large number of people present, food and water systems, 
etc.), developing a comprehensive security plan and disaster response 
plan, and conducting and maintaining the training of responders. In this 
stage, the community’s and the health care institution’s ability to respond 
is assessed.

Identification. A basic element for minimizing loss during a disaster is 
rapid identification that an event has occurred. That translates into 
knowing when something unusual is occurring within the local commu-
nity, recognizing it, and reporting it to the appropriate authorities.

Response. While a disaster is unfolding and until control of the event has 
been established, the two-way communication of information becomes 
paramount. Questions, concerns, and facts should be collected and 
channeled to appropriate agencies while information from those agen-
cies is disseminated to responders and to the public. Volunteers and first 
responders, such as police, fire, and health care personnel, are mobilized 
to assess the extent of the disaster and to respond.
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Recovery. Recovery from a disaster will be a long process and will require 
local personnel and agencies that know and understand the community 
and how it functions. Impacted areas will require follow-up interaction, 
education, and assistance to minimize short-term and long-term conse-
quences. Because this is a long-term process, the approach will require 
an evaluation of the disaster response team and the development of a 
new or revised plan of work for recovery.

ACCESS TO HEALTH CARE INFORMATION

Access to information on health care providers and health conditions 
is increasingly available to consumers through a variety of sources. For 
example, Medicare provides public access to information related to 
quality of care in hospitals, skilled nursing facilities, and home health 
agencies via the Internet. Many states are creating publicly accessible 
databases that enable health care consumers to examine quality out-
come data about providers and hospitals. The Agency for Healthcare 
Research and Quality (AHRQ) offers consumers an extensive Web site 
with information about safety in general and standards of care for spe-
cific conditions (2008).

The Internet has generated an explosion of information that con-
sumers can and do access. Hospitals, particularly academic medical 
centers, often have extensive Web sites that offer information to pa-
tients about specific conditions and how they are managed. U.S. orga-
nizations that advocate on behalf of the prevention and treatment of 
specific diseases and conditions, such as the American Cancer Society 
and the American Heart Association, offer extensive information about 
these conditions. It is increasingly common for patients to approach 
health care providers with information about their condition. Informa-
tion shared by patients should be regarded with respect and patients 
need to be viewed as collaborators in their own care. That does not 
mean that all health information is of high quality; therefore, all health 
care professionals need to help patients understand which information 
is useful and why.

Access to information on health care providers and health condi-
tions is increasingly available to consumers through a variety of sources. 
For example, Medicare provides public access to information related to 
quality of care in hospitals, skilled nursing facilities, and home health 
agencies via the Internet. Many states are creating publicly accessible 
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databases that enable health care consumers to examine quality outcome 
data about providers and hospitals. The AHRQ offers consumers an ex-
tensive Web site with information about safety in general and standards 
of care for specific conditions (2008).

The Internet has generated an explosion of information that con-
sumers can access. Hospitals, particularly academic medical centers, 
often have extensive Web sites that offer information to patients about 
specific conditions and how they are managed. U.S. organizations that 
advocate on behalf of the prevention and treatment of specific diseases 
and conditions, such as the American Cancer Society and the Ameri-
can Heart Association, offer extensive information about these condi-
tions, and it is increasingly common for patients to approach health care 
providers with information about their conditions. Information shared 
by patients should be regarded with respect, and patients need to be 
viewed as collaborators in their own care. That does not mean that all 
health information is of high quality; therefore, all health professionals, 
including nurses, need to help patients understand which information is 
useful and why.

ALTERNATIVE HEALTH PRACTICES

Patients and families in the United States make extensive use of health 
practices that are outside the health care system, although increas-
ingly, health care institutions are incorporating some of these strategies. 
These therapies often are referred to as complementary and alternative 
medicine.

According to a national survey conducted by the CDC’s National 
Center for Health Statistics (2004), 36% of U.S. adults use some form 
of complementary therapy within a given year. When prayer is in-
cluded, the number rises to 62%. The 10 most common modalities 
include prayer for own health (43%); prayer for health of another 
(24%); natural products including herbs, botanicals, and enzymes 
(19%); deep breathing exercises (12%); group prayer for own health 
(10%); meditation (8%); chiropractic (8%); yoga (5%); massage (5%); 
and diet therapies (4%).

Many prestigious medical centers have sought to integrate these mo-
dalities into conventional care. For example, Memorial Sloan-Kettering 
Cancer Center established its Integrative Medicine Service in 1999 to 
offer patients and their families a holistic approach to care that combines 
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alternative therapies with mainstream cancer care. The National In-
stitutes of Health (NIH) also has a national center for complementary 
and alternative medicine that has been operating since 1999.

SUMMARY

While it is impossible to provide an exhaustive description of the U.S. 
health care system within the scope of a single article or chapter, this 
chapter is an attempt to offer a broad overview of issues that shape the 
way individual patients access health care services. There is much that is 
good about the U.S. health care system. Innovation in biomedical re-
search, delivery of services, and health professions education has con-
tributed to a high quality of life in the United States. Still, challenges 
associated with access to care and the financing of health care, as well as 
assurance of safe, high-quality care, remain to be solved.
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INTRODUCTION

DEBORAH MCNEIL WHITEHOUSE 
AND DAVID D. GALE

Keywords

CGFNS International: CGFNS International is an internationally 
recognized authority on credentials evaluation and verification per-
taining to the education, registration, and licensure of nurses and 
health care professionals worldwide. The organization was named in 
the 1996 immigration law to screen all health professionals (except 
physicians) seeking an occupational visa to practice in the United 
States.

Cultural competence: An ability to interact effectively with people 
of different cultures.

Foreign Credentialing Commission on Physical Therapy 
(FCCPT): A nonprofit organization created to assist the U.S. Citi-
zenship and Immigration Services (USCIS) and U.S. jurisdiction li-
censing authorities by evaluating the credentials of foreign-educated 
physical therapists who wish to immigrate and work in the United 
States.

National Board for Certification in Occupational Therapy 
(NBCOT): A not-for-profit credentialing agency that provides certi-
fication for the occupational therapy profession and federal screen-
ing for international occupational therapists seeking a visa to practice 
in the United States.

In the United States, the allied health professions include most health 
professions other than nursing, medicine, dentistry, and pharmacy and 
represent a large and increasingly important health care employment 
market. Physical therapy, medical laboratory technology, medical labora-
tory technician, occupational therapy, physician assistants, occupational 
therapy, speech-language pathology, and audiology are all identified as 
employment growth markets. Across these professions, the Bureau of 
Labor Statistics (BLS) has projected approximately 145,200 total new 
health care jobs by 2016 (see chapter 1, Table 1.3). The needs of a grow-
ing elderly population, the increased survival of high-risk patients, and a 
retiring health care workforce fuel this evolving market.
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This chapter will first provide an overview of the education and 
practice of allied health professionals in the United States, highlight-
ing the allied health professions named in the 1996 Illegal Immigration 
Reform and Immigrant Responsibility Act. The chapter will then focus 
on each of the allied health professions, discussing such topics as educa-
tion for entry into practice, obtaining a license, licensure and certifica-
tion requirements, scope of practice, ethical and legal considerations in 
practice, and professional resources for each profession.

IMMIGRATION OF ALLIED HEALTH PROFESSIONALS

Immigration is complex and the changing scope of practice, increased 
independence, and increasing education levels of health professionals in 
the United States have added to the challenges of entry and practice for 
the foreign-educated health professional. In order to work legally in the 
United States, all foreign-born health care providers must have a Health 
Care Worker Certificate. To obtain a certificate, the professional must 
have education that is comparable to that required for the profession in 
the United States. All foreign-educated health care workers also must 
meet state licensure and practice requirements, demonstrate English 
proficiency, and if already licensed, provide evidence of clear and unre-
stricted current and past licenses.

Three agencies are approved to review the credentials needed to 
obtain a certificate: CGFNS International (CGFNS) for all named 
professions; the National Board for Certification in Occupational 
Therapy (NBCOT®) for occupational therapists only; and the Foreign
Credentialing Commission on Physical Therapy (FCCPT) for phys-
ical therapists only. In 2007, a little over 1,605 certificates were issued 
to allied health professionals. Physical therapists received the majority 
(1,196), followed by medical technologists (697), occupational therapists 
(255), and speech-language pathologists (154), with medical laboratory 
technicians, physician assistants, and audiologists each reported as re-
ceiving less than 15 certificates. The top countries of education reported 
for health care worker visa applicants were the Philippines, India, the 
United States, Canada, South Korea, Taiwan, and Australia (CGFNS 
International, 2008a; Foreign Credentialing Commission on Physical 
Therapy [FCCPT], 2008a; National Board for Certification in Occu-
pational Therapy [NBCOT], 2008). By law, health care workers born 
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outside of the United States but U.S.-educated must obtain a Health 
Care Worker Certificate (see chapter 3).

EDUCATION OF ALLIED HEALTH PROFESSIONALS

One of the evolving barriers to the immigration of foreign-educated health 
professions and to practice in the United States is the rapidly changing 
education market. The United States has made and is still making educa-
tion changes, rapidly elevating degree requirements. Professional entry
degree requirements have the greatest impact on immigration.

Degree Requirements

Audiology stopped accrediting master’s level audiology programs in 2006 
and now requires the doctorate, AuD, for entry into practice (Council on 
Academic Accreditation [CAA], 2008). Occupational therapy was origi-
nally offered at the baccalaureate level in the United States but the mas-
ter’s degree became the entry degree nationally in 2007 and the doctorate 
in occupational therapy (OTD) is becoming rapidly available (American 
Occupational Therapy Association [AOTA], 2008). While audiology and 
occupational therapy have actually changed the entry requirement, rais-
ing concerns about the educational comparability requirement for ob-
taining the Health Care Worker Certificate, other disciplines are moving 
rapidly toward future entry degree changes.

In 2000, the physical therapy professional organization, the Ameri-
can Physical Therapy Association (APTA), adopted the vision statement 
that all physical therapists would be educated at the doctorate level by 
2020. Physical therapy stopped accrediting bachelor’s programs in 2001, 
requiring the Master’s in Physical Therapy (MPT) for entry into practice. 
In 2002, the Commission on Accreditation in Physical Therapy Edu-
cation (CAPTE) changed its scope of accreditation to entry-level mas-
ter’s and doctorate programs (Commission on Accreditation in Physical 
Therapy Education [CAPTE], 2008a). Physical therapy graduate pro-
grams are converting to the doctorate in physical therapy (DPT) quickly, 
with over 85% of the schools offering the DPT and the profession seek-
ing to have 99.5% of all U.S. physical therapy programs at the DPT level 
by 2010 (CAPTE, 2008b). If this occurs, the DPT may well be the entry 
requirement soon after the 2010 date.
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Physician assistant programs, a product of the U.S. health care sys-
tem, have converted most of their programs to a graduate entry with 
residencies available for specialization (American Academy of Physician 
Assistants [AAPA], 2008). Medical laboratory technologists are primarily 
educated at the baccalaureate level, but the profession is planning for a 
future professional doctorate (DCLS) to enhance education, which may 
eventually elevate their entry requirement at least to the master’s level. 
While the occupational therapy doctorate (OTD), DPT, and DCLS are 
currently adding to educational opportunities for these professions, the 
availability of such degrees, the difference in practice areas, and the abil-
ity to practice more independently are forces likely to affect immigration 
and licensure issues throughout the United States in the future. The 
issue of comparable education, including clinical hours, has the poten-
tial to slow, or at least temporarily limit, the ability of foreign-educated 
health professionals to meet the comparable education criteria for ob-
taining an occupational visa.

HEALTH CARE DELIVERY IN THE UNITED STATES

The looming shortage of health care professionals places market pres-
sure on clinical agencies and providers to find ways to deliver effective 
quality health care with different balances of providers. As roles expand, 
conflict often arises as professions overlap role boundaries and provide 
similar services. Health care agencies seek to find the right provider for 
the right health care need in the right setting. Much of U.S. health care 
has shifted from a hospital-based setting to a community or outpatient 
setting where different provider skill sets are emphasized. As a new em-
ployee in any of these settings, knowledge of agency policies and proce-
dures and of professional practice guidelines is critical to successful safe 
practice.

Quality Health Care

The challenge of efficiently delivering individualized, effective care is 
one facing every health care provider. Hospitals, nursing homes, com-
munity clinics, and emergency rooms are often crowded. Waiting rooms 
may be overflowing and emergency rooms flooded with insured and un-
insured individuals seeking needed health care. The use of emergency 
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rooms for routine care is the most expensive delivery modality but guar-
antees that care will be provided.

The United States, even with its excellent technology and highly 
educated providers, has yet to master the challenge to provide quality 
health care to the full population. The country’s public health challenges 
are many and continue to evolve as health care professionals and com-
munities work with our elected leaders and government agencies to 
meet these tremendous needs and to discover and implement new and 
successful strategies.

Such health care challenges can be both energizing and rewarding. 
The exciting opportunity of delivering health care in the United States is 
afforded by the wealth of technology, expert colleagues and specialists, 
and the continually developing medical research that constantly leads to 
revolutionary new treatments and cures. An emphasis on evidence-based 
practice is pushing new, effective practices to the bedside and into the 
clinicians’ hands quickly upon discovery. Pharmacology options and new 
procedures are being released at remarkable rates. Opportunities exist 
for interdisciplinary planning and development of collaborative new ap-
proaches for the delivery of quality health care. State-of-the-art technology 
combines with evidence-based practice delivery. Most work environments 
are energizing and exciting, with different patients and challenges every 
single day.

DIVERSITY IN HEALTH CARE

The United States is becoming rapidly more diverse. Because of this di-
versity, cultural competence is an integral part of health care practice 
in the United States and much has been written on cultural competence 
in health care since the 1990s. The U.S. Census Bureau projects that 
by 2050 no single racial or ethnic group will constitute a majority of the 
population (U.S. Census Bureau, 2004).

Cultural Competence

Madeline Leininger, the founder of transcultural nursing, defines human 
care in the context of culture, emphasizing that competent meaningful 
health care can occur only when cultural values are known and foun-
dational to the care delivered (Leininger & McFarland, 2002). Cul-
tural competence has been described as a process consisting of the five 
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interrelated concepts of cultural desire, awareness, knowledge, skills, 
and encounters (Campinha-Bacote, 2007).

The American Psychiatric Association (2000) in its Diagnostic and 
Statistical Manual of Mental Disorders, fourth edition, with text revi-
sion (DSM-IV-TR), addresses the critical importance of consideration 
of cultural context in any assessment and treatment evaluation. It even 
includes an appendix for cultural formulation and a discussion on cultur-
ally bound syndromes, which denotes recurrent, locally specific behav-
ioral variations that may not be linked to a diagnostic category.

Universities have focused on recruiting more diverse students into 
the health professions since the 1990s but the provider population still 
does not mirror the patient population in diversity. Most professional 
health care education programs specifically address cultural compe-
tence in their curriculums and their essential educational documents. 
Clinical agencies provide training in cultural sensitivity and competence. 
The government and many private entities offer online education in cul-
tural competence. Most suggest that cultural competency training needs 
to occur early professionally and be repeated frequently (South-Paul & 
Like, 2008).

Language is an important part of cultural competence with any 
practice. Multilingual health care professionals are in greater demand 
and have a competitive advantage in most health care delivery systems 
because of the increasing patient diversity. The foreign-educated allied 
health professional adds diversity to the workforce and, like all provid-
ers, will need to strive to deliver culturally competent care to a diverse 
population.

ROLES OF ALLIED HEALTH PROFESSIONALS

As the population ages, new and more health services are needed. Many 
of these services fall clearly within the roles of audiologists, speech- 
language pathologists, occupational therapists, medical laboratory tech-
nologists/technicians, physical therapists, and physician assistants. Part of 
the new demand may be within the over-85-year-old patient population. 
Retirement communities, transitional living facilities, and long-term fa-
cilities are already part of American life. The need for qualified creative 
administrators, therapists, and other allied health care professionals with 
the new geriatric population is still evolving.
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Care for Seniors

While traditional long-term care has been fraught with turnover, lower 
wages, and less pleasant environmental conditions, the new aging popu-
lation is perhaps reforming that system. A shift from long-term institu-
tional care to home-based and community care is already occurring. The 
new senior population is healthier and will be increasingly diverse and 
well educated (Stone, 2008). Thus, the new seniors will probably decide 
to live independently in the community longer and expect professional 
health services directed at enhancing their quality of life. Direct care 
and support services for healthy aging that incorporate exercise, diet, 
and activities of daily living will offer emerging avenues for enterprising 
health care professionals. Rewarding career opportunities will abound 
with this population.

SUMMARY

The allied health professions specifically designated in this book have 
tremendous opportunities in the United States and much to contrib-
ute to health care. Globalization will continue to strengthen and im-
prove health care delivery. With increasing globalization, the United 
States will export as well as import health professionals, and professional 
roles and education curriculums will continue to merge. The evolving 
roles, challenges, opportunities, and professional development oppor-
tunities create an exciting present and future for the foreign-educated 
health professional in the United States.
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AUDIOLOGY

JAY LUBINSKY

Keywords

Academy of Rehabilitative Audiology (ARA): An organization 
that promotes hearing care through the provision of comprehensive, 
rehabilitative, and habilitative services.

American Academy of Audiology (AAA): An organization that 
promotes quality hearing and balance care by advancing the pro-
fession of audiology through leadership, advocacy, education, public 
awareness, and support of research.

American Board of Audiology (ABA): An organization dedicated 
to enhancing audiologic services to the public by promulgating uni-
versally recognized standards in professional practice.

Bias: Term used to describe an action, judgment, or other outcome 
influenced by a prejudged perspective.

Certification: A process for verifying that an individual or institu-
tion has met predetermined standards.

Certificate of Clinical Competence in Audiology (CCC-A): The 
American Speech-Language-Hearing Association, ASHA, offers the 
Certificate of Clinical Competence in two areas: speech-language 
pathology and audiology. All applicants must possess an earned grad-
uate degree (master’s or doctoral degree) in order to meet applica-
tion qualifications.

Council for Clinical Specialty Recognition (CCSR): An agency 
that implements, monitors, and revises as may become necessary the 
specialty recognition standards in audiology and in speech-language 
pathology.

Council of State Association Presidents (CSAP): An organization 
that provides leadership training for state speech-language-hearing 
association presidents and provides a forum for collaborating and 
networking.

Council on Academic Accreditation (CAA): The Council on Ac-
ademic Accreditation in Audiology and Speech-Language Pathology 
(CAA) accredits eligible clinical doctoral programs in audiology and 
master’s degree programs in speech-language pathology.
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Endorsement: An amendment to a contract or license allowing a 
change in the original terms.

Mutual Recognition Agreement (MRA): An international agree-
ment by which two or more countries agree to recognize one another’s 
education, programs, licensure, and so forth, in an effort to increase 
mobility between and among the nations that sign the agreement.

Third-party payers: Any insurer, nonprofit hospital service plan, 
health care service plan, health maintenance organization, self-
insurer, or any person or other entity that provides payment for 
medical and related services.

Audiology, at least in the United States, is a nonmedical clinical 
practice; that is, audiologists do not need to be medical doctors. The 
American Academy of Audiology (AAA, 2008a) defines an audiologist 
as “a professional who diagnoses, treats, and manages individuals with 
hearing loss or balance problems.” The American Speech- Language-
Hearing Association (ASHA) says, “Audiologists are professionals 
engaged in autonomous [independent] practice to promote healthy 
hearing, communication competency, and quality of life for persons of 
all ages through the prevention, identification, assessment, and reha-
bilitation of hearing, auditory function, balance, and other related sys-
tems” (ASHA, 2004a).

AUDIOLOGY EDUCATION IN THE UNITED STATES

U.S. audiology education forms the basis for professional practice and 
also forms the basis for comparison with audiologists educated outside 
the United States. It becomes important, then, for foreign-educated au-
diologists to understand the system. It also will be helpful to people in 
countries outside the United States who are thinking about coming to 
this country for audiology education.

Baccalaureate Education as Basis

Since 1962, the basis for professional practice has been a graduate degree. 
Education in U.S. colleges and universities offers first an undergraduate 
bachelor’s degree (typically Bachelor of Arts or Bachelor of Science), 
which usually takes 4 years to achieve. Bachelor-level education most 
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often includes studies in a wide range of subjects—literature, art, sci-
ence, mathematics, social  / behavioral sciences, and more. This is called 
general or liberal education.

Bachelor degrees usually include a major, which is a concentration of 
courses in a narrower field. Because audiology is part of the field of human 
communication sciences and disorders, undergraduate education is not 
limited to audiology, but will include basic processes for all communica-
tion sciences and disorders. Examples are courses in anatomy for speech 
and hearing, acoustic aspects of speech and hearing, phonetics, and nor-
mal language development. There are usually some courses in disorders 
of communication and clinical processes, such as an overview course of 
speech, language, and hearing disorders and courses in general clinical 
processes of diagnosis and treatment. Most often an introductory course 
in audiology is included. However, all these undergraduate, bachelor’s-
level courses do not prepare someone to work as an audiologist.

Graduate Degree for Entry into Practice

Following the bachelor’s degree, to prepare to work as a professional 
audiologist, a person must achieve a graduate degree. Until recently, the 
degree was a master’s degree, usually a Master of Arts or Master of Sci-
ence. More recently, because of the expansion of knowledge and skill 
needed by audiologists, the great majority of audiology programs offer 
a professional (or clinical, as opposed to a research) doctoral degree. In 
fact, the requirements for certification in audiology (see the section 
on certification in this chapter) by ASHA will require a doctoral degree 
by 2012 (ASHA, 2008b). In practice, though, few programs still offer 
the master’s degree and almost all programs now offer a professional 
doctoral degree, usually the Doctor of Audiology (AuD). Certification 
in audiology by the American Board of Audiology (ABA) requires a 
doctoral degree (ABA, 2005).

Theoretical Basis of Education

Education in audiology is based on a set of knowledge and skills consid-
ered to be the most important ones for entry into professional practice. 
The knowledge and skills required by ASHA are typical, and form the 
basis for their Certificate of Clinical Competence and for the license 
requirements for many states. These are stated in the standards for cer-
tification that went into effect in 2007 (ASHA, 2008b).
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To meet these standards, someone who wants to be an audiologist 
must develop knowledge and skills in the following:

1. Prerequisite areas, such as the ability to write well and knowl-
edge in areas of general education

2. Foundations of practice, such as ethics, anatomy, normal speech 
and language development, and characteristics of acoustic 
signals

3. Prevention, identification, assessment, and treatment of hearing 
and balance disorders (ASHA, 2008b)

These are only some examples from each of the categories of knowledge. 
You can see the full list in the certification standards on the ASHA Web 
site, www.asha.org.

Clinical Practicum

In addition to classes, audiology education includes requirements in 
practical application. Again, ASHA’s standards are typical and require 
practical experience equal to 12 months of full-time work over the course 
of the program. In fact, most programs exceed this standard and require a 
fourth year in which students complete a full year of practicum after 
they have finished their courses and other practicum.

Finding an Audiology Program

If you are interested in studying for an audiology degree in the United 
States, there are a few sources you can go to for information. Probably the 
most complete one is the Web site of ASHA, www.asha.org, where you 
can find a list of all programs accredited by ASHA in speech- language 
pathology as well as in audiology. In addition, the Web site has answers 
to frequently asked questions about clinical doctoral programs (ASHA, 
2008d). ASHA also has some advice on the best ways to be accepted into 
a graduate program (ASHA, 2008e). Finally, ASHA has a service called 
EdFind (ASHA, 2007b). On this page, you can search for a program by 
state, search for a program by areas of research interest, and ascertain 
whether a program offers courses or an entire degree by distance educa-
tion. You also can find information about financial support. The listing of 
each program has a link to a page with more detail about the program, as 
well as the institution’s Web site and the e-mail address of the program 
director.

www.asha.org
www.asha.org
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The Web site of AAA also can help you find an academic program 
in audiology (AAA, 2008c). However, the listing of each program does 
not have the detail of the ASHA EdFind and you will need to contact the 
listed program director. You can also get some general information about 
what AAA thinks audiology programs should consist of and what to look 
for in a program.

No matter which source you use to find a program, make sure to 
carefully examine the Web site and any other available information 
about programs in which you are interested. Do not hesitate to contact 
the program director or other representative about questions you have.

CREDENTIALS IN AUDIOLOGY

Certification

Professions in the United States have a history and tradition of certifica-
tion. Certification is a voluntary credential, reflecting the standards of a 
recognized professional association. It has no legal status, but may form 
the basis for government-issued credentials, especially licenses. It is of-
fered to individuals, rather than to large entities such as academic pro-
grams or entire institutions (these receive accreditation). Certification 
should reflect high standards and a profession’s responsibility to monitor 
the quality of service of its practitioners.

American Board of Audiology

In the United States, two certificates can be held by audiologists. One is 
offered by the American Board of Audiology (ABA). The ABA’s purpose 
is “to identify and formally recognize those audiologists whose knowl-
edge base and clinical skills are consistent with professionally established 
standards and who continue to enhance their knowledge, skills and abili-
ties through advanced training and other educational activities” (ABA, 
2008a). However, the ABA itself does not establish its own certification 
standards, but “verifies that an individual has successfully completed a 
course of graduate study in audiology from a regionally accredited uni-
versity, and has earned a doctoral degree in audiology” (ABA, 2008b). 
The ABA also does not define standardized education, but instead relies 
on the accreditation of the parent college or university (not the audiology 
program) as the mark of quality. (Note: In the United States, the qual-
ity of colleges and universities is marked by approval, or accreditation,
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by one of several regional accrediting bodies approved by the U.S. De-
partment of Education.)

Council on Clinical Certification

The other certificate is the Certificate of Clinical Competence in 
Audiology (CCC-A), offered by the Council for Clinical Certification 
(CFCC), a semi-autonomous body of ASHA. Many more audiologists 
hold this certificate than the ABA certificate. In contrast to ABA’s certifi-
cate, which relies on regional accreditation of the home institution, the 
CFCC has developed its own extensive Standards for the Certificate of 
Clinical Competence in Audiology (SCCC-A; ASHA, 2008b).

The current SCCC-A went into effect in 2007. The heart of the 
standards is the set of knowledge and skill statements in Standard 
IV. These are briefly described in this chapter’s section on Educa-
tion in Audiology in the United States. Besides the knowledge and 
skill outcomes, the SCCC-A contains standards relating to the degree 
(Standard I), the institution (Standard II), the program of study (Stan-
dard III), assessment (Standard V), and maintenance of certification 
(Standard VI).

You should be aware of the requirement in Standard V that, in order 
to be certified, you must pass a national examination in audiology. The 
examination used by ASHA is the Praxis Examination in Audiology, de-
veloped by the Educational Testing Service. The passing score is 600. 
The same examination is also used for the certificate of the ABA as well 
as for any states that require an examination for their license. The ABA 
also requires a passing score of 600, though the required passing score 
may be different for state licenses.

As a profession that is always growing, you should expect that stan-
dards will change from time to time. The CFCC has proposed changes 
to the audiology standards. As of this writing, they have been sent out for 
public comment. It is important that audiologists educated outside the 
United States, or individuals from outside the United States who want to 
study audiology in a U.S. university, keep up with these changes. Once 
approved, they will be on ASHA’s Web site, www.asha.org.

Clinical Specialty Recognition

As audiologists develop their careers, they may become more skilled in a 
few areas of practice, or even one area. That is, they become specialized. 
Credentials exist to recognize specialization.

www.asha.org
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ASHA maintains a Council for Clinical Specialty Recognition 
(CCSR). According to ASHA, “Specialty recognition is a means by which 
audiologists or speech-language pathologists with advanced knowledge, 
skills and experience beyond the Certificate of Clinical Competence 
(CCC-A or CCC-SLP) can be recognized by consumers, colleagues, re-
ferral and payer sources, and the general public” (ASHA, 2007c). As of 
this writing (December, 2008), there are no recognized specialty areas 
in audiology by CCSR. The American Board of Audiology does have 
specialty recognition for audiologists who work with patients who have 
cochlear implants (ABA, 2008c).

Mutual Recognition Agreements

ASHA maintains a mutual recognition agreement (MRA) with sev-
eral countries. This agreement allows a practitioner who becomes certi-
fied in a non-U.S. country to receive the ASHA Certificate of Clinical 
Competence upon applying and paying application fees. Currently, 
ASHA’s MRA includes Canada, Great Britain, Australia, New Zealand, 
and Ireland. However, the MRA is only for speech-language patholo-
gists; there are no MRAs for audiology.

Licensure

A license is a credential offered by a government agency. As such, it is 
a legal credential. You cannot legally practice in the jurisdiction of the 
licensing agency without it. In the United States, each state can require 
a license (or not) and, if you want to practice audiology in more than 
one state, you will need the license of each of those states. Many states, 
however, make the process quite simple (applying and paying fees) if 
you have a license from another state. Currently, 49 states and the Dis-
trict of Columbia require audiologists to have a license. Colorado has an 
audiology registry, which is not required to practice legally. However, if 
you are in Colorado and want to call yourself an audiologist, you must be 
registered (ASHA, 2008f ).

The legal basis for selling hearing aids is particularly important for 
audiologists. Currently, 30 states allow audiologists to dispense hearing 
aids if they hold an audiology license (in New Mexico, audiologists must 
have an endorsement on their audiology license to dispense hearing 
aids; in Connecticut and Texas some other conditions apply). Twenty 
states and the District of Columbia require a separate hearing aid 
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dispenser’s license; that is, the audiology license will not allow you to 
dispense hearing aids (ASHA, 2008f ).

The ASHA Certificate of Clinical Competence forms the basis for 
the requirements of many state licenses. However, states are free to 
have—and often do have—licensing requirements that differ from those 
of the ASHA CCC. This is especially true currently, as the CCC moves 
toward requiring a doctoral degree and many states have not made the 
change from requiring a master’s degree.

Because of all the variations from state to state, it is critical that you 
find out the license requirements for any state(s) in which you are in-
terested. The ASHA Web site has a link to each state’s requirements 
(ASHA, 2008f ).

Continuing Education

Part of being a professional is continuing to learn and develop through-
out your lifetime. Continuing education is a requirement for almost 
all professional credentials. ASHA and ABA both require continuing 
education to maintain their certificates. Of the 50 states that regulate 
audiology through licensure or title registration, 41 require continuing 
education for licensure (ASHA, 2008f ). Continuing education require-
ments for licensure differ from state to state and it is critical that, if you 
have a license in a particular state or states, you know—and abide by—
the requirements of that state.

CGFNS/ICHP Requirements

If you are already an audiologist, but educated outside the United States, 
and you want to work in the United States, you must request a work visa 
from the U.S. Citizenship and Immigration Services. To be eligible for a 
visa, your education and other credentials must first be verified through 
the VisaScreen® Program administered by the International Commission 
on Healthcare Professions (ICHP), a division of CGFNS International 
(formerly the Commission on Graduates of Foreign Nursing Schools). 
The ICHP has a Speech-Language Pathology and Audiology Standards 
Committee, composed of members of the profession, that developed 
the education and clinical practicum standards that guide the VisaScreen 
process.

Because audiology is a growing and changing profession, and because 
ASHA’s standards for certification in audiology are changing, ICHP is in 
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the process of revising its audiology standards. The revisions are not yet 
complete or approved. For that reason, if you are considering working 
as an audiologist in the United States, you should contact CGFNS for 
details or visit their Web site at www.cgfns.org.

SCOPE OF PRACTICE

Every profession has a scope of practice that defines the areas in which 
the professional may legally and ethically practice his or her profession. 
Although scopes of practice are always developing, there is much agree-
ment about what audiologists can do in the United States. Professional 
associations and state licensing bodies have statements about the scope 
of practice.

ASHA Statement

The ASHA (2004a) statement on scope of practice is typical and is based 
on a model of health developed by the World Health Organization of the 
United Nations into a system known as the International Classification 
of Functioning, Disability, and Health (ICF). The ICF is organized into 
two parts. One part is Functioning and Disability and the second part of 
the ICF is Contextual Factors.

Functioning and Disability

Functioning and Disability is further divided into two subparts: One 
subpart is Body Functions and Structures, which pays attention to ana-
tomical structure and function and how these might be impaired. An 
audiologist would assess the function of various parts of the hearing 
mechanism. The other subpart of Functioning and Disability is Activity/
Participation. It is not enough just to know in what ways or by how much 
someone’s hearing mechanism is impaired. An audiologist must take into 
account what kinds of difficulties these impairments create for each per-
son, because each person has different circumstances and will react to 
impairments differently.

Contextual Factors

Contextual factors are important because a person with a disability must 
function in a real environment. For that reason, the Contextual Factors 

www.cgfns.org
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include both Environmental Factors and Personal Factors. Environmen-
tal factors might include the particular sounds that a hearing-impaired 
person is exposed to daily. Personal factors include a person’s willingness 
to live with a hearing loss, family support, and age, among other factors. 
Audiologists must take all of these into account at the same time to pre-
vent, assess, and treat hearing and balance disorders.

Primary Functions of Audiologists

ASHA’s (2004a) Scope of Practice in Audiology describes the services 
offered by qualified audiologists as primary service providers, case 
managers, and  /or members of multidisciplinary and interdisciplinary 
teams. According to the scope of practice, audiologists have six primary 
functions:

Prevention of hearing loss■

Identification of hearing and balance disorders■

Assessment■

Rehabilitation■

Advocacy and consultation■

Education, research, and administration■

Prevention of Hearing Loss

Audiologists may accomplish prevention of hearing loss by publicizing 
the importance of quiet environments and the importance of reducing 
the loudness of sounds such as music. They also may work to prevent 
hearing loss by taking part in hearing conservation programs and making 
noise measurements in workplaces and other places where hearing may 
be at risk.

Identification of Hearing and Balance Disorders

A second primary function for audiologists is identification of people who 
may have hearing or balance disorders. Audiologists often do this through 
hearing screening programs, including programs for newborn babies.

Assessment

Assessment is one of the most common functions for audiologists. Audi-
ologists use an extremely wide assortment of tests that rely on behavioral 
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responses or automatic responses of the hearing anatomy to electrical 
and other types of input. From results of these tests, audiologists can 
measure and describe balance and hearing disorders.

Rehabilitation

The fourth function listed by ASHA is rehabilitation. An audiologist’s 
work is not complete until he or she has taken all possible steps to help 
a person with a hearing or balance disorder regain communication or 
steadiness to the best of that person’s ability. The most common way 
audiologists do this is by dispensing hearing aids. In fact, 81% of Ameri-
can audiologists dispense hearing aids or other devices to assist hearing 
(ASHA, 2007a). Rehabilitation also can include behavioral therapy to 
help communication (e.g., lip reading and auditory training), consul-
tation about and programming of cochlear implants, nonmedical man-
agement of tinnitus (ringing in the ears), and taking part in setting up 
and helping people use large-area amplification systems, such as for 
classrooms.

Advocacy and Consultation

You might not think of advocacy and consultation as part of audiology 
practice, but they are—even though they are not direct services to a 
hearing- or balance-impaired person. Advocacy is a set of activities 
that supports or works for the causes of an individual or group, such 
as hearing- impaired people. An audiologist might be an advocate by 
contacting lawmakers about the importance of a law that would help 
hearing-impaired people. He or she might contact a lawmaker or gov-
ernment agency about reducing dangerous noise levels in a public area. 
Consultation is a set of activities, usually by an expert professional who 
is hired for a specific purpose. An audiologist might consult with a gov-
ernment agency for reducing public noise levels or even serve as an 
expert witness in a trial involving noise and hearing.

Education, Research and Administration

Finally, audiologists can be involved in education, research, and adminis-
tration. Not all audiologists perform these functions, but they are within 
the scope of practice.
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American Academy of Audiology Statement

The American Academy of Audiology (AAA) also has developed a scope 
of practice statement for audiologists (AAA, 2004). It too has six pri-
mary areas of function: (a) identification, (b) assessment and diagnosis, 
(c) treatment, (d) hearing conservation (the ASHA statement includes 
this under prevention), (e) intraoperative neurophysiological monitor-
ing (monitoring hearing during surgery, included in assessment in the 
ASHA statement), and (f ) research. You will note that the scopes de-
fined by these two associations are quite similar.

State Licensure Boards Statement

Finally, you should note that licenses issued by individual states are de-
fined by a scope of practice. Because of variation from state to state, 
there are too many to list here. Instead, you should review the licensure 
laws and scope of practice of any state(s) in which you are interested. 
Also see the section on licensure in this chapter.

WORK OPPORTUNITIES FOR AUDIOLOGISTS

As health care professionals, audiologists have a wide variety of places 
in which they can work. Traditionally, audiologists have worked for an 
institution, such as a hospital, where they receive a salary for their ser-
vices. But in recent years, the opportunities for working in audiology 
have become more varied.

ASHA Surveys

ASHA (2007a) reported on a survey of 2,354 audiologists (respond-
ing out of 4,000 mailings) that requested information on work settings. 
About one-quarter of the respondents worked in hospitals (26%), one-
quarter in private physicians’ offices (26%), and one-quarter in other 
nonresidential health care facilities (25%). The remaining audiologists 
were employed in schools (10%), colleges or universities (8%), or some 
other facility (4%).

Although most of the 2,354 respondents reported receiving salaries, 
346 (slightly under 15%) reported being the owner of a private practice. 
And, of the 952 audiologists who indicated that they worked in a private 
practice setting, 346, or about one-third, were owners of the practices.
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ASHA (2008a) conducted a somewhat more recent survey of its 
members, including those who hold the Certificate of Clinical Com-
petence in Audiology. From information gathered in 2006 they re-
ceived responses from 10,230 audiologists. Of those, 9.4% worked in 
a school of some kind and 7.8% worked in a university. The great ma-
jority worked in a health care setting of some kind, including hospitals 
(23.6%), residential facilities, for example, a nursing home (1.2%), and 
nonresidential health care facilities (46.5%), with 2.1% working in a 
private physician’s office. The remainder (11.4%) worked in a variety of 
other settings. In all these settings, 14.4% reported working full-time in 
private practice and 8.1% were working part-time in private practice.

The 2008 report showed that the great majority of audiologists 
(78.2%) primarily provide clinical service. However, audiologists did re-
port several other work functions, such as college/university professor 
(4.4%), researcher (1.8%), and administrator (9.1%).

ETHICS IN AUDIOLOGY

No discussion of any profession is complete without a discussion of eth-
ics. Ethics forms the guiding principles of a profession’s behavior and 
reflects a set of values, especially moral values, held by members of that 
profession. The values often are summarized in codes of ethics. ASHA’s 
(2003a) Code of Ethics is a good example. The AAA (2008b) also has a 
code of ethics. Any code of ethics in a health profession has basic and 
common language about several ethical issues, and the two codes previ-
ously mentioned are good examples.

Clients First

Health professions, including audiology, indicate that patients come 
first. The very first principle of the ASHA Code of Ethics states, “Indi-
viduals shall honor their responsibility to hold paramount the welfare 
of persons they serve professionally . . .” This means that any decisions 
an audiologist makes about client care must be, above all, to ensure the 
welfare of the client. Everything else follows from this principle.

Competence

One of the marks of a health profession is that practitioners must al-
ways try to be the best they can be. Audiologists must continue their 



 Chapter 6 Health Care Professional Practice in the United States 167

education and development throughout their professional lives. This 
principle is echoed in certification and license requirements for con-
tinuing education.

Conflict of Interest

A conflict of interest arises when an audiologist is tempted to put his or 
her own financial or other self-interest above the patient’s. In the Issues 
in Ethics Statement, Conflicts of Professional Interest (ASHA, 2003b), 
conflict of interest is defined as, “Situations where personal and/or fi-
nancial considerations compromise judgment in any professional activity 
(e.g., clinical service, research, consultation, instruction, administration, 
etc.) or where the situation may appear to provide the potential for pro-
fessional judgment to be compromised.”

Because audiologists sell products, such as hearing aids, there is 
potential for conflict of interest. For example, an audiologist may be 
tempted to sell hearing aids to somebody who does not really need them. 
Or the audiologist may be tempted to sell somebody two hearing aids 
when one will do. However, the ethical audiologist will remember that 
the interest of the client comes first.

Self-Monitoring

Professionals must monitor their own behavior and decide when they 
should not or can not provide clinical services. This issue may arise in 
several situations. Because technology for audiology is developing so 
rapidly, a particular audiologist may not have kept up with latest devel-
opments. If the audiologist knows that a client could be helped with new 
technology, and the audiologist does not have enough expertise to use it, 
she or he should send the client to someone who does.

Another situation in which an audiologist must monitor his or her 
own abilities is in cases of illness, disability, or substance abuse that im-
pair the audiologist’s judgment or capabilities. In those cases, the audi-
ologist must withdraw from clinical service and get professional help if 
it would be beneficial.

Bias

As professionals, audiologists must serve all populations equally. Audi-
ologists should not discriminate against anybody based on such 
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characteristics as race, age, socioeconomic status, sex or gender, national 
origin, ethnicity, or any other patient trait that cannot be justified.

Representation

Audiologists must represent themselves and people they supervise hon-
estly. They should not call themselves “doctor” if they have a master’s 
degree. They should not tell a client that their audiological assistant is 
an audiologist. They must represent their business or services honestly 
in advertising.

Charging for Services

Audiologists may receive payment from sources besides their clients 
(called third-party payers), such as insurance companies and govern-
ment agencies. Ethical audiologists will always represent their services 
honestly to those agencies. For example, they will not tell the agency 
they gave a client two hearing aids (getting reimbursement for two), 
when they only dispensed one.

Confidentiality

Audiologists will be in a position to hear many personal things about 
their clients and their clients’ families. This type of information is confi-
dential, and is strictly between the audiologist and the client. The ethical 
audiologist will not reveal this information, except with the client’s per-
mission (or sometimes if ordered to do so by a court of law). This main-
tenance of confidential information is part of generally treating clients 
with the greatest respect.

Although the issues above are common ethical concerns, they are 
not the only ones. You should become familiar with ethics generally and 
with the code of ethics of any professional organizations to which you 
belong. A good place to start is with the ASHA and AAA Codes of Ethics 
mentioned above.

RESOURCES

If you are coming to the United States to work as an audiologist or study 
to become one, it will be very helpful to know about resources that can 
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provide you with important information, help ease your transition, and 
support your professional activities. The ones described below are na-
tional associations but you also will find several others at more local lev-
els once you are working.

American Speech-Language-Hearing 
Association (ASHA)

ASHA is the national association for all professionals—audiologists, 
speech-language pathologists, and speech-language-hearing scientists—
concerned with the discipline of human communication sciences and 
disorders. At the end of 2007, ASHA had over 130,000 members and 
affiliates, with about 12,800 holding the Certificate in Clinical Compe-
tence (CCC) in Audiology only and another 1,200 certified in both audi-
ology and speech-language pathology (ASHA, 2008g).

ASHA provides a wide range of services that are valuable to audiolo-
gists. To help further your education, the association publishes the Amer-
ican Journal of Audiology, which is of specific interest to audiologists. 
The association’s several other journals regularly have articles aimed at 
audiologists. In addition, ASHA sponsors a large annual national con-
vention and numerous other live conferences, Web-based seminars, and 
teleseminars.

As described above, ASHA, through the semi-autonomous Council 
on Clinical Certification, awards the Certificate of Clinical Competence, 
the only nationally recognized individual credential developed by a pro-
fessional organization representing the whole field of communication 
disorders. Additionally, through its semi-autonomous Council on Aca-
demic Accreditation (CAA), the association develops standards for ac-
creditation of academic programs in audiology, and awards accreditation 
to programs that meet those standards. CAA’s accreditation is the only 
one recognized by the U.S. Department of Education.

Even though audiologists represent only about 10% of ASHA’s mem-
bership, audiologists are represented in the association’s governance 
structure equally with speech-language pathologists. ASHA’s Board of 
Directors also has as many members who are audiologists as speech-
language pathologists.

You should be aware of ASHA’s Special Interest Divisions. Currently 
four of the divisions are specifically for ASHA members with an interest 
in hearing and balance: (a) Hearing and Hearing Disorders: Research 
and Diagnostics, (b) Aural Rehabilitation and Its Instrumentation, 



170 The Official Guide for Foreign-Educated Allied Health Professionals

(c) Hearing Conservation and Occupational Audiology, and (d) Hearing 
and Hearing Disorders in Childhood (ASHA, 2008h).

You may be particularly interested in ASHA’s attention to interna-
tional issues (ASHA, 2008i). You also may be interested in the support 
ASHA can give you to help you find a job, find an employer, advertise 
your business and make it prosper, and guide you through the process 
of billing governmental and private third-party payers for your services, 
as well as their guidelines and position papers for clinical practice in a 
variety of areas in audiology.

The list of ASHA’s services and benefits is far too long to describe 
here. The association has an excellent Web site (www.asha.org), and 
helpful and knowledgeable staff to assist you.

American Academy of Audiology (AAA)

AAA is a professional association only for audiologists. At the end of June, 
2008, AAA had just under 10,700 members. The Academy’s mission is to 
“promote quality hearing and balance care by advancing the profession 
of audiology through leadership, advocacy, education, public awareness, 
and support of research” (AAA, 2005, p. 3). As such, its scope of interest 
is not the full range of knowledge and practice in communication sci-
ences and disorders, but to be an association of audiologists, led only by 
audiologists.

The Academy publishes the excellent Journal of the American Acad-
emy of Audiology as its scholarly journal. It also publishes Audiology
Today, a news magazine. The Academy sponsors an annual national con-
vention that, along with its journal, can help you continue your audiology 
education. The Academy has developed several clinical practice guide-
lines to assist you. AAA can be a valuable resource for you. For a more 
complete description of its programs and services, see the Web site at 
www.audiology.org.

Academy of Rehabilitative Audiology (ARA)

Although a much smaller organization than either ASHA or AAA, ARA 
provides a connection for audiologists with special interest in rehabili-
tation. If you share that interest, you will find membership beneficial. 
ARA publishes an excellent journal, The Journal of the Academy of Re-
habilitative Audiology, as well as the quarterly Pinnacle newsletter. In 

www.asha.org
www.audiology.org
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addition, the Academy sponsors an annual institute to help further your 
education. You can learn more at http://www.audrehab.org.

Council of State Association Presidents (CSAP)

If you come to the United States to work as an audiologist, you probably 
will be licensed in one or more states, and you will become involved 
in professional activities and issues in the state where you live and any 
others in which you hold a license. Just about every state has its own 
speech-language-hearing association. The members of CSAP are the 
presidents of each of those state associations. They can be very helpful 
to you, especially in your beginning time in the United States as you have 
questions about, or want to become involved in, professional activities at 
a statewide level. The association’s Web site, http://www.csap.org/, can 
lead you to the right sources for the state information you need.

SUMMARY

You can see that audiology in the United States offers a dynamic career. 
Whether you come to the United States to study audiology and then 
work, or to work after your education in another country, you will find 
a growing community of talented professionals dedicated to the high-
est standards of clinical practice. You also will find a great variety of 
helpful resources and people willing to assist you. It is a truly satisfying 
profession.

http://www.audrehab.org
http://www.csap.org/
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Keywords

Accrediting Bureau of Health Education Schools (ABHES): 
An independent, nonprofit agency recognized by the U.S. Secre-
tary of Education for the accreditation of private, postsecondary in-
stitutions in the United States offering predominantly allied health 
education programs, and the programmatic accreditation of medi-
cal assistant, medical laboratory technician, and surgical technology 
programs.

American Medical Technologists (AMT): Established in 1939, 
the American Medical Technologists (AMT) is a national, not-for-
profit agency that certifies health care professionals, such as medical 
technologists and medical technicians.

Board of Registry of the American Society for Clinical Pathol-
ogy (BOR): The Board of Registry (BOR) was founded in 1928 by 
the American Society for Clinical Pathology (ASCP), 6 years after 
the society was founded in 1922. The BOR is a separate certifying 
body within the organizational structure of the ASCP. To date, over 
430,000 individuals have been certified by the BOR, which is rec-
ognized as the preeminent certifying agency for clinical laboratory 
personnel.

National Accrediting Agency for Clinical Laboratory Sciences 
(NAACLS): An agency for the accreditation and approval of educa-
tional programs in the clinical laboratory sciences and related health 
care professions.

National Credentialing Agency for Laboratory Personnel 
(NCA): A voluntary, nonprofit, nongovernmental organization that 
conducts certification of medical laboratory personnel.

On-the-job training (OJT): Employee training at the place of 
work. On-the-job training takes place in a normal working situation, 
using the actual tools, equipment, documents, or materials that are 
part of the real-life job.
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Phlebotomist: An individual trained to draw blood either for labo-
ratory tests or blood banking.

Phlebotomy: The medical practice of opening a vein to draw blood, 
usually for diagnostic tests.

Reciprocity: Recognition by a state or territory of a license acquired 
in another state or territory.

The practice of medical laboratory testing in the United States is 
minimally regulated by the federal (U.S.) government. A few states add 
additional personnel regulations. But for the most part, qualifications 
for employment are set by employers that prefer to hire individuals who 
have passed national certification examinations validating their profes-
sional knowledge. Understanding this system requires familiarity with 
the differences between private-sector professional standards and gov-
ernmental requirements and the terminology used to distinguish them. 
Navigating this complex regulatory system to be eligible for employ-
ment also depends on understanding the scope of practice for laboratory 
professionals in the United States, which may differ from that in other 
nations. Fortunately, there are many resources available to assist indi-
viduals seeking employment in U.S. medical laboratories. A list of profes-
sional resources is provided at the end of this chapter.

EDUCATION FOR ENTRY INTO PRACTICE

In the United States, individuals who perform testing in all areas of the 
clinical pathology laboratory are called generalist laboratory profes-
sionals because they work in all areas. Their scope of practice includes 
hematology, coagulation, clinical chemistry, immunohematology (blood 
typing), serology/immunology, urinalysis, and clinical microbiology. In 
recent years, the addition of molecular technologies to analyze DNA and 
RNA also has been included in the generalist’s scope of practice. The 
tests performed by generalists are typically performed on blood, plasma, 
serum, urine or other body fluids.

There are multiple professional titles for generalist laboratory pro-
fessionals. The most common is medical technologist (MT) for individu-
als with bachelor’s degrees, which equates to clinical laboratory scientist 
(CLS). Medical laboratory technician (MLT) refers to individuals with 
associate degrees and equates to clinical laboratory technician (CLT).
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Formal laboratory science education is the fastest way to achieve 
board certification and may be required for licensure in some states. 
Generalist laboratory professionals can be educated at either the as-
sociate degree (2-year) or bachelor degree (4-year) level. Both levels of 
programs should be accredited, which means a program meets speci-
fied standards. Graduation from an accredited program is a require-
ment for national certification when an individual is qualifying based 
on education without work experience. Accredited programs must 
meet stringent standards for how they conduct instruction, admit and 
evaluate students, select and train faculty, and conduct their overall 
operations.

Accreditation

There are two bodies that accredit educational programs. The one 
that accredits the largest number of laboratory science programs is 
the National Accrediting Agency for Clinical Laboratory Sciences 
(NAACLS). The second accrediting agency is the Accrediting Bu-
reau of Health Education Schools (ABHES), which accredits a 
broad array of health profession educational programs beyond just the 
laboratory.

National Accrediting Agency for Clinical Laboratory 
Sciences (NAACLS)

The National Accrediting Agency for Clinical Laboratory Sciences 
(NAACLS) is sponsored by various laboratory professional organiza-
tions representing the professions whose programs NAACLS accredits. 
That includes organizations representing medical technology, histol-
ogy, cytotechnology, phlebotomy, and pathology assistancy. NAACLS 
requires that all students in accredited programs earn an academic de-
gree before entering the accredited program or as part of the program. 
Thus, all graduates of NAACLS-accredited programs have either associ-
ate or bachelor degrees. Individuals completing educational programs 
accredited by NAACLS are eligible for the certification examinations 
provided by the American Society for Clinical Pathology-Board 
of Registry (ASCP-BOR), the National Credentialing Agency for 
Laboratory Personnel (NCA), or the American Medical Tech-
nologists (AMT). All NAACLS-accredited programs are listed on the 
agency’s Web site (see the Professional Resources section at the end of 
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this chapter) and the standards that programs must meet also can be ac-
cessed at the site.

Accrediting Bureau of Health Education 
Schools (ABHES)

The Accrediting Bureau of Health Education Schools (ABHES) accred-
its only medical laboratory technician programs including those in 2-year 
colleges that grant associate degrees. At this writing ABHES is not ap-
proved to accredit bachelor’s degree programs. ABHES- accredited 
certificate programs (i.e., no degree is granted) may be sponsored by 
institutions that are not approved to grant academic degrees. These in-
stitutions may be associated with public high school (secondary school) 
systems or may be private technical schools.

Graduates of ABHES-accredited programs are eligible for certifica-
tion by American Medical Technologists (AMT). All ABHES-accredited 
laboratory science programs and the standards the programs meet are 
listed on its Web site (www.abhes.org). Since there are relatively few 
ABHES-accredited educational programs in laboratory science, the 
remainder of this discussion will focus on those that meet NAACLS 
requirements.

Medical Laboratory Technician Programs

MLT programs are available at either 2-year colleges (also called com-
munity colleges or junior colleges) or less commonly, 4-year colleges. 
The degree conferred is an associate degree, abbreviated AD, or may be 
specifically an AS, for Associate of Science.

A typical AD curriculum in medical laboratory science will include 
general requirements (often called liberal arts requirements) in En-
glish composition and social sciences and/or humanities. Mathematics, 
including algebra and statistics, also will be required. Some institutions 
will include a basic physics requirement or will incorporate content on 
optics and electronics into some medical laboratory science courses. 
A course in biology and perhaps basic microbiology also can be expected 
in the preprofessional component of the curriculum. Once admitted to 
the professional phase of the curriculum, students should expect to study 
hematology, clinical chemistry, coagulation, urinalysis,  immunology/
serology, and clinical microbiology in lectures and laboratories. The pro-
gram will culminate with rotations in medical laboratories in hospitals or 

www.abhes.org
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other facilities affiliated with the college. These rotations typically last 
for up to one semester.

Medical Technology Programs

Accredited Medical Technology Programs are delivered in three general 
formats. For short, they are referred to as 2+2, 3+1, or 4+1. The first 
number refers to the number of years of college before entering the 
professional phase of the curriculum. The second number refers to the 
number of years spent in the professional phase.

2+2 Programs

A 2+2 program, also called an integrated program, is offered at a 4-year 
college where the major is typically called medical technology, clinical 
laboratory science, or medical laboratory science. The major is accred-
ited by NAACLS. The first 2 years are spent studying basic sciences such 
as mathematics, chemistry, biology, and physics as well as the liberal arts, 
including English composition, social sciences, and humanities. This lib-
eral arts component is a standard portion of any U.S. bachelor degree 
program and is intended to broaden an individual’s view of the world 
beyond his/her selected major.

In the last 2 years, the students complete campus lectures and labora-
tories in hematology, clinical chemistry, coagulation, urinalysis, immunol-
ogy/serology, clinical microbiology, and molecular diagnostics. NAACLS 
accreditation also requires courses in laboratory management and educa-
tion since bachelor degree graduates may assume positions as supervisors, 
managers, and educators. The last 2 years will include rotations in hospi-
tal and other medical laboratories that have affiliations with the academic 
institution. There, students work alongside the laboratory staff learning 
to apply their student laboratory skills in the actual work setting.

The length of the rotation period is variable, usually not longer than 
6 months, but sometimes as short at 16 weeks. Students pay tuition to 
the university and earn college credits for the rotations that apply to 
completion of the degree. Graduates of the 2+2 degree program are 
eligible for certification at the time they graduate from college, having 
earned their degree and completed the NAACLS-accredited program at 
the same time.

Variations. There is a variation of the 2+2 format. In some circum-
stances, the first 2 years and the second 2 years are not offered by the 
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same institution. The first 2 years may be just 2 years of appropriate pre-
requisites at any college or university that are then transferred to the in-
stitution offering the second 2 professional years and which holds the 
NAACLS accreditation. The first 2 years also may be an AD program, 
including medical laboratory technician programs. The bachelor degree 
is earned from the second institution.

3+1 Programs

Programs in the 3+1 format represent a close association between a col-
lege and an NAACLS-accredited professional program, usually based 
in a hospital. Students enroll at the college and spend the first 3 years 
studying basic sciences and liberal arts. For the fourth year, often called 
an internship, they go to a hospital laboratory. The experience at the 
hospital is accredited by NAACLS. There the students receive lectures 
on the clinical laboratory sciences of hematology, clinical chemistry, co-
agulation, urinalysis, immunology/serology, clinical microbiology, and 
molecular diagnostics. Sometimes they also have student laboratory ses-
sions, but more often, they learn the technical skills without prior stu-
dent laboratories, by working “at the bench” alongside the laboratory 
staff. They also receive their NAACLS-required education and manage-
ment training in the hospital.

The students continue to pay tuition to the university for the fourth 
year (i.e., the “+1” year) and earn college credit for the hospital experi-
ence. Upon successful completion of the hospital year, the bachelor’s 
degree is granted from the college and the student is eligible to take the 
certifying examination by virtue of earning the degree and completing a 
NAACLS-accredited program.

4+1 Programs

Hospital-based NAACLS-accredited programs may admit students who 
already possess a bachelor’s degree, that is, postbaccalaureate appli-
cants. For individuals with international bachelor’s degrees, this is the 
most common educational route into medical laboratory employment in 
the United States. In such a circumstance, the educational format is de-
scribed as 4+1, with the 4 referring to a completed bachelor’s degree and 
the 1 referring to the internship year. That internship year is the same as 
the internship for 3+1 students as previously described; thus a hospital-
based internship may have both 3+1 and 4+1 students in the same class.
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Since the bachelor’s degree may have been earned anywhere, each 
NAACLS-accredited internship will determine what prerequisites a 
postbaccalaureate applicant must present to be eligible for admission. 
Typically they will require a bachelor’s degree in chemistry or some as-
pect of biology. The title of the degree is less important than the content 
of particular courses and science credits, which must conform to certi-
fication specifications. Individuals with international bachelor’s degrees 
will be expected to provide an evaluation from an international tran-
script review agency for comparability to U.S. degrees.

Students completing an internship in a 4+1 format will not earn a 
second degree but they also will not pay tuition to any college for the 
internship. There may be a modest tuition charged by the hospital, typi-
cally less than U.S. $2,000. Upon completion of the internship, the grad-
uate receives a certificate of completion and is eligible for the national 
certification examinations based on his/her prior bachelor’s degree plus 
completion of a NAACLS-accredited program.

General Comments on Bachelor’s Degree Programs

When viewing the online list of NAACLS-accredited educational pro-
grams, the distinction between 2+2, 3+1, and 4+1 programs is not clearly 
noted. In general, programs listed in hospitals will provide a hospital-
based, “+1” internship. Institutions listed as colleges or universities will 
provide 2+2 programs. The college portion of a 3+1 program cannot be 
determined at the NAACLS Web site since the college does not hold 
NAACLS accreditation. Those programs will be discovered by inquiries 
to the hospital-based programs about their affiliated colleges.

Although conferring with an immigration expert at a college or uni-
versity is advised, in general, U.S. noncitizens seeking to complete all 
of the necessary education for job entry should consider 2+2 or 3+1 
programs. Since one is an enrolled college student throughout the edu-
cational process, a student visa will cover the entire experience. The year 
of optional practical training (OPT) on the F-1 visa can then apply to 
a year of employment in the United States following graduation. For 
individuals already possessing a bachelor’s degree, applying the OPT to 
an internship is possible. However, gaining admission can be difficult. 
Internship programs may hesitate to admit U.S. noncitizens or nonper-
manent residents since they cannot readily hire the individuals after 
graduation. Institutions vary in their willingness to sponsor immigrants 
for employment.
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Articulation Agreements

An AD in medical laboratory technology does not automatically apply 
to one-half of a bachelor’s degree program in medical technology. Ac-
cepting transfer of credits is at the discretion of the bachelor’s degree 
institution. Some credits may not transfer or may not apply to specific 
courses. Yet some 2-year institutions have what are called articulation 
agreements with 4-year institutions to facilitate transfer without loss of 
credits. When considering an AD program, asking about possible trans-
fer and articulation is advised.

Online Education

Online educational programs are available. Programs vary in how this is 
conducted, but in general, the equivalent of lectures is provided on the 
Internet. Then students must find laboratories near their homes that 
will be willing to train them in the technical phase of the curriculum. 
Another option is to move temporarily to be near a laboratory affiliated 
with the college for the short time required for the clinical experience. 
A listing of online degree programs is available on the Web site of the 
American Society for Clinical Laboratory Science (www.ascls.org).

QUALIFICATIONS FOR ENTRY INTO 
LABORATORY PRACTICE

There are minimal standards for laboratory professionals set by the fed-
eral government. Only a few states add specific additional license require-
ments for laboratory professionals. As a result, employment qualifications 
beyond minimums are the prerogative of the employer in nonlicensing 
states. Although most prefer to hire board-certified professionals with 
formal laboratory science education, they can hire individuals without 
formal education in laboratory science for whom they then provide on-
the-job training (OJT). Each of these routes to qualify for employment 
will be described following an introduction to terminology that is perti-
nent to the regulation of laboratory professionals and laboratories.

Federal Government Regulations Effective in All States

The U.S. Congress passed the Clinical Laboratory Improvement Amend-
ments of 1988 (CLIA 88) to insure that laboratory testing performed in 

www.ascls.org
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any site in the United States would meet quality standards. The Con-
gress wanted to insure that money was well spent for laboratory tests 
paid by the Medicare health insurance program for senior citizens.

CLIA 88 includes provisions governing personnel qualifications for 
what the law calls testing personnel as well as for supervisory personnel. 
The qualifications for testing personnel are correlated to the complexity 
of the test performed—with more complex tests requiring more highly 
qualified personnel. Employers who receive Medicare reimbursement 
(and most do) are responsible for insuring that individuals have the nec-
essary qualifications (education and training) for the complexity of test-
ing they perform.

Individual State Licensing

CLIA 88 is the only federal-level personnel regulation for medical labo-
ratory professionals. As a federal personnel regulation it is somewhat 
unusual. Most governmentally imposed personnel standards are set at 
the state level. This is a state’s right as granted under the U.S. Constitu-
tion. Although states routinely license physicians, nurses, pharmacists, 
and optometrists, for example, state licensing of medical laboratory pro-
fessionals is infrequent, and for the most part, relatively recent. In those 
states with a personnel licensing requirement, it is illegal to perform 
medical laboratory testing without a valid license.

At this writing there are 13 states, plus Puerto Rico, that require per-
sonnel licensure for medical laboratory professionals. A list of the states 
with links to their licensing divisions is available on the Web sites of 
the American Society for Clinical Laboratory Sciences (www.ascls.org) 
and the American Society for Clinical Pathology (www.ascp.org). More 
information on these organizations may be found under Professional Re-
sources included at the end of this section on medical technicians and 
medical laboratory technologists.

The states typically do not recognize a license from another state; 
that is, there is no reciprocity between the states. Most of the state 
licensing laws will recognize national certification as a qualification for 
the license; however, some states may require prospective licensees to 
take a state-specific test. Individuals seeking employment in a licensing 
state must investigate the state’s requirements carefully. States may pro-
vide temporary licenses to allow employment while training or before 
completing the full license requirements.

www.ascls.org
www.ascp.org
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Licensure Renewal

Licenses are typically limited in duration and must be renewed after sev-
eral years. Renewal often requires documentation of continuing education
(CE) such as attendance at conferences or workshops during the license 
period. Acceptable CE providers may include professional organizations, 
educational institutions, manufacturers, employers, and others. The 
states will specify those they will accept as well as how many continuing
education units (CEUs) or hours of instruction must be accumulated.

On-the-Job Training for Entry Into Practice

In states that do not license, employers are free to hire any individual 
that meets CLIA’s minimum requirements. Employers must provide 
specific job training pertinent to the tests the individual will perform. 
The willingness of employers to do on-the-job training will vary. Al-
though being trained on the job allows employment by that institution 
without a formal credential, job mobility and advancement are limited. 
However, work experience can apply toward certification.

VOLUNTARY PROFESSIONAL REGULATION 
OF LABORATORY OCCUPATIONS

Board Certification

Although mandatory state licensing is not routine for medical laboratory 
professionals, voluntary board certification is a routine and a commonly 
expected method for individuals to demonstrate their knowledge and 
qualifications for employment. As mentioned previously, most medical 
laboratory employers prefer to hire certified individuals.

Board certification is offered by certifying agencies sponsored by 
professional membership organizations. In order to achieve board cer-
tification in the generalist laboratory professions, there are three basic 
requirements:

1. Meet the agency’s specified educational requirements includ-
ing minimum credits in sciences and mathematics (see details 
below).

2. Complete a practical experience in a laboratory.
3. Pass the agency’s certifying examination.
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Educational Requirements

Individuals applying for board certification must meet the educational 
requirements for a medical technologist or a medical technician and have 
graduated from an accredited institution. For a more in-depth descrip-
tion of the required education, see the section in this chapter entitled, 
“Education of Medical Laboratory Personnel in the United States.”

Practical Experience

The practical experience can be achieved in either of two ways. The 
fastest way is to complete an accredited educational program that incor-
porates laboratory experience into the curriculum. However, each cer-
tifying agency also allows individuals to qualify for the examination by 
work experience. Because the work requirement may be as much as 4–5 
years, qualifying by this experiential route is not as fast as using formal 
education. Nevertheless, individuals with international credentials who 
are able to find employment in the United States may qualify for the 
U.S. certifying examinations by an experiential route. Even though an 
individual has found employment without U.S. certification, achieving 
certification is desirable because it will enlarge an individual’s employ-
ment options and enhance geographic mobility and job advancement.

Certifying Examinations

The certifying examinations are offered throughout the United States at 
specific locations that differ by agency. Typically there are several sites 
for each agency within each state. When offered by computer, the ex-
aminations can be taken virtually any day of the year. Some agencies 
will provide results at the time the applicant completes the examina-
tion. Details such as these, as well as policies governing the testing and 
eligibility routes, are provided in what is typically called the candidate
handbook available on the Web site of the certifying agency. Anyone 
contemplating a certifying examination should read the candidate hand-
book thoroughly.

Eligibility Criteria

The eligibility criteria for certification vary from one agency to the next. 
These differences mean that an individual may qualify for the medical 
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technologist/clinical laboratory scientist examination from one agency, 
but not the others. Therefore, individuals seeking certification should 
investigate each agency’s requirements to see if they qualify.

As a result of the variability in qualifications for certification among 
the agencies, some employers have a preference for certification from 
particular agencies. Even though a job advertisement specifies the em-
ployer’s preference for a particular agency’s credential, applications may 
still be considered without it. This is especially true when there is a 
shortage of qualified personnel and no one with the preferred credential 
applies for a given job.

Special Considerations for International Certification 
Applicants’ Academic Degrees

Individuals with international academic degrees must have their tran-
scripts evaluated by a credential evaluation service to determine compa-
rability to a U.S. degree. The candidate handbook for a given certifying 
agency will list acceptable transcript evaluation firms, although almost 
any reputable firm is accepted. Reputable transcript evaluation agencies 
can be found through the National Association of Credential Evaluation 
Services (NACES) at www.naces.org.

Qualifying by Work Experience

Individuals educated outside the United States may be eligible for ex-
aminations offered by NCA without any additional education or experi-
ence. To be eligible they must possess an academic degree comparable 
to a U.S. degree and have work experience in an international labora-
tory that is accredited through a U.S. laboratory accrediting agency,
such as the College of American Pathologists (CAP). The NCA Can-
didate Handbook lists acceptable U.S. laboratory accrediting agencies. 
The Web sites of the agencies will usually list accredited laboratories 
so individuals can determine if their experience was in one of those 
laboratories.

Certifying Agencies

The three certifying agencies most widely recognized in the United 
States have been the Board of Registry of the American Society 
for Clinical Pathology (BOR), the National Credentialing Agency 

www.naces.org
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for Laboratory Personnel (NCA), and American Medical Technologists 
(AMT). Each agency had different standards and administered different 
examinations. Effective October 23, 2009, the BOR and NCA unified 
their certification programs into a single agency, known as the ASCP 
Board of Certification (BOC). NCA was dissolved as a corporation. Cur-
rent and active certifications at the time of the merger were transferred 
to the ASCP BOC; no examination was required for the transfer. The 
“ASCP” suffix is attached to all BOC certifications. Medical technolo-
gists (MT) and clinical laboratory scientists (CLS) are called Medical 
Laboratory Scientists (MLS) and the designation is MLS(ASCP).

Board certification is typically granted for a limited period, like 
3 years. In order to maintain active certification beyond that period, 
certificants must document completion of continuing education units 
(CEUs). The number of CEUs required annually is specified by the par-
ticular agency, as are acceptable providers and topics.

BOR Examination

The Board of Registry (BOR) offers in-country examinations in a num-
ber of countries such as Korea and the Philippines. These examinations 
are the same as the U.S. BOR exams with the exception of any country-
specific regulatory questions. Individuals possessing an international 
BOR certificate may find U.S. employers that consider this equivalent 
to U.S. certification. Such recognition of international BOR certificates 
is at the discretion of each employer, however, and some may not ac-
cept it as equivalent to the U.S. certification. Individuals may still gain 
initial employment so they can complete U.S. practical experience and 
then qualify for the U.S. version of the BOR certifying examination, if 
required by their employer. Current information on the BOC examina-
tion can be found at http://www.ascp.org.

NCA Examination

Individuals with international degrees comparable to U.S. degrees plus 
international work experience, even in nonaccredited laboratories, may 
be eligible to sit for the NCA examination through a program called 
Temporary Status by Qualification (TSQ). If they are determined to 
be eligible and they pass the examination, these individuals earn TSQ 
status for a limited period of time. During the TSQ period they may 
find U.S. employment by virtue of being able to prove they have passed 
a U.S. credentialing examination. Then the TSQ holders can complete 

http://www.ascp.org
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the experience requirement for their credentials and convert their TSQ 
to full certification. However, employers will vary in their willingness to 
recognize TSQ. Check the ASCP website at http://www.ascp.org to con-
firm continuation of this policy.

AMT Examination

American Medical Technologists (AMT) is the only agency that will ac-
cept international experience as fully equivalent to U.S. experience for 
candidates qualifying by experiential routes. Thus, international candi-
dates may not need to augment recent international experience at all to 
be eligible for AMT examinations.

SCOPE OF PRACTICE FOR U.S. MEDICAL 
LABORATORY PROFESSIONALS

The distinction between the scope of practice of MTs and MLTs has 
been based on the difference in educational level. The background pro-
vided to MTs by virtue of a baccalaureate degree is meant to support 
the application of independent judgment to solve unfamiliar problems 
and develop new techniques. They may act as supervisors and labo-
ratory managers or conduct training and education for other labora-
tory staff members. MTs will typically perform the more unusual and 
complicated tests. MLTs perform the bulk of routine tests under the 
supervision of MTs and solve common problems using preestablished 
protocols.

Categorical Certifications

At the baccalaureate level, some individuals may be educated or trained 
in just one area of clinical pathology testing such as clinical chemistry 
or clinical microbiology. They can then earn a professional credential in 
that single area. These credentials are known as categorical certifications
since they qualify an individual to work in just that one category of the 
generalist’s scope of practice. The U.S. scope of practice for medical 
technologists/technicians does not include histology (tissue processing), 
cytology (examination of cells for cancer detection), cytogenetics (ex-
amination of karyotypes), or histocompatibility (tissue typing) testing. 
Individuals specialize in these separate areas of laboratory testing and a 
separate credential is available in each discipline.

http://www.ascp.org


186 The Official Guide for Foreign-Educated Allied Health Professionals

Relationships With Other Health Care Providers

In addition to the specialists previously mentioned, medical technologists 
and technicians work closely with pathologists who are medical doctors 
specializing in laboratory testing and often acting as the director of the 
laboratory. In larger laboratories there are also nonphysicians who hold 
doctor of philosophy (PhD) degrees. Most often these individuals are 
responsible for the management and supervision of individual depart-
ments of clinical chemistry, clinical microbiology, molecular diagnostics, 
or immunology.

One other group of professionals on whom medical technologists and 
technicians rely heavily is phlebotomists. Though phlebotomy (i.e., 
venesection) and capillary puncture are part of the scope of practice 
for generalist professionals, most institutions hire high school (second-
ary school) educated individuals and train them to specialize in blood 
collections.

ETHICAL PRACTICE

The trust patients must place in professionals is the foundation of the 
professional relationship. The professional practitioner has the obliga-
tion to perform his or her duties in a manner that is worthy of that trust 
and that places the well-being of the patient in the forefront. To do so, 
professionals are expected to adhere to the highest principles of ethical 
conduct. Veatch and Flack (1997) list five principles of ethics to which 
health professionals must adhere. For laboratory professionals, those 
that are most directly applicable are:

Benefiting the client and others, which means doing the best ■

job possible including performing tasks according to proce-
dures and staying current in one’s knowledge with continuing 
education.
Autonomy, which means respecting patients’ right to make their ■

own decisions, such as not having a test drawn or having access to 
their medical records.
Veracity, which means telling the truth if a patient asks about the ■

purpose of a test.
Fidelity, which means being trustworthy, especially in maintain-■

ing patient confidentiality.
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Patient Confidentiality

In the United States, the issue of patient confidentiality is so important 
that it has been incorporated into a federal law as part of the Health 
Information Portability and Accountability Act of 1996 (HIPAA). In 
short, HIPAA forbids the disclosure of patient health information to 
others, including family members, unless the patient grants permission 
for the disclosure. Professionals involved in the patient’s direct care 
are permitted access to the information that they need in order to per-
form their duties, but may not have access to all information; that is, 
they can access what they “need to know.” Employee orientation at any 
health care institution will include training on the details of the HIPAA 
privacy rule and the manner in which the institution complies with it.

Responsibility to Colleagues

Beyond their ethical responsibilities to patients, health professionals 
have responsibilities to their colleagues to:

help perpetuate the profession by teaching the next generation of ■

professionals;
participate in establishing standards for entry to the profession ■

and enforcing those standards through professional credentialing 
mechanisms;
conduct research to advance the body of knowledge in the profes-■

sion while protecting the current scope of practice; and
advocate for the profession in public arenas, such as influencing ■

government regulations, and in private areas as with employers, 
to influence the compensation and respect for the profession.

As an example, the Code of Ethics of the American Society for Clinical 
Laboratory Science (http://www.ascls.org/about/ethics.asp) embodies 
these ethical obligations to patients and colleagues.

Each person will not be able to participate in every one of these 
professional roles. That is one reason why professionals join profes-
sional organizations (associations or societies). Professional societies 
are involved in each of these areas, so members participate indirectly 
through their membership. Then if a member wants to take an active 
role in any of these, the opportunity is available for more active and 
 direct participation.

http://www.ascls.org/about/ethics.asp
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SUMMARY

Navigating the complexities of clinical laboratory employment in the 
United States can be simplified by consulting the resources provided by 
state licensing authorities, national certifying agencies, and professional 
associations. The directors of NAACLS-accredited educational programs 
are excellent resources for employment advice as well as education and 
certification information. The good news is that a shortage of qualified 
clinical laboratory professionals in the United States offers international 
professionals improved opportunities for employment.

PROFESSIONAL RESOURCES

National Accrediting Bodies for Educational Programs

Accrediting Bureau of Health Education Schools (ABHES)

7777 Leesburg Pike, Suite 314
N. Falls Church, VA 22043
Phone 703-917-9503
Fax 703-917-4109
www.abhes.org

National Accrediting Agency for Clinical Laboratory Sciences 
(NAACLS)

5600 N. River Rd., Suite 720
Rosemont, IL 60018-5119
Phone 773-714-8880
Fax 773-714-8886
www.naacls.org

Certification Agencies for Generalist Laboratory 
Professionals

American Medical Technologists

10700 West Higgins Rd, Suite 150
Rosemont, IL 60018
Phone 847-823-5169
Fax 847-823-0458
www.amt1.com

www.abhes.org
www.naacls.org
www.amt1.com
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Board of Registry of the American Society for Clinical Pathology

33 West Monroe Street, Suite 1600
Chicago, IL 60603
Phone 800-267-2727, option 2, 2
Fax 312-541-4845
http://www.ascp.org/FunctionalNavigation/certification.aspx

National Credentialing Agency for Laboratory Personnel

PO Box 15945-289
Lenexa, KS 66285
Phone 913-895-4613
Fax 913-895-4652
www.nca-info.org

Professional Associations for Generalist Laboratory 
Professionals

American Medical Technologists and its active state chapters

10700 West Higgins Rd, Suite 150
Rosemont, IL 60018
Phone 847-823-5169
Fax 847-823-0458
www.amt1.com

American Society for Clinical Laboratory Science and its active 
state chapters

6701 Democracy Boulevard, Suite 300
Bethesda, MD 20817
Phone 301-657-2768
Fax 301-657-2909
www.ascls.org

American Society for Clinical Pathology

33 West Monroe Street, Suite 1600
Chicago, IL 60603
Phone 800-267-2727, option 2
Fax 312-541-4472
www.ascp.org

http://www.ascp.org/FunctionalNavigation/certification.aspx
www.nca-info.org
www.amt1.com
www.ascls.org
www.ascp.org
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Organizations Establishing and Enforcing Laboratory 
Standards

Centers for Medicare and Medicaid Services (CMS) (enforces the 
Clinical Laboratory Improvement Amendments of 1988)

CMS Baltimore Headquarters Telephone Numbers

Toll-Free: 877-267-2323 (Employee directory available)
Local: 410-785-3000
http://www.cms.hhs.gov/clia/

College of American Pathologists (Laboratory Accreditation 
Program)

325 Waukegan Road
Northfield, IL 60093-2750
Phone 800-323-4040
Fax 847-832-8000
http://www.cap.org/apps/cap.portal?_nfpb=true&_pageLabel=
accreditation

Clinical and Laboratory Standards Institute (establishes U.S. and 
international standards for laboratory testing procedures)

940 West Valley Road, Suite 1400
Wayne, PA 19087
Phone 610-688-0100
Fax 610-688-0700
www.clsi.org

State Licensing Authorities

Links for state licensing authorities are available on the Web site of the 
American Society for Clinical Laboratory Science at http://www.ascls.
org/jobs/grads/personnellicensure.pdf and also at the Web site of the 
American Society for Clinical Pathology, which is http://www.ascp.org/
FunctionalNavigation/certification/International/StateLicensureAgen
cies.aspx.

http://www.cms.hhs.gov/clia/
http://www.cap.org/apps/cap.portal?_nfpb=true&_pageLabel=accreditation
http://www.cap.org/apps/cap.portal?_nfpb=true&_pageLabel=accreditation
www.clsi.org
http://www.ascls.org/jobs/grads/personnellicensure.pdf
http://www.ascls.org/jobs/grads/personnellicensure.pdf
http://www.ascp.org/FunctionalNavigation/certification/International/StateLicensureAgencies.aspx
http://www.ascp.org/FunctionalNavigation/certification/International/StateLicensureAgencies.aspx
http://www.ascp.org/FunctionalNavigation/certification/International/StateLicensureAgencies.aspx
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Agencies Conducting Academic Transcript Evaluations

Links are available to individual agencies conducting academic transcript 
evaluations from the National Association of Credential Evaluation Ser-
vices (NACES) at http://www.naces.org/members.htm.

Online Clinical Laboratory Educational Programs

Directory available at the Web site of the American Society for Clinical 
Laboratory Science at http://www.ascls.org/leadership/sa/esa.asp#CLEP-
Online.

http://www.naces.org/members.htm
http://www.ascls.org/leadership/sa/esa.asp#CLEPOnline
http://www.ascls.org/leadership/sa/esa.asp#CLEPOnline
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OCCUPATIONAL THERAPY

SCOTT MCPHEE

Keywords

Accreditation Council for Occupational Therapy Education 
(ACOTE): The accrediting body of the American Occupational 
Therapy Association. ACOTE accredits approximately 275 occu-
pational therapy and occupational therapy assistant educational 
programs.

American Occupational Therapy Association (AOTA): The na-
tional professional association established in 1917 to represent the 
interests and concerns of occupational therapy practitioners and stu-
dents of occupational therapy and to improve the quality of occupa-
tional therapy services.

National Board for Certification in Occupational Therapy, 
Inc. (NBCOT®): A not-for-profit credentialing agency that pro-
vides certification for the occupational therapy profession.

Occupation: The means through which a client achieves therapeu-
tic goals for maximum independence and life satisfaction.

Occupational therapist (OT): Occupational therapists use treat-
ments to develop, recover, or maintain the daily living and work skills 
of their patients. They work with individuals, families, groups, and 
populations to facilitate health and well-being through engagement 
or reengagement in occupation.

Occupational therapy assistant (OTA): Occupational therapy 
assistants work under the direction of occupational therapists to 
provide rehabilitative services to persons with mental, physical, 
emotional, or developmental impairments.

Trademark: A distinctive sign or indicator used by an individual to 
identify that the services provided by the individual are unique. The 
trademark distinguishes the services provided from those of other 
entities. Occupational Therapist Registered (OTR) and Certified Oc-
cupational Therapy Assistant (COTA) are examples of trademarks.

World Federation of Occupational Therapists (WFOT): Key
international representative organization for occupational therapists 
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and occupational therapy around the world and the official inter-
national organization for the promotion of occupational therapy. 
Founded in 1952, WFOT currently has 66 member associations.

Occupational therapy is a profession that provides skilled treatment 
to help individuals attain independence in performing activities of daily 
living. Occupational therapists work with individuals and groups who 
have experienced impairment in bodily functioning to enhance their 
ability to participate in everyday life and to modify their environment so 
that participation can be achieved.

HISTORY OF OCCUPATIONAL THERAPY 
IN THE UNITED STATES

A relatively new profession, occupational therapy’s U.S. roots can be 
traced back to just the first part of the 20th century. However, the idea 
behind the healing effects of purposeful activity (occupation) has been 
taught for several centuries by such notables as Asclepiades, Celsus, and 
Pinel (Licht, 1983). The first recorded evidence of occupation as a heal-
ing form dates to the ancient Egyptians. The healing arts of that time 
used various forms of work, music, exercise, and recreation as part of the 
recuperative process.

Occupational therapy’s philosophical base is firmly established in the 
moral treatment movement of the early 19th century (Licht, 1983). Dur-
ing the late 18th century, the use of physical exercises and manual occu-
pations were prescribed for the treatment of mental disorders. Following 
World War II, the profession saw a major shift in services provided. 
Three areas of occupational therapy evolved: physical dysfunction, psy-
chosocial dysfunction, and pediatrics. Along with this delineation of spe-
cialization there was a corresponding development of theories, frames 
of reference, and models of practice to demonstrate the unique qualities 
associated with occupational therapy practice (Schwartz, 2003).

EDUCATION FOR ENTRY INTO PRACTICE

The occupational therapist (OT) and the occupational therapy as-
sistant (OTA) make up the two professional levels within the field of 
occupational therapy. Each level requires completion of a professional 
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curriculum that meets the education standards set by the Accredita-
tion Council for Occupational Therapy Education (ACOTE). The 
ACOTE establishes the educational standards for all education programs. 
Education comprises both the didactic as well as the clinical education 
requirements. Upon successful completion of an accredited course of 
instruction, the graduate is eligible to take a national certification exami-
nation, which is a requirement by most states before being allowed to 
practice occupational therapy.

Occupational Therapists

An occupational therapist (OT) has two educational entry options by 
which to prepare to practice occupational therapy. Beginning in 2007, 
a postbaccalaureate degree in occupational therapy was the lowest level 
of degree required of individuals entering the profession. This is gener-
ally a 2-year course of instruction with an emphasis on clinical train-
ing. Beginning in 2008, a clinical doctorate degree was approved as an 
alternate way to enter the profession. Completion of a clinical Doctor 
of Occupational Therapy entails 3 years of full-time study. The doctoral 
degree focuses on clinical practice skills, research skills, administration, 
leadership, program and policy development, advocacy, education, and 
theory development. Both degree paths are offered at universities and 
must meet the educational standards set by ACOTE.

Occupational therapists are skilled practitioners whose education 
includes the study of human growth and development with specific em-
phasis on the social, emotional, and physiological effects of illness and in-
jury. Coursework in occupational therapy programs include the physical, 
biological, and behavioral sciences as well as the application of occupa-
tional therapy theory and skills. Programs also require the completion of 
6 months of supervised fieldwork (Bureau of Labor Statistics, 2009a).

Occupational Therapy Assistant

An occupational therapy assistant (OTA) works under the direction of an 
occupational therapist to provide services to persons with mental, physi-
cal, emotional, or developmental impairments. After high (secondary) 
school, an OTA completes a 2-year education program, accredited by 
ACOTE, and typically offered through community colleges.

The first year of study typically involves an introduction to health 
care, basic medical terminology, anatomy, and physiology. In the second 
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year, courses are more rigorous and usually include occupational thera-
pist courses in areas such as mental health, adult physical disabilities, 
gerontology, and pediatrics. Students also must complete 16 weeks of 
supervised fieldwork in a clinic or community setting (Bureau of Labor 
Statistics, 2009b).

OBTAINING A LICENSE

Graduates of an accredited occupational therapy program are eligible to 
take a national certification examination as part of their requirement to 
practice occupational therapy. The National Board for Certification 
in Occupational Therapy, Inc. (NBCOT®) is the national certifica-
tion organization that offers the certification examination. The NBCOT 
was established as a means to protect the public as well as to ensure that 
individuals entering the profession of occupational therapy meet mini-
mum standards that demonstrate their readiness to practice in the pro-
fession. NBCOT monitors the development, administration, and review 
of standards that represent reliable indicators of competence for entry 
into practice. The organization has certified over 175,000 OT and OTA 
practitioners and their examination is used by all 50 states, Guam, Puerto 
Rico, and the District of Columbia as a basis for licensing these practi-
tioners (National Board for Certification in Occupational Therapy, 2009a).

Philosophy of States’ Rights

Each state sets its own rules and regulations for occupational therapy 
practice regardless if it is by licensure, registration, certification, or 
trademark. Each occupational therapy practitioner has the respon-
sibility to be aware of and comply with all state laws and regulations. 
Although each state establishes its own regulations for the practice of 
occupational therapy within its jurisdiction, most will use the American
Occupational Therapy Association (AOTA) guidelines as a way to 
define standards for practice and the NBCOT examination to determine 
competency for entry-level practice.

Licensure Renewal

Each state will determine its licensure renewal requirements. Many will 
require demonstration of continued competence to practice as evidenced 
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by completion of continuing education programs. Each state sets the num-
ber of required hours of continuing education. Individual state rules and 
regulations governing occupational therapy practice can be viewed at the 
AOTA Web site: http://www1.AOTA.org/state_law/lawprofile.asp. Ad-
dresses and Web sites for each state occupational therapy licensing or reg-
istration organization can be found at http://www1.AOTA.org/state_law/
reglist.asp.

STATUTORY LICENSE AND CERTIFICATION 
REQUIREMENTS

Certification Examination

As previously noted, all 50 states, Guam, Puerto Rico, and the District 
of Columbia require NBCOT certification for licensure of occupational 
therapy practitioners. Candidates seeking certification as an occupational 
therapist (OTR) or an occupational therapy assistant (COTA) must sat-
isfy the following criteria to be granted certification:

OTR candidates must graduate from an NBCOT-recognized oc-■

cupational therapy education program at the postbaccalaureate 
degree level. COTA candidates must graduate from an accredited 
U.S. occupational therapy education program at the associate or 
technical degree level.
Candidates must complete appropriate clinical fieldwork ■

requirements.
Candidates must apply for and attain a passing score on the OTR ■

or COTA national certification examination.
Candidates must agree to adhere to the standards of the NBCOT ■

Candidate/Certificant Code of Conduct.

To maintain the OTR or COTA certification status, certificants must 
satisfy a 36-unit requirement of professional development activities 
every three years (NBCOT, 2009b).

Foreign-Educated Occupational Therapists

Foreign-educated occupational therapists with baccalaureate de-
grees seeking eligibility to take the Certification Examination for Oc-
cupational Therapist Registered OTR® must first be approved through 

http://www1.AOTA.org/state_law/lawprofile.asp
http://www1.AOTA.org/state_law/reglist.asp
http://www1.AOTA.org/state_law/reglist.asp
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the NBCOT Occupational Therapist Eligibility Determination (OTED) 
Program. OTED applicants are classified as either Category A or Cate-
gory B.

Category A:■  Has been awarded a postbaccalaureate degree 
from an occupational therapy education program recognized 
by NBCOT (World Federation of Occupational Therapists 
[WFOT] approved).
Category B:■  Has graduated from an accredited occupational 
therapy education program recognized by NBCOT (ACOTE or 
WFOT approved) and must present evidence of academic equiv-
alence to U.S. occupational therapy educational standards.

Examination Administration

The NBCOT certification examination is administered at Prometric 
Test Centers worldwide. To insure the integrity of its testing process, 
Prometric maintains stringent security standards in its test centers and 
across its network.

In order to obtain authorization to take the certification examination, 
eligible applicants must submit a Certification Examination Application 
to NBCOT. Once approved, applicants will be instructed to contact 
Prometric to schedule their examination (NBCOT does not schedule 
exams). The examinations are computer-delivered and candidates are 
provided 4 hours to take the examination (NBCOT, 2009).

Since June 15, 2009, NBCOT only accepts credit card payments 
(MasterCard and Visa) for examination applications and related ser-
vices such as score transfer and confirmation of examination eligibility 
notices. Candidates applying for the examination (OTR® or COTA®) 
must pay by submitting a credit card at the time of application submis-
sion. No off-line payments will be accepted. NBCOT made this change 
to increase security and decrease processing time—enabling candidates 
to move through the eligibility process in a shorter period of time. Ad-
ditional information and an applicant handbook may be accessed at the 
NBCOT Web site, http://www.nbcot.org.

SCOPE OF PRACTICE

Occupational therapy is “the art and science of helping people do the 
day-to-day activities that are important and meaningful to their health 

http://www.nbcot.org
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and well-being” (Crepeau, Cohn, & Schell, 2009, p. 217). Occupational 
therapy practitioners help patients improve their ability to perform tasks 
of daily living (such as dressing, grooming, meal preparation, child care, 
etc.) and their work environments (such as job performance). Occupa-
tional therapists work with individuals who suffer from mental, physical, 
developmental, or emotionally disabling conditions. The focus is on the 
ability to perform activities of daily living (ADL).

Activities of daily living can include such activities as dressing, cook-
ing, eating, bathing, using a computer, and other functional tasks. These 
tasks are meaningful activities that are important to the client as deter-
mined by the client-centered intervention model used in occupational 
therapy practice. This model stresses the importance of including the 
client in the decision-making process who then becomes an active con-
tributor to the intervention process and goals.

Patient Self-Care

The occupational therapy practitioner evaluates the self-care, work, and 
leisure skills of individuals and then, in collaboration with the client, 
plans for and implements treatment programs that emphasize social and 
interpersonal activities to develop, restore, and/or maintain that indi-
vidual’s ability to perform their daily living activities. The therapist’s pri-
mary goal is to improve basic motor functions and cognitive reasoning 
abilities. If this is unattainable, individuals can be taught to compensate 
for permanent loss of function. An example of this might be to modify 
one’s home to make it wheelchair accessible. The ultimate goal is to re-
turn the person to a productive and satisfying lifestyle.

Physical Rehabilitation

Occupational therapy intervention in physical rehabilitation might in-
clude activities to increase strength and dexterity or training in daily liv-
ing skills through adaptive or compensatory measures. For individuals 
with a cognitive or perceptual disability, activities may be chosen to im-
prove recall, visual acuity, or the ability to discern patterns. Examples of 
such activities may take various forms:

A patient who has had a stroke makes a sandwich with adapted ■

tools that increase independence and promote improvement in 
perceptual motor skills.
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A child with developmental delays plays with toys/games selected ■

by the occupational therapist to improve fine motor coordination 
and strength so that the child can function well in school.
A person with short-term memory loss makes lists to aid recall.■

A person with coordination problems might undertake craft ac-■

tivities to improve eye-hand coordination.
Elders with decreased energy or endurance benefit from environ-■

mental modifications.
Children with learning disabilities are involved in play sessions to ■

help enhance their sensory integration ability.

Occupational therapy practitioners working with individuals who have 
traumatic brain injuries might use specially designed computer programs 
to help improve decision making, abstract reasoning, problem solving, 
and perceptual skills, as well as memory, sequencing, and coordination, 
all of which are important for independent living. Other treatments can 
include the fitting and training in the proper use of wheelchairs, pros-
thetic appliances, assistive devices for eating, dressing, ambulation, and 
communication. Also important is consulting for the designing or build-
ing of the special equipment needed to improve independence at home 
or at work, for example, modification of bathrooms for safety, or rear-
ranging workspace environments to decrease energy consumption.

Practice Settings

Fisher and Keehn (2007) report that there are approximately 104,000 
licensed occupational therapists and 32,000 licensed certified occupa-
tional therapy assistants practicing in the United States. These occupa-
tional therapy practitioners can be found working in a wide range of 
areas, including physical rehabilitation (inpatient/outpatient hospitals 
and private practices), pediatrics (i.e., early intervention, sensory inte-
gration, school systems, etc.), special assistive technology clinics, con-
sulting with work and industry, home health, mental health hospitals/
clinics, and administration, to name a few. AOTA (2006a) reports that 
the three top states that employ occupational therapy practitioners are 
California, New York, and Pennsylvania. The majority (52.6%) of prac-
ticing therapists are employed in schools, early intervention programs, 
and hospitals. Practitioners who work with children (birth to 21 years) 
make up 35% of the workforce while 29.6% of practitioners work with 
adults over the age of 65 years.
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Growth and Shortage Areas

Currently, there is a shortage of occupational therapy practitioners in 
the United States and a predicted future shortage. The median age 
of OTs in the United States has increased from 36 in 1990 to 42 in 
2006. Shortages have been identified in acute care hospitals, inpa-
tient rehabilitation, skilled nursing facilities, and home health care 
(Fisher & Keehn, 2007). Shortages are more severe in rural areas 
than in urban or suburban areas. The strongest growth areas for occu-
pational therapy are in the South Atlantic, North Central, and South 
Central geographic regions of the United States, which have aver-
aged a 4% annual increase since 2000. Steady growth and a demand 
for occupational therapy services have been seen in school systems 
and early intervention programs. Further, the need for rehabilitation 
services is growing in assisted living facilities. Salaries for entry-level 
occupational therapists in the United States for full-time, 12-month 
contracts generally fall in the $55,000–$62,000 range. Salaries will 
differ depending upon the geographic region and area of practice 
(AOTA, 2006a).

ETHICAL AND LEGAL CONSIDERATIONS IN PRACTICE

AOTA has publicly stated its ethical principles that promote high standards 
of conduct for occupational therapy practitioners. These principles dem-
onstrate a commitment by practitioners to “promoting inclusion, diversity, 
independence, and safety for all recipients in various stages of life, health, 
and illness” (AOTA, 2005, p. 639). Occupational therapy practitioners 
have a responsibility to provide ethical treatment to recipients of care and 
to society as a whole. The following excerpt is from the official statement 
of commitment to seven ethical principles as established by AOTA:

Occupational Therapy Personnel Shall:

Principle 1. Demonstrate a concern for the safety and well-being 
of the recipients of their services (Beneficence).

Principle 2. Take measures to ensure a recipient’s safety and 
avoid imposing or inflicting harm (Nonmaleficence).

Principle 3. Respect recipients to assure their rights (Autonomy, 
Confidentiality).
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Principle 4. Achieve and continually maintain high standards of 
competence (Duty).

Principle 5. Comply with laws and association policies guiding 
the profession of occupational therapy (Procedural Justice).

Principle 6. Provide accurate information when representing 
the profession (Veracity).

Principle 7. Treat colleagues and other professionals with re-
spect, fairness, discretion, and integrity (Fidelity). (American 
Occupational Therapy Association, 2005).

Commitment to ethical practice can be demonstrated through pro-
fessional behaviors. As a guideline, AOTA has presented the following 
professional behaviors that reflect a high level of ethics.

Honesty: Professionals must be honest with themselves, must be 
honest with all with whom they come in contact, and must know 
their strengths and limitations.

Communication: Communication is important in all aspects of oc-
cupational therapy. Individuals must be conscientious and truthful 
in all facets of written, verbal, and electronic communication.

Ensuring the common good: Occupational therapy personnel are ex-
pected to increase awareness of the profession’s social responsibili-
ties to help ensure the common good.

Competence: Occupational therapy personnel are expected to work 
within their areas of competence and to pursue opportunities to up-
date, increase, and expand their competence.

Confidential and protected information: Information that is confi-
dential must remain confidential. This information cannot be shared 
verbally, electronically, or in writing without appropriate consent. 
Information must be shared on a need-to-know basis only with those 
having primary responsibilities for decision making.

Conflict of interest: Avoidance of real or perceived conflict of inter-
est is imperative to maintaining the integrity of interactions.

Impaired practitioner: Occupational therapy personnel who cannot 
competently perform their duties after reasonable accommodation 
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are considered to be impaired. The occupational therapy practi-
tioner’s basic duty to students, patients, colleagues, and research sub-
jects is to ensure that no harm is done. It is difficult to report a 
professional colleague who is impaired. The motive for this action 
must be to provide for the protection and safety of all, including the 
person who is impaired.

Sexual relationships: Sexual relationships that occur during any pro-
fessional interaction are forms of misconduct.

Payment for services and other financial arrangements: Occupational
therapy personnel shall not guarantee or promise specific outcomes 
for occupational therapy services. Payment for occupational therapy 
services shall not be contingent on successful outcomes.

Resolving ethical issues: Occupational therapy personnel should uti-
lize any and all resources available to them to identify and resolve 
conflicts and/or ethical dilemmas (AOTA, 2006b).

PROFESSIONAL RESOURCES

American Occupational Therapy Association

In 1917, notables such as Doctors Adolf Meyer and William Rush Dun-
ton (both psychiatrists), Thomas Kidner and George Barton (both ar-
chitects), and Eleanor Clarke Slagle (a reformer and early occupational 
therapist) influenced the formation of an organization that would be-
come the American Occupational Therapy Association (AOTA). This 
group of occupational therapy pioneers came to the realization that en-
gaging in meaningful activity is healing.

Today, AOTA represents the interests of occupational therapy practi-
tioners in the United States. Several commissions are established within 
AOTA to manage the affairs of occupational therapy. These include the 
Commissions on Education, Practice, Ethics, and Professional Develop-
ment. These commissions, in turn, provide oversight for the profession 
within each of their areas to ensure that occupational therapy education 
and practice comply with a set of standards believed to be in the best 
interest of the profession as well as the public for whom it serves. Infor-
mation about AOTA can be found at http:www.AOTA.org.

AOTA will be 100 years old in 2017. Its centennial vision states that 
by the year 2017 occupation therapy will be recognized as “a powerful, 

www.AOTA.org
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widely recognized, science-driven, and evidence-based profession with a 
globally connected and diverse workforce meeting society’s occupational 
needs” (AOTA, 2007, p. 613). This statement demonstrates the intent of 
the profession to continue to base evaluations and intervention strate-
gies on available research. It also seeks to collaborate with international 
partners to work to meet the occupational needs of clients.

World Federation of Occupational Therapists (WFOT)

The World Federation of Occupational Therapists (WFOT) was 
established formally at meetings held in England in 1952 by represen-
tatives from seven countries with occupational therapy associations. In 
1959 WFOT joined the World Health Organization (WHO) and in 1963 
it was recognized as a nongovernmental organization (NGO) by the 
United Nations (UN). Today there are 57 country member associations. 
The WFOT mission is that it “promotes occupational therapy as an art 
and science internationally. The Federation supports the development, 
use and practice of occupational therapy worldwide, demonstrating its 
relevance and contribution to society” (WFOT, 2007).

WFOT manages five distinct programs: education and research, 
promotion and development, standards and quality, international co-
operation, and executive programs. To meet its education and research 
mandate, it developed minimal standards for the education of occupa-
tional therapists in 2002 and a companion guide explaining the process 
for approving education programs in 2004. The American Occupational 
Therapy Association recognizes WFOT and graduates of approved 
WFOT education programs have been eligible to apply for visas to prac-
tice in the United States. Information on WFOT may be accessed at 
http://www.wfot.org.

SUMMARY

Occupational therapists help patients improve their ability to perform 
tasks in living and working environments. They work with individuals 
who suffer from a mentally, physically, developmentally, or emotionally 
disabling condition. Occupational therapists use treatments to develop, 
recover, or maintain the daily living and work skills of their patients. The 
practitioner helps clients not only to improve their basic motor functions 
and reasoning abilities, but also to compensate for permanent loss of 

http://www.wfot.org
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function. The goal is to help clients have independent, productive, and 
satisfying lives.

Employment of occupational therapists is expected to grow much 
faster than the average for all occupations, with the increasing elderly 
population driving growth in the demand for occupational therapy 
services.
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PHYSICAL THERAPY
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Keywords

American Physical Therapy Association (APTA): The national 
professional organization for physical therapists representing more 
than 72,000 members. Its goal is to advocate for the advancement of 
physical therapy practice, research, and education.

Americans with Disabilities Act: The 1990 civil rights law that pro-
hibits, under certain circumstances, discrimination based on disability.

Commission on Accreditation in Physical Therapy (CAPTE): 
The accreditation agency recognized by the U.S. Department of 
Education and the Council for Higher Education Accreditation to 
accredit entry-level physical therapist and physical therapist assis-
tant education programs.

Federation of State Boards of Physical Therapy (FSBPT):
Organization that develops and administers the National Physical 
Therapy Examinations for both physical therapists (PT) and physical 
therapist assistants (PTA).

National Physical Therapy Examinations: Examinations that 
assess the basic, entry-level competence for first-time licensure or 
registration as a physical therapist (PT) or physical therapist assistant 
(PTA) within 53 U.S. states and jurisdictions.

Physical therapists (PTs): Physical therapists provide services that 
help restore function, improve mobility, relieve pain, and prevent or 
limit permanent physical disabilities of patients suffering from inju-
ries or disease. They restore, maintain, and promote overall fitness 
and health.

Physical therapist assistants (PTAs): Physical therapist assistants 
and aides help physical therapists to provide treatment that improves 
patient mobility, relieves pain, and prevents or lessens physical dis-
abilities of patients.

Physical therapy: A health care profession that provides services to 
clients in order to develop, maintain, and restore maximum move-
ment and functional ability throughout life.



206 The Official Guide for Foreign-Educated Allied Health Professionals

Physical therapy is a profession that is dynamic and interactive. 
Physical therapy is provided by physical therapists (PTs) who are es-
sential members of the health care delivery system. PTs provide diagnosis 
and management of movement dysfunction and work to enhance physi-
cal and functional abilities and performance. They also play a role in the 
promotion of fitness and wellness to enhance quality of life as it relates to 
movement and health. In most states, physical therapy can be provided 
only by qualified PTs or by physical therapist assistants (PTAs) work-
ing under the supervision of a PT (American Physical Therapy Associa-
tion, 2008; Federation of State Boards of Physical Therapy, 2008).

EDUCATION FOR ENTRY INTO PRACTICE

Physical therapists (PTs) must hold a degree from an accredited entry-
level (professional) program and a license in order to practice. The de-
grees currently offered are master’s degrees and the Doctor of Physical 
Therapy (DPT) degree. There are 210 accredited PT education programs 
in the United States and over 190 of these programs currently provide 
entry-level education with the DPT. It is anticipated that by 2010, almost 
all programs will have made the transition from the master’s degree to 
the DPT.

PT education programs require prerequisite courses that generally 
include the basic sciences of anatomy and physiology, chemistry, and 
physics as well as social science and liberal arts courses. Students in-
terested in a career in physical therapy are encouraged to have strong 
interpersonal skills because they will be required to communicate with 
patients, patients’ families and other caregivers, and other health care 
professionals. They also provide education about patients’ physical 
therapy treatment and goals. PTs are expected to continue their pro-
fessional development by participating in continuing education courses 
and other professional development activities such as residencies and 
fellowships.

Accreditation

Accreditation of physical therapy education for both PTs and physical 
therapist assistants (PTAs) is under the auspices of the Commission
on Accreditation in Physical Therapy Education (CAPTE). An ac-
credited program must meet certain standards and criteria established 
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by CAPTE. Additional information is available at the CAPTE Web site, 
www.apta.org/capte. The role of CAPTE is to establish and apply stan-
dards for quality education through the constant evaluation and consid-
eration of the state of practice and the health care needs of the public 
(CAPTE, 2008a).

OBTAINING A LICENSE

In most states, health care practitioners must be licensed to provide 
clinical services, and this is true for PTs: a license is required to practice 
in all U.S. jurisdictions. A license is evidence that the state (or other 
jurisdiction) has recognized an individual’s qualification to practice 
within the parameters of the state law (i.e., state statute, practice act). 
A license is not guaranteed; rather, one must apply for the license and 
show evidence that he or she is qualified under the requirements of 
each jurisdiction.

States’ Rights

Each state reserves the right to determine the legal basis for the practice 
of physical therapy and for the protection of the residents within that 
state. There is a provision within the Constitution of the United States 
for states’ rights. Each state enacts the legislation through the state’s leg-
islative process to provide protection of residents within the state from 
incompetent or unscrupulous health care practitioners. The state legisla-
tors are the lawmakers and have control over the licensure legislation in 
each state.

State Practice Acts

The scope of practice of the PT is statutorily defined in each state’s laws 
in the form of a practice act. State legislatures have the authority to 
adopt or change practice acts and thus provide the legal definition and 
requirements for the practice of physical therapy in that state. State stat-
utes are enacted by each of the state legislatures and those groups are 
entitled to tailor the law to meet the needs of their citizens. As a result, 
laws vary from state to state. State statutes can affect the practice of 
physical therapy in a number of ways, including regulation of the insur-
ance industry, state funding for health care, and state health department 

www.apta.org/capte
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requirements. However, the single most important factor for state stat-
ute is the physical therapy practice act. It is the legal foundation for the 
scope and protection of physical therapy practice.

Practice acts generally include a definition of physical therapy prac-
tice, identification of who may legally provide physical therapy, iden-
tification of the tasks that may be delegated and to whom they may 
be delegated, and supervisory requirements. The state practice act is 
the highest authority for the practice of physical therapy for that state 
and thus supersedes provisions of other states or organizations. Note 
that in protecting the public, practice acts also protect the profession 
of physical therapy from infringement by those who are not licensed 
PTs and from encroachment on its scope of practice by other health 
care professions. For example, only PTs may use the initials “PT” after 
their name.

State Licensure Boards

Typically, each state identifies a governing board with the authority in the 
practice act to issue and renew licenses to individuals who are qualified 
and to discipline those who do not comply with the law. Rules and regu-
lations are generally put in place to interpret and assist in the administra-
tion of the practice act. Enforcement is in the category of administrative 
law in which decisions are governed by a hearing panel composed of 
health care professionals and the public. Administrative law procedures 
differ from typical civil or criminal law procedures in that strict rules of 
evidence are not required. Courts will generally not overturn a licensure 
board’s decision unless the hearing panel has violated due process or the 
regulation is unconstitutional.

Many states require a regular review of state regulatory bodies, 
termed “sunset review.” Sunset review entails a detailed review that may 
lead to elimination of regulatory boards if the boards cannot provide 
compelling evidence that they are meeting their mission of public pro-
tection. It is not unusual for regulatory changes in the statutes to occur 
through the sunset review process.

Licensure Criteria

A PT must apply for licensure in each state in which he or she will prac-
tice. Each state practice act differs. Some states do not allow practice 
by qualified PT license applicants (new-graduate PTs) until they have 
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taken and passed the state licensure examination and received a license 
to practice. Some states offer temporary licenses to new graduates who 
are in the process of becoming licensed.

Each of the 50 states, the District of Columbia, Puerto Rico, and 
the U.S. Virgin Islands has specific requirements for licensure of PTs. 
Each jurisdiction has established its own criteria for licensure and eli-
gibility for the licensure examination, the National Physical Therapy 
Examination (NPTE). Many include a jurisprudence examination (a 
test of state law) as well. The following Web site provides links to each 
of these licensing boards: www.fsbpt.org/LicensingAuthorities/index.asp 
(Federation of State Boards of Physical Therapy, 2008). With all of the 
jurisdictions licensing PTs, a license cannot be automatically transferred 
from one to another; rather, an individual must apply for a license in each 
state. All states do require graduation from an accredited PT education 
program and a passing score on the NPTE, but the exact procedures, 
forms, costs, and other requirements vary.

Eligibility for Licensure

The NPTE is only one part of the process of obtaining a license to prac-
tice. Eligibility for licensure is determined after review of many docu-
ments in addition to the NPTE score. Licensing requirements also may 
include an extensive review of educational preparation and transcripts, 
experience in the field, recommendations of licensed PTs, passing juris-
prudence examinations, screening for a criminal record (criminal back-
ground checks), and review of prior convictions. The application process 
and fees involved for initial licensure often costs the candidate hundreds 
of dollars.

Each licensing authority establishes its own criteria for eligibility to 
sit for the NPTE. The candidate should review the materials distrib-
uted by the licensing authority to determine eligibility in that state. The 
NPTE may be taken for initial licensure or relicensure. It also may be 
taken by candidates who are not licensed in that jurisdiction and do not 
have a qualifying NPTE score for that jurisdiction.

Federation of State Boards of Physical Therapy

Once the candidate is determined to be eligible by the state authority, the 
candidate’s materials are forwarded to the Federation of State Boards 
of Physical Therapy (FSBPT), the organization that administers the 

www.fsbpt.org/LicensingAuthorities/index.asp
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NPTE. The FSBPT sends the candidate an “Authorization To Test” let-
ter that includes instructions for scheduling the NPTE at a testing cen-
ter in the United States, U.S. territories, and Canada.

The computer-based examination is administered by FSBPT 
through Prometric®, its test vendor. The FSBPT receives the scores for 
the NPTE and reports the score to the licensing authority. The individ-
ual licensing authority then makes a decision about the score and other 
paperwork to determine licensure. All jurisdictions have adopted the 
FSBPT criterion-referenced passing score on the NPTE, so the mini-
mum passing score is the same in all jurisdictions (Federation of State 
Boards of Physical Therapy, 2008).

Foreign-Educated Physical Therapists

Requirements for licensure of PTs vary from state to state for the 
 foreign-educated PT as well. All 50 states require an educational cre-
dentials review. Thirty-seven states require graduation from a program 
comparable to a CAPTE-accredited program. Forty-two states require 
verification of English language proficiency, and 13 require a clinical 
internship. The FSBPT maintains a jurisdictional licensure reference 
guide at www.fsbpt.org/RegulatoryTools/ReferenceGuide/index.asp 
(Federation of State Boards of Physical Therapy, 2008). Additional in-
formation for foreign-educated PTs may be found on the Web site of the 
American Physical Therapy Association (APTA) at http://www.apta.
org/AM/Template.cfm?Section=Core_Documents1&TEMPLATE=/
CM/ContentDisplay.cfm&CONTENTID=50262.

The National Physical Therapy Examination (NPTE)

The purpose of the NPTE is to protect the public by providing a mech-
anism to ensure that licensees are minimally competent. The NPTE 
program also provides examination services to the regulatory authori-
ties in the states and other legal jurisdictions and provides a common 
means for evaluating licensee applicants across those jurisdictions. 
The NPTE measures the knowledge and skill required for safe and 
effective practice as an entry-level PT. The content outline for the 
NPTE (Table 6.1) is revised every 5 years at a minimum. This outline 
determines the content of the NPTE and assures that the content is 
relevant to current practice (Federation of State Boards of Physical 
Therapy, 2008).

www.fsbpt.org/RegulatoryTools/ReferenceGuide/index.asp
http://www.apta.org/AM/Template.cfm?Section=Core_Documents1&TEMPLATE=/CM/ContentDisplay.cfm&CONTENTID=50262
http://www.apta.org/AM/Template.cfm?Section=Core_Documents1&TEMPLATE=/CM/ContentDisplay.cfm&CONTENTID=50262
http://www.apta.org/AM/Template.cfm?Section=Core_Documents1&TEMPLATE=/CM/ContentDisplay.cfm&CONTENTID=50262
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Note: Adapted from 2008 NPTE Candidate Handbook, Federation of State Boards of Physical 
Therapy. The full content outline may be accessed at http://www.fsbpt.org/download/Candi
dateHandbook20090406.pdf

Practice Analysis

The process used to determine the content of the NPTE is called an 
“analysis of practice” and identifies the work requirements for entry-
level practitioners. The product is a formal set of test specifications that 
delineates the knowledge and skills related to safe and effective entry-
level practice. This analysis is conducted periodically to be sure that it 
reflects the nature of current practice.

Examination Content

The NPTE consists of 250 items developed to measure the knowledge 
and skill required of the entry-level PT. The content outline delineates 

Table 6.1
NPTE TEST CONTENT OUTLINE FOR PHYSICAL THERAPISTS (FEDERATION OF 
STATE BOARDS OF PHYSICAL THERAPY)

CONTENT AREA SPECIFIC AREAS % OF ITEMS

Clinical application of 
foundational sciences 

Cardiac, vascular and pulmonary 
Musculoskeletal
Neuromuscular and nervous 
Integumentary
Other

14.5

Examination/foundations
for evaluation, 
differential diagnosis, 
and prognosis 

Examination
Foundations for evaluation, 

differential diagnosis, 
and prognosis 

36.5

Interventions/equipment
and devices; therapeutic 
modalities

Interventions
Equipment and devices; 

therapeutic modalities 

29.5

Safety, protection, and 
professional roles; 
teaching and learning; 
and research and 
evidence-based practice

Safety, protection and 
professional roles 

Teaching and learning 
Research and evidence-based 

practice

19.5

Total 100

http://www.fsbpt.org/download/CandidateHandbook20090406.pdf
http://www.fsbpt.org/download/CandidateHandbook20090406.pdf
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the major content areas of the NPTE. The items for the NPTE are writ-
ten by PTs representing a broad spectrum of practice across the United 
States. The item writers are trained to produce high-quality, sound, 
multiple-choice test questions that cover the major areas of PT practice 
and address the identified content areas. The items are reviewed by an 
independent panel of experts and pretested prior to being included in 
the scored portion of the NPTE (Federation of State Boards of Physical 
Therapy, 2008).

There are a number of resources available to support candidates 
seeking successful completion of the NPTE. These are available in the 
form of test-preparation books, on-line practice examinations, and re-
view courses. Also, the American Physical Therapy Association (APTA) 
maintains a list of resources on its Web site (www.apta.org).

Licensure Renewal

License renewal is also governed by each jurisdiction and there may be 
significant differences in requirements, so the licensee should be well 
versed in the requirements of his or her state. For example, many states 
require continuing education units (CEUs) in specific areas and specific 
amounts. Others may require the passing of a jurisprudence examina-
tion. Most states no longer issue a temporary license to practice due to 
the processing of licenses.

Continued Competence

Historically, continuing education has been the standard for proof of 
continued competence. However, this philosophy is in review in 
many jurisdictions and in other health care professions as well, includ-
ing medicine. Several jurisdictions have adopted mechanisms for more 
conclusive evidence of continued competence such as retesting or clini-
cal assessment.

SCOPE OF PRACTICE

Physical therapy is defined as the care and services provided by or under 
the direction of a PT. PTs are the only professionals who provide physi-
cal therapy. PTs practice in diverse health care settings, including hospi-
tals, outpatient offices or clinics, private offices, rehabilitation facilities, 

www.apta.org
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intermediate and long-term care facilities, education centers, patients’ 
homes, and many other settings. They are integral members of the health 
care delivery team (American Physical Therapy Association, 2001).

Physical Therapists

The scope of practice for the PT is initially defined by the professional 
guiding documents but then specifically defined by the practice act in 
each state. In general, the role of the PT includes the examination and 
development of a plan of care for each patient. When a PT sees a pa-
tient for the first time, he or she examines that individual and develops 
the plan of care. The goal is to promote the patient’s ability to move, 
reduce pain, restore function, and prevent disability. PTs also work 
with individuals to prevent the loss of mobility by developing fitness 
and wellness programs for healthier, more active lifestyles. Therapeutic 
exercise and functional training are hallmarks of the PT intervention 
program. PTs may use other techniques and modalities in addition to 
exercise to accomplish individual patient goals. Depending on the needs 
of the patient, the PT may perform such hands-on modalities as mobi-
lizing a joint or massaging a muscle to promote proper movement and 
function.

Physical Therapist Assistants

PTs are assisted in the patient care process by physical therapist assis-
tants (PTAs). The PTA provides services under the direction and super-
vision of a PT. Care provided by the PTA may include teaching patients 
exercises for mobility, strength, and coordination; training for activities 
such as walking with assistive devices; and the use of physical agents. In 
most states, PTAs are required to be licensed or certified.

Guide to Physical Therapist Practice

In defining physical therapy, the scope of practice is defined by the 
APTA (HOD P06-99-19-23) in this way:

Physical therapy is a health profession whose primary purpose is the promo-
tion of optimal health and function. This purpose is accomplished through 
the application of scientific principles to the processes of examination, 
evaluation, diagnosis, prognosis, and intervention to prevent or remediate 
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impairments, functional limitations, and disabilities as related to movement 
and health. Physical therapy encompasses areas of specialized competence 
and includes the development of new principles and applications to meet 
existing and emerging health needs. Other professional activities that serve 
the purpose of physical therapy are research, education, consultation and 
administration. (American Physical Therapy Association, 2008)

The Guide to Physical Therapist Practice (Guide) has been a critical 
tool in defining and describing what PTs do as clinicians in the health 
care arena. These activities have been summarized in the patient/client 
management model (Figure 6.1).

This model identifies the elements of data collection, plan of 
care development, and implementation of the plan for the best out-
comes for the patient/client. Components of the patient/client man-
agement model are examination, evaluation, diagnosis, prognosis, and 
intervention.

Prognosis
Plan of Care 

Examination

Diagnosis

Intervention

Outcomes

Evaluation

Figure 6.1 Elements of the patient/client management model (adapted from American 
Physical Therapy Association, 2001).
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Examination and Evaluation

Examination is the process of gathering information about the past and 
current status of the patient/client. It includes the history, systems re-
view, and selected tests and measures that allow the PT to ascertain the 
physical and functional status of the patient/client. The next element 
is evaluation. Evaluation is the process by which the PT makes clini-
cal judgments based on the examination (American Physical Therapy 
Association, 2001).

Diagnosis

The diagnosis is established based on the examination and evaluation of 
the patient/client. It is a categorization of the findings through a defined 
process, a label encompassing a cluster of signs and symptoms commonly 
associated with a disorder or syndrome or category of impairment, func-
tional limitation, or disability. The APTA Guide (p. 37) defines diagnosis 
as follows:

Diagnostic labels may be used to describe multiple dimensions of the pa-
tient/client, ranging from the most basic cellular level to the highest level of 
functioning—as a person in society. Although physicians typically use labels 
that identify disease, disorder, or condition at the level of the cell, tissue, 
organ, or system, physical therapists use labels that identify the impact of 
a condition on function at the level of the system (especially the movement 
system) and at the level of the whole person. (American Physical Therapy 
Association, 2001)

Thus, diagnosis by PTs is distinct from diagnosis by physicians in that 
the diagnostic labels pertain to different levels of disablement. While 
diagnosis by physicians concerns identifying or determining the nature 
and cause of a disease or injury, Sahrmann defined physical therapy di-
agnosis as “the term that names the primary dysfunction toward which 
the physical therapist directs treatment. The dysfunction is identified 
by the physical therapist based on the information obtained from the 
history, signs, symptoms, examination, and tests the physical therapist 
performs or requests” (Sahrmann, 1988, p. 1905).

The Guide (p. 37) identifies the objective of the PT diagnostic pro-
cess as “the identification of discrepancies that exist between the level 
of function that is desired by the patient/client and the capacity of the 
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patient/client to achieve that level.” Further, “[i]f the diagnostic process 
reveals findings that are outside the scope of the physical therapist’s 
knowledge, experience, or expertise, the physical therapist refers the pa-
tient/client to an appropriate practitioner” (American Physical Therapy 
Association, 2001).

Prognosis

Once the diagnosis has been made, the PT’s attention shifts to the estab-
lishment of a prognosis—a prediction of the level of improvement and 
the time required to reach that point. The PT also designs a plan of care 
that incorporates the expectations of the patient/client in the establish-
ment of short- and long-term goals.

Intervention

The final element is intervention, which occurs when the PT conducts 
procedures with the patient/client to achieve the desired outcomes. 
There are three activities in this process:

coordination, communication, and documentation;■

patient instruction; and■

procedural intervention.■

Ultimately physical therapy goals will be reached or the services will 
be terminated. This termination occurs with discharge (when goals are 
met) or discontinuation of services (when goals are not met, which can 
occur for a variety of reasons). The PT ultimately decides the status 
of the patient/client at that time and makes any recommendations for 
follow-up care.

Additional Roles

Other professional roles for the PT include consultation, education, 
critical inquiry, and administration. Consultation may be patient/client-
centered or aimed at the level of the community and health policy. 
Examples of consultation include court testimony, architectural recom-
mendations, academic and clinical program evaluation, and suggestions 
for health policy. The role of the PT in education can range from a 
formal appointment as a faculty member in an educational program to 
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patient education in a clinical setting, student supervision in a clini-
cal setting, and professional development and instruction in continuing 
education.

Critical inquiry is an essential element for the future of the profes-
sion. Research is the key to critical inquiry and thus PTs may be in-
volved in clinical or laboratory research activities. PTs may also function 
in administrative positions, which can include planning, communicating, 
delegating, managing, directing, supervising, budgeting, and evaluating 
(Pagliarulo, 2007).

ETHICAL AND LEGAL CONSIDERATIONS IN PRACTICE

There are many types of legal and regulatory influences that control 
health care practice. Their interpretation is generally through judicial 
bodies and review boards. Ethical standards deal with the conduct and 
moral choice that arise from the profession. Table 6.2 provides a sum-
mary of the types of laws affecting physical therapy practice. The primary 
purpose of laws, regulations, and policies affecting the practice of physi-
cal therapy is the protection of the public by ensuring that providers are 
competent and services are provided in accordance with the wise use of 
taxpayer dollars.

Laws, regulations, and policies that impact physical therapy prac-
tice vary from state to state and program to program. Various aspects 
of practice may be governed by both state and federal law; federal law 

SUMMARY OF TYPES OF LAWS AFFECTING PHYSICAL THERAPY PRACTICE

LICENSE INSURANCE TORTS HEALTH CARE CRIMINAL EMPLOYMENT CONTRACTS

Adminis-
trative
law

Insurance
and
contract
law

Civil law Medicare-
Medicaid

Criminal
law

Labor law, 
ADA, work-
er’s com-
pensation

Contract
law

States’
rights

State
and
federal

State
and
federal

State
and
federal

State
and
federal

State
and
federal

State
and
federal

Table 6.2
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prevails over state law. Some laws, regulations, and policies address how 
PT services are reimbursed. Regulations are developed by government 
agencies, not through the legislative process, and are considered rules 
controlling the practice of physical therapy.

Federal Laws

Federal regulations come from a variety of sources, including the Cen-
ters for Medicare and Medicaid Services (CMS), which are responsible 
for administering the Medicare and Medicaid programs. Federal stat-
utes that address physical therapy practice include the following:

The■ Americans with Disabilities Act (ADA) requires that 
goods and services available to the public be made accessible to 
persons with disabilities.
The Individuals with Disabilities Education Act (IDEA) requires ■

that special education and related services be provided at public 
expense to students with disabilities when needed for the student 
to benefit from an educational program.
The Social Security Amendments of 1965 contain the provisions ■

for the Medicare program, a federally subsidized health insur-
ance program for people 65 years of age and older, and Medicaid, 
jointly funded by the state and federal governments to provide 
health care services to the poor.
The Health Insurance Portability and Accountability Act (HIPAA) ■

requires that all health care providers adhere to federal guidelines 
as to the type of patient information that they disclose, to whom 
they disclose it, and how they store it in order to protect patient 
confidentiality.

State Laws

State regulations also provide rules for physical therapy; each state has 
a board of physical therapy that determines the rules under which a PT 
can be licensed and can practice in that jurisdiction. State statutes gen-
erally include the practice act that serves as the legal foundation for the 
scope and protection of physical therapy practice. State statutes are en-
acted by each state and may be tailored to meet the needs of that state’s 
citizens. For this reason, state laws vary from state to state.
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Common, Criminal, and Civil Laws

Other legal issues will be managed under common law, criminal law, or 
civil law. Common law is the law that has been created by court deci-
sions, written by judges and passed down. Negligence is an area of com-
mon law. Criminal law involves prosecution in a court of law for acts 
done in violation of duties that an individual owes to the community— 
 in other words, infractions committed against society. The state pros-
ecutes these violations on behalf of the public. An example of a criminal 
prosecution would be insurance fraud. Civil law is concerned with 
wrongs committed among private parties. This is generally where most 
malpractice issues fall. The act of negligence is defined as the failure 
to act as a reasonable and prudent person would act in the same cir-
cumstance. Malpractice is professional negligence—an injury caused 
by the failure to do something a member in good standing of the pro-
fession would have done. It is a failure to meet a professional standard 
of care.

Professional Guidelines

The American Physical Therapy Association (APTA) has developed sev-
eral documents that provide for the legal and ethical practice of physical 
therapy. One is the Standards of Practice for Physical Therapy, which in-
cludes two documents: the Code of Ethics and the Guide for Professional 
Conduct. These are established policies of the APTA (see Exhibit 6.1) 
(American Physical Therapy Association, 2008a, Ethics).

PROFESSIONAL RESOURCES

American Physical Therapy Association (APTA)

The APTA is a national professional organization that represents more 
than 64,000 PTs, PTAs, and students. APTA members are automatically 
members of a chapter. The chapter is based either on the home address 
of the individual or the individual’s primary work address. There are 52 
chapters: the 50 states, Puerto Rico, and the District of Columbia. A 
listing of the chapters can be found on the APTA Web site (www.apta.
org). The APTA also offers voluntary membership to special-interest 
groups called sections. There are 18 sections that address specialty prac-
tice areas, such as orthopedics and pediatrics, and interest areas such as 

www.apta.org
www.apta.org
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Exhibit 6.1

PREAMBLE
This Code of Ethics of the American Physical Therapy Association sets forth 
principles for the ethical practice of physical therapy. All physical therapists 
are responsible for maintaining and promoting ethical practice. To this end, the 
physical therapist shall act in the best interest of the patient/client. This Code of 
Ethics shall be binding on all physical therapists.

PRINCIPLE 1. A physical therapist shall respect the rights and dignity of all 
individuals and shall provide compassionate care.

PRINCIPLE 2. A physical therapist shall act in a trustworthy manner toward 
patients/clients, and in all other aspects of physical therapy practice.

PRINCIPLE 3. A physical therapist shall comply with laws and regulations 
governing physical therapy and shall strive to effect changes that benefit 
patients/clients.

PRINCIPLE 4. A physical therapist shall exercise sound professional judgment.

PRINCIPLE 5. A physical therapist shall achieve and maintain professional 
competence.

PRINCIPLE 6. A physical therapist shall maintain and promote high standards for 
physical therapy practice, education, and research.

PRINCIPLE 7. A physical therapist shall seek only such remuneration as is 
deserved and reasonable for physical therapy services.

PRINCIPLE 8. A physical therapist shall provide and make available accurate and 
relevant information to patients/clients about their care and to the public about 
physical therapy services.

PRINCIPLE 9. A physical therapist shall protect the public and the profession 
from unethical, incompetent, and illegal acts.

PRINCIPLE 10. A physical therapist shall endeavor to address the health needs of 
society.

PRINCIPLE 11. A physical therapist shall respect the rights, knowledge, and skills 
of colleagues and other health care professionals.

CODE OF ETHICS HOD S06-00-12-23 (Program 17) [Amended HOD 06-91-05-05; 
HOD 06-87-11-17; HOD 06-81-06-18; HOD 06-78-06-08; HOD 06-78-06-07; 
HOD 06-77-18-30; HOD 06-77-17-27; Initial HOD 06-73-13-24] [Standard]

CODE OF ETHICS OF THE AMERICAN PHYSICAL THERAPY ASSOCIATION 
(APTA, 2008)
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education and federal regulation. They also can be found on the APTA 
Web site.

Federation of State Boards of Physical Therapy (FSBPT)

The FSBPT develops and administers the NPTE for PTs and PTAs in 53 
jurisdictions. The FSBPT is a federation of the state regulatory agencies 
that protects the public by providing service and leadership to promote 
safe and competent physical therapy practice. The vision of the FSBPT 
is “that the organization will achieve a high level of public protection 
through a strong foundation of laws and regulatory standards in physical 
therapy; effective tools and systems to assess entry-level and continuing 
competence, and public and professional awareness of resources for pub-
lic protection” (Federation of State Boards of Physical Therapy, 2008).

Foreign Credentialing Commission on Physical Therapy

The Foreign Credentialing Commission on Physical Therapy (FCCPT) 
is a nonprofit organization created to assist the U.S. Citizenship and Im-
migration Services (USCIS) and U.S. state licensing agencies by evaluat-
ing the credentials of foreign-educated PTs who wish to immigrate to, 
and work in, the United States (Foreign Credentialing Commission on 
Physical Therapy, 2008b). Extensive information concerning licensure 
for the foreign-educated PT can be found at the FCCPT Web site (www.
fccpt.org).

Planned Learning and Assistance Network

The Planned Learning and Assistance Network (PLAN) is a new ser-
vice provided by the FCCPT that will assist foreign applicants whose 
credentials have been evaluated and are not found to be comparable to 
the physical therapy education in the United States or who have not met 
specific requirements for that jurisdiction. The service assists applicants 
in identifying resources that will allow them to complete the educational 
coursework that will bring them into compliance with the requirements 
for comparability. PLAN offers a consultation to review and interpret 
the coursework evaluation and assist in developing a study plan to meet 
the requirements; and it provides a list of institutions within the United 
States that will offer the required content (Foreign Credentialing Com-
mission on Physical Therapy, 2008).

www.fccpt.org
www.fccpt.org
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CGFNS International

CGFNS International is a nonprofit organization that provides services 
that validate international professional credentials and supports interna-
tional regulatory and educational standards for health care professionals. 
It is recognized as an authority on credentials evaluation related to the 
education, registration, and licensure of health professionals worldwide. 
This organization offers both the VisaScreen® Program, which evaluates 
the credentials of foreign-educated PTs seeking an occupational visa to 
practice in the United States, and the Credentials Evaluation Service 
(CES), which provides an analysis of international credentials for licen-
sure and academic purposes (CGFNS International, 2008b).

Citizen Advocacy Center

The Citizen Advocacy Center (CAC) is a unique support program for the 
thousands of public members serving on health care regulatory, creden-
tialing, oversight, and governing boards as representatives of consumer 
interest (Federation of State Boards of Physical Therapy, 2008).

SUMMARY

Physical therapists provide services that help restore function, improve 
mobility, relieve pain, and prevent or limit permanent physical disabili-
ties of patients suffering from injuries or disease. They restore, maintain, 
and promote overall fitness and health. Physical therapists practice in 
hospitals, clinics, and private offices that have specially equipped facili-
ties. They also treat patients in hospital rooms, homes, or schools. Em-
ployment of physical therapists is expected to grow much faster than 
average. Job opportunities will be good, especially in acute hospital, reha-
bilitation, and orthopedic settings (Bureau of Labor Statistics, 2009c).
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PHYSICIAN ASSISTANTS

GERALDINE BUCK AND NICOLE GARA

Keywords

Accreditation Review Commission on Education for Physi-
cian Assistants (ARC-PA): The accrediting agency that defines the 
standards for physician assistant education and evaluates physician 
assistant educational programs within the United States to ensure 
their compliance with those standards.

American Academy of Physician Assistants (AAPA): National
professional society, founded in 1968, that represents physician as-
sistants in all 50 states, the District of Columbia, Guam, and the 
Federal Services.

Clinical privileges: Official permission to treat patients in a health 
care setting, usually a hospital.

House staff: Individuals employed directly by a health care institu-
tion, usually a hospital.

National Commission on Certification of Physician Assistants
(NCCPA): The credentialing organization for physician assistants in 
the United States that administers the Physician Assistant National 
Certifying Exam (PANCE).

Physician Assistant National Certifying Exam (PANCE): Cre-
dentialing examination for physician assistants that entitles those 
who pass it to use the designation PA-C.

Physician Assistant National Recertifying Exam (PANRE): Ex-
amination required to maintain certification as a physician assistant.

Prescriptive authority: Right granted by law to prescribe medica-
tions, usually under the supervision of a physician.

Reimbursement: Payment by government or private insurers for 
services provided by certain allied health professionals.

The physician assistant (PA) profession is relatively new to the United 
States. The first class of four physician assistants graduated from Duke 
University in 1967. In 2008 there were approximately 80,000 PAs eligible 
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to practice in the United States, and 12,000 students enrolled in PA pro-
grams (AAPA, 2008a). A physician assistant provides a broad range of 
health care services that are traditionally performed by physicians.

EDUCATION FOR ENTRY INTO PRACTICE

Physician assistant (PA) programs produce health professionals who 
practice under the supervision of a physician and who are committed to 
working as part of the physician/physician assistant team. PAs may exer-
cise autonomy in decision making but they are not independent health 
care providers. In clinical practice, PAs work within the supervising 
physician’s scope of practice, and complement the practice style of the 
supervising physician(s). PAs work in all medical and surgical special-
ties providing medical care to patients by collecting medical data via the 
patient’s medical history, physical examination, and diagnostic testing; 
diagnosing patients; and providing patients with therapies such as medi-
cations, counseling, and patient education.

PAs are lifelong learners who build upon their generalist education 
by training and experience in the clinical work environment and through 
continuing medical education. Additionally, a relatively small number 
of postgraduate training programs are available to PAs in specialty areas 
such as neonatology, emergency medicine, and surgery. Notably, all 50 
states in the United States require PAs to be board certified and ap-
proved by a state licensing agency for clinical practice privileges.

Academic Degree Requirements

As the PA profession has evolved over the past 40 years, so has the edu-
cational process for PAs. At the inception of the PA profession in the 
mid-1960s, a certificate of completion was awarded. By 1970 the first 
academic degree for PA training was awarded (Cawley, 2007; Joslin 
et al., 2006), and throughout the 40-year history of the profession the 
academic degree associated with PA education has advanced.

Although the first PA master’s degree was offered in 1973, by 1990 
there were only five (5) master’s degree granting PA programs (Joslin 
et al., 2006). In 2001, the second edition of the Accreditation Standards 
for Physician Assistant Education, published by the Accreditation Re-
view Commission on Education for Physician Assistants (ARC-
PA), recommended awarding a graduate degree to reflect the level of 
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academic rigor and intensity of PA training (p. 5). PA programs quickly 
adopted this recommendation—by 2002 more than half of all PA pro-
grams awarded the master’s degree (Cawley, 2007; Joslin et al., 2006). As 
of October 2008, 80% of U.S.-accredited PA training programs (113 of 
142) award the master’s degree, and the remaining 29 programs award 
BS/BA degrees (15%), AS/AA degrees (2%), or certificates only (3%) 
(ARC-PA, 2008).

Prerequisites

Applicants to PA programs must complete at least 2 years of college 
courses in basic science and behavioral science as prerequisites, simi-
lar to the premed studies required of medical students. Preference in 
selection of candidates is usually given to those who have prior experi-
ence in health care. Most currently enrolled PA students have earned at 
least a bachelor’s degree and accrued nearly three years of health care 
experience prior to admission to a PA program (American Academy 
of Physician Assistants [AAPA], 2008b; Physician Assistant Education 
Association [PAEA], 2008).

Physician Assistant Curriculum

Physician assistant (PA) education programs in the United States offer 
an intense but abbreviated medical school-type curriculum with a pri-
mary care focus. Classroom and laboratory components of training are 
complemented by supervised clinical practice. The mean length of PA 
education programs is 26.8 months (PAEA, 2008).

The first year of PA education typically provides a classroom-based, 
broad grounding in medical principles with a focus on their clinical ap-
plicability. This curriculum consists of coursework in the basic sciences, 
including anatomy, physiology, biochemistry, pharmacology, physical 
diagnosis, pathophysiology, microbiology, clinical laboratory sciences, 
behavioral sciences, health policy and practice issues, and medical ethics. 
In the second year, students receive hands-on clinical training through 
a series of clerkships or rotations in a variety of inpatient, outpatient, 
and long-term care settings. Clinical rotations include family medicine, 
internal medicine, obstetrics and gynecology, pediatrics, general surgery, 
emergency medicine, and psychiatry. Physician assistant students com-
plete on average more than 2,000 hours of supervised clinical practice 
prior to graduation (AAPA, 2008c).
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Program Accreditation

Physician assistant programs are accredited by the independent Ac-
creditation Review Commission on Education for the Physician Assis-
tant (ARC-PA). The ARC-PA accredits only those programs located in 
the United States (http://www.arc-pa.org/Acc_Programs/acc_programs.
html). It awards accreditation to programs through a peer review pro-
cess that includes documentation and periodic site visit evaluation to 
substantiate compliance with the Accreditation Standards for Physician 
Assistant Education.

The accreditation process is designed to encourage sound educa-
tional practices and innovation by programs and to stimulate continuous 
self-study and improvement (ARC-PA, 2009). PA program accreditation 
standards are rigorous, and only graduates of accredited programs are 
eligible to sit for the Physician Assistant National Certifying Exam
(PANCE) administered by the independent National Commission on 
Certification of Physician Assistants (NCCPA).

OBTAINING A LICENSE

In the United States, each individual state, plus the District of Colum-
bia, has its own set of laws and regulations governing the practice of 
medicine by physicians and physician assistants. These laws and regula-
tions specify the qualifications for licensure as a PA, the application and 
renewal process, and requirements for supervision. They also describe 
the scope of practice for PAs and how that is determined.

Initial Licensure

All states except Illinois, Minnesota, and North Dakota specify that phy-
sician assistants must be graduates of accredited PA programs. A bac-
calaureate degree also is required by Arkansas, Connecticut, Idaho, 
Maryland, Massachusetts, and Pennsylvania. A master’s degree is re-
quired in Mississippi, Missouri, and Ohio.

In every state, it is mandatory that applicants for PA licensure have 
passed the Physician Assistant National Certifying Exam (PANCE). 
PANCE serves as a de facto licensing exam because states do not admin-
ister their own, separate examinations.

Physician assistants must have one or more licensed supervising 
physicians before starting clinical practice. Supervising physicians, who 

http://www.arc-pa.org/Acc_Programs/acc_programs.html
http://www.arc-pa.org/Acc_Programs/acc_programs.html
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are medical doctors (MDs) or doctors of osteopathy (DOs), may be re-
quired to submit applications to supervise PAs or to acknowledge their 
supervisory role in the practice of PAs.

Licensure Renewal

Once a license is granted, it must be renewed on a regular basis. States 
generally specify renewal and payment of a fee every 2 or 3 years. There 
may be other requirements as well, such as proof of current national 
certification by the NCCPA or completion of a certain number of con-
tinuing medical education hours.

CERTIFICATION REQUIREMENTS

The NCCPA is the only national certifying organization for PAs in the 
United States. Established as a not-for-profit organization in 1975, 
NCCPA is dedicated to assuring the public that certified PAs meet es-
tablished standards of knowledge and clinical skills throughout their ca-
reers. All 50 states, the District of Columbia, and the majority of U.S. 
territories rely on NCCPA certification criteria for initial and continued 
licensure of PAs.

To obtain initial NCCPA certification, all PAs must successfully com-
plete the PANCE, a national board examination. PANCE is designed to 
assess general medical and surgical knowledge and is administered by 
computer at testing centers throughout the United States continually 
during the year. The NCCPA exam is open only to graduates of ARC-
PA accredited physician assistant programs. There are no exceptions. 
After passing the PANCE examination, PAs are issued an NCCPA cer-
tificate, entitling them to use the PA-C designation until the expiration 
date printed on the certification (approximately 2 years). Individuals 
who have never been certified and who graduated from an ARC-PA ac-
credited physician assistant program on or after January 1, 2003, will be 
eligible to take PANCE for up to 6 years after completing the require-
ments for graduation from that program. During that 6-year period, the 
examination may be taken a maximum of six times. When either the six 
attempts or 6 years is exhausted, whichever occurs sooner, the individual 
loses eligibility to take PANCE. The only way to establish new eligibility 
to take PANCE is to enter into and complete an unabridged ARC-PA 
accredited physician assistant educational program.
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To maintain a valid NCCPA certificate, PAs must complete an ongo-
ing 6-year process of certification maintenance that involves two steps: 
continuing medical education and a recertification exam.

Continuing Medical Education

Every 2 years, a minimum of 100 hours of continuing medical educa-
tion credit must be earned to maintain certification, including at least 
50 hours of Category I (Preapproved) credit. Category I activities are 
preapproved because they have been reviewed in advance by particu-
lar medical organizations. All Category I activities must be documented 
with certificates of completion or attendance or some other official veri-
fication from the program’s provider.

Category II activities are elective and may be used in addition to 
required Category I activities to maintain certification. Because Cate-
gory II activities have not been reviewed for educational content, they 
should be chosen according to the following guidelines:

Any practice-related program that is not eligible for Category I ■

credit, such as educational programs provided by pharmaceutical 
companies or medical device manufacturers
Any practice-related, voluntary, self-learning activity, such as ■

reading medical texts or medical journals, or precepting students
Any practice-related postgraduate course, excluding courses taken ■

in an actual PA program

Recertification Exam

To maintain NCCPA certification, a PA must pass either the Physician
Assistant National Recertifying Exam (PANRE) or Pathway II be-
fore the expiration date at the end of the 6th year of the certification 
maintenance cycle. PANRE is a 5-hour, computer-based exam adminis-
tered at testing centers throughout the United States. To be eligible to 
take the PANRE, you must hold valid NCCPA certification and be in the 
5th or 6th year of the certification maintenance cycle.

Pathway II, which will no longer be an option after 2010, is an al-
ternative that involves completing an elective component requirement 
prior to receiving a Web-based take-home exam. The elective compo-
nent involves earning 100 points within the following categories.

Extra clinical Category I Continuing Medical Education (CME)■

Medical teaching■
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Postgraduate coursework■

Self-assessment and specialty review■

Clinical skills training■

Publications■

Professionally relevant postgraduate degree■

Other professional activities■

Elective component activities may be completed at any time dur-
ing the current 6-year NCCPA certification maintenance cycle. PAs also 
must complete the 100-hour CME requirements for each CME logging 
cycle within the NCCPA certification maintenance cycle. For complete 
details, visit the NCCPA Web site, www.nccpa.net.

SCOPE OF PRACTICE

Physician assistant scope of practice is determined by the fund of 
knowledge and clinical skills gained from education in a PA program, 
from working with physicians in the patient care environment, and 
from formal continuing medical education courses. It is also deter-
mined by the delegatory decisions made by supervising physicians. 
State laws allow physicians to delegate patient care tasks within the 
physician’s specialty to the PAs he or she supervises. The physician 
remains responsible for coordinating and managing the care of pa-
tients and ensuring the quality of care provided to them. The role of 
the PA depends in large measure on his or her skills, the needs of the 
patient, and the understanding or guidelines developed by the physi-
cian and PA.

In licensed health care facilities, such as hospitals, nursing homes, 
and surgical centers, providers may have to apply for clinical privileges.
The privileges for PAs, such as assisting at surgery, are generally granted 
in accordance with community needs and norms, and in accordance with 
state law.

Relationship of PAs to Other Providers

Physician assistants are most closely aligned with physicians and work 
as part of physician-directed teams. Legally, they serve as an extension 
of the physician, so that orders written by a PA are considered to be 
the orders of the physician and may be carried out by nurses, therapists, 
and other personnel.

www.nccpa.net
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In hospitals, PAs frequently work as house staff, providing continu-
ity of care to inpatients. Their experience and expertise can be useful to 
residents (physicians in training) who move through medical and sur-
gical departments on a regular basis. PAs are frequently the providers 
who respond initially to a physician’s request for a specialty consultation. 
Their assessment and recommended treatment would then be shared 
with their supervising physician. PAs, as part of patient care teams, also 
provide consultative services for other physicians.

Specialties and Role Options

PAs practice in more than 60 different specialty fields. Slightly more 
than one-third of PAs work in family medicine, general internal medi-
cine, obstetrics/gynecology, and pediatrics. Other prevalent specialties 
for PAs include general surgery and surgical subspecialties; emergency 
medicine; internal medicine subspecialties such as cardiology, oncology, 
and gastroenterology; and dermatology (AAPA, 2008d).

With their generalist medical backgrounds, PAs are able to adapt 
to any specialty practice. By functioning as part of physician-directed 
teams, PAs have the flexibility to learn new tasks and assume new re-
sponsibilities. PAs may change specialties by changing supervising physi-
cians. There are no specialty-specific certifications required to practice 
in a particular area of medicine.

ETHICAL AND LEGAL CONSIDERATIONS IN PRACTICE

The Guidelines for Ethical Conduct for the Physician Assistant Profes-
sion, available at http://www.aapa.org/manual/22-EthicalConduct.pdf 
(AAPA, 2008e), describe the four main bioethical principles that govern 
PA practice: autonomy, beneficence, nonmalfeasance, and justice. For 
example, patients have the right to make autonomous (self ) decisions 
and choices, and physician assistants should respect these decisions and 
choices. To display beneficence, PAs should always act in the patient’s 
best interest. Nonmaleficence means that PAs should do no harm and 
should impose no unnecessary or unacceptable burden upon the patient. 
To be just, PAs should provide similar care to patients in similar circum-
stances, using norms for fair distribution of resources, risks, and costs.

Physician assistants are expected to behave both legally and ethically. 
They should know and understand the laws governing their practice, as 

http://www.aapa.org/manual/22-EthicalConduct.pdf
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well as the ethical responsibilities of being a health care professional. 
The law may describe minimum standards of behavior, while ethical 
principles delineate the highest moral standards of behavior.

Statement of Values of the PA Profession

The American Academy of Physician Assistants (AAPA) has is-
sued value statements to which all PAs are expected to adhere (AAPA, 
2008e).

Physician assistants hold as their primary responsibility the health, ■

safety, welfare, and dignity of all human beings.
Physician assistants uphold the tenets of patient autonomy, benef-■

icence, nonmaleficence, and justice.
Physician assistants treat equally all persons who seek their care.■

Physician assistants hold in confidence the information shared in ■

the course of practicing medicine.
Physician assistants assess their personal capabilities and limita-■

tions, striving always to improve their medical practice.
Physician assistants actively seek to expand their knowledge and ■

skills, keeping abreast of advances in medicine.
Physician assistants work with other members of the health care ■

team to provide compassionate and effective care of patients.
Physician assistants use their knowledge and experience to con-■

tribute to an improved community.
Physician assistants respect their professional relationship with ■

physicians.
Physician assistants share and expand knowledge within the ■

profession.

Legal Considerations

Physician assistant practice is the delegated practice of medicine and 
as such, is subject to laws and regulations on both the federal and state 
level. PAs must be aware of the requirements contained in the law and 
regulations covering licensure, practice, prescriptive authority, in-
formed consent, liability, peer review, reimbursement, confidentiality, 
public health reporting, and so forth. In addition, they must abide by 
policies set by the hospitals, nursing homes, or other facilities in which 
they may work.
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PROFESSIONAL RESOURCES

National Professional Association

The American Academy of Physician Assistants (AAPA; www.aapa.org) 
is the national professional society for physician assistants. Its mission 
is to ensure the professional growth, personal excellence, and recogni-
tion of physician assistants and to support their efforts to improve the 
quality, accessibility, and cost-effectiveness of patient-centered health 
care. AAPA has chapters in all 50 states and the District of Columbia. 
It is located at 950 North Washington Street, Alexandria, VA 22314. 
Telephone 703/826-2272.

State Regulatory Bodies

Each state plus the District of Columbia has regulations governing the 
practice of PAs. See Table 6.3.

AGENCY NAME 

ALPHABETICALLY BY STATE AGENCY ADDRESS

Alaska Medical Licensing Board 550 West 7th Ave., Anchorage, AK 99501

Alabama Board of Medical Examiners PO Box 946, Montgomery, AL 36101

Arizona Regulatory Board of Physician 
Assistants

9545 E. Doubletree Ranch Rd., Scottsdale, 
AZ 85258

Arkansas State Medical Board 2100 Riverfront Dr., Little Rock, 
AR 72202

California Physician Assistant 
Committee

2005 Evergreen St., Sacramento, 
CA 95815

Colorado Board of Medical Examiners 1560 Broadway, Denver, CO 80202

Connecticut Division of Medical 
Quality Assurance - PA Licensing

PO Box 340308, Hartford, CT 06134

Delaware Board of Medical Practice 861 Silver Lake Blvd., Dover, DE 19904

District of Columbia Board of Medicine 717 14th St NW, Washington, DC 20005

Table 6.3
STATE REGULATORY BODIES

(Continued)

www.aapa.org
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AGENCY NAME 

ALPHABETICALLY BY STATE AGENCY ADDRESS

Florida Board of Medical Examiners 4052 Bald Cypress Way, Bin #C03, 
Tallahassee, FL 32399

Georgia State Board of Medical 
Examiners

2 Peachtree St. NW, Atlanta, GA 30303

Hawaii Board of Medical Examiners PO Box 3469, Honolulu, HI 96801

Idaho Board of Medicine PO Box 83720, Boise, ID 83720

Illinois Div. of Professional Regulation 320 W. Washington St., Springfield, 
IL 62786

Indiana Health Professions Bureau, 
Attn: PA Committee 

402 W. Washington St., Indianapolis, IN 
46204

Iowa Board of Physician Assistants 321 East 12th St., Des Moines, IA 50319

Kansas Board of Healing Arts 235 SW Topeka Blvd, Topeka, KS 66603

Kentucky Board of Medical Licensure 310 Whittington Parkway, Louisville, 
KY 40222

Louisiana Board of Medical Examiners PO Box 30250, New Orleans, LA 70190

Maine Board of Licensure in Medicine 137 State House Station, 161 Capitol St., 
Augusta, ME 04333

Maryland Board of Physicians 4201 Patterson Ave., Baltimore, 
MD 21215

Massachusetts Board of PA 
Registration

239 Causeway St., Boston, MA 02114

Michigan PA Task Force PO Box 30670, Lansing, MI 48909

Minnesota Board of Medical Practice 2829 University Ave. SE, Minneapolis, 
MN 55414

Mississippi Board of Medical 
Licensure

1867 Crane Ridge Dr., Jackson, 
MS 39216

Missouri Board of Registration for the 
Healing Arts

PO Box 4, Jefferson City, MO 65102

Montana Board of Medical Examiners PO Box 200513, Helena, MT 59620

Nebraska Board of Examiners in 
Medicine & Surgery

PO Box 94986, Lincoln, NE 68509

Nevada Board of Medical Examiners PO Box 7238, Reno, NV 89510

(Continued)

STATE REGULATORY BODIES (CONTINUED)
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AGENCY NAME 

ALPHABETICALLY BY STATE AGENCY ADDRESS

New Hampshire Board of Medicine 2 Industrial Park Dr., Concord, NH 03301

New Jersey PA Advisory Committee PO Box 45035, Newark, NJ 07101

New Mexico Medical Board 2055 S. Pacheco St., Santa Fe, NM 
87505

New York State Board for Medicine 89 Washington Ave, Albany, NY 12234

North Carolina Medical Board PO Box 20007, Raleigh, NC 27619

North Dakota Board of Medical 
Examiners

418 E. Broadway Ave, Bismarck, ND 
58501

Ohio State Medical Board 77 South High St., Columbus, OH 43215

Oklahoma Board of Medical Licensure 
& Supervision

PO Box 18256, Oklahoma City, OK 73154

Oregon Board of Medical Examiners 1500 SW First Ave., Portland, OR 97201

Pennsylvania Board of Medicine PO Box 2649, Harrisburg, PA 17105

Rhode Island Board of PAs 3 Capitol Hill, Rm. 104, Providence, 
RI 02908

South Carolina Board of Medical 
Examiners

PO Box 11289, Columbia, SC 29211

South Dakota Board of Medical & 
Osteopathic Examiners

125 S. Main Ave., Sioux Falls, SD 57104

Tennessee PA Committee, Department 
of Health-Related Boards

227 French Landing, Nashville, TN 37243

Texas Physician Assistant Board PO Box 2018, Austin, TX 78768

Utah PA Licensing Board PO Box 146741, Salt Lake City, 
UT 84114

Vermont Board of Medical Practice PO Box 70, Burlington, VT 05402

Virginia Board of Medicine 9960 Mayland Dr., Richmond, VA 23233

Washington Medical Quality 
Assurance Commission

PO Box 47865, Olympia, WA 98504

West Virginia Board of Medicine 101 Dee Dr., Charleston, WV 25311

Wisconsin Medical Examining Board PO Box 8935, Madison, WI 53708

Wyoming Board of Medicine 211 W. 19th St., Cheyenne, WY 82002

STATE REGULATORY BODIES (CONTINUED)
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State Professional Organizations

The AAPA has a federated structure of 57 chartered chapters represent-
ing PAs in all 50 states, the District of Columbia, Guam, and the federal 
services. A list of state physician assistant associations may be obtained by 
visiting https://members.aapa.org/extra/constituents/chapter-menu.cfm.

SUMMARY

A PA is a licensed health professional who practices under the supervi-
sion of a physician. As part of the physician/physician assistant team, a 
PA exercises considerable autonomy in diagnosing and treating illnesses. 
PAs, depending on the practice act in their state, can perform physical 
exams, diagnose illnesses, develop and carry out treatment plans, order 
and interpret lab tests, suture wounds, assist in surgery, provide preven-
tive health care counseling, and write prescriptions. Physician assistants 
receive a broad education in primary care medicine. Their education 
is ongoing after graduation through continuing medical education pro-
grams that are required and through continual interaction with physi-
cians and other health care providers. Employment of PAs is expected 
to grow much faster than the average as health care establishments 
increasingly use physician assistants to contain costs (Bureau of Labor 
Statistics, 2009d).

https://members.aapa.org/extra/constituents/chapter-menu.cfm
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SPEECH-LANGUAGE PATHOLOGY

CAROLYN WILES HIGDON

Keywords

American Speech-Language-Hearing Association (ASHA): 
The professional, scientific, and credentialing association for audi-
ologists, speech-language pathologists, and speech, language, and 
hearing scientists.

Certificate of Clinical Competence (CCL): ASHA offers the 
Certificate of Clinical Competence in two areas: speech-language 
pathology and audiology. All applicants must possess an earned grad-
uate degree (master’s or doctoral degree) in order to meet applica-
tion qualifications.

Council for Clinical Certification (CFCC): ASHA council that 
defines the standards for clinical certification and applies those 
standards in the certification of individuals; may also develop and 
administer a credentialing program for speech-language pathology 
assistants.

Council for Clinical Specialty Recognition (CCSR): ASHA
council that implements, monitors, and revises as necessary, ASHA’s 
Specialty Recognition Standards; formulates procedures for applica-
tions from petitioning groups for creation of specialty commissions; 
ensures that each specialty commission administers its requirements 
with efficiency and fairness and imposes equitable requirements for 
proper documentation from applicants; and establishes procedures 
to hear appeals from individuals who were denied recognition by a 
specialty commission.

Council on Academic Accreditation (CAA): The Council on 
Academic Accreditation in Audiology and Speech-Language Pathol-
ogy (CAA) accredits eligible clinical doctoral programs in audiology 
and master’s degree programs in speech-language pathology.

Praxis examination: The national examination in speech-language 
pathology and audiology required for certification.

Preceptor: A specialist in a profession, especially health care, who 
gives practical training to a student or novice in the profession.
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Speech-language pathologists provide clinical services that include 
prevention and prereferral, screening, assessment, evaluation, consul-
tation, diagnosis, treatment, intervention, management, counseling, 
collaboration, documentation, and referral. Speech-language patholo-
gists work with people who cannot produce speech sounds or cannot 
produce them clearly; those with speech rhythm and fluency problems, 
such as stuttering; people with voice disorders, such as inappropriate 
pitch or harsh voice; those with problems understanding and produc-
ing language; those who wish to improve their communication skills by 
modifying an accent; and those with cognitive communication impair-
ments, such as attention, memory, and problem-solving disorders. They 
also work with people who have swallowing difficulties (Bureau of Labor 
Statistics, 2009e).

EDUCATION FOR ENTRY INTO PRACTICE

Training programs in Communication Sciences and Disorders (formal 
name of the training programs for speech-language pathology and au-
diology) provide a curriculum leading to a master’s or other entry-level 
graduate clinical degree with a major emphasis in speech-language 
pathology. The program must offer appropriate courses and clinical 
experiences on a regular basis so that students may satisfy the degree re-
quirements within the published time frame. The intent is to ensure that 
program graduates are able to acquire the knowledge and skills needed 
for entry into professional practice and to meet relevant licensure and 
certification standards.

Programs of study in speech-language pathology must be sufficient 
in depth and breadth for graduates to achieve the knowledge and skills 
outcomes identified for entry into professional practice. Typically, the 
achievement of these outcomes requires the completion of 2 years of 
graduate education or the equivalent.

Educational Programs

Educational programs in speech-language pathology adhere to the Stan-
dards for Accreditation of Graduate Education Programs in Audiology 
and Speech-Language Pathology as defined by the American Speech-
Language-Hearing Association (ASHA). Programs must provide 
an academic and clinical curriculum that is sufficient for students to 
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acquire and demonstrate, at a minimum, knowledge of basic human 
communication and swallowing processes—including their biological, 
neurological, acoustic, psychological, developmental, and linguistic and 
cultural bases.

The program also must provide opportunities for students to ac-
quire and demonstrate knowledge of the nature of speech, language, 
hearing, and communication disorders and differences, as well as swal-
lowing disorders, including etiologies, characteristics, and anatomi-
cal, physiological, acoustic, psychological, developmental, linguistic, 
and cultural aspects. These opportunities must be provided in nine 
areas:

1. Articulation
2. Fluency
3. Voice and resonance, including respiration and phonation
4. Receptive and expressive language (phonology, morphology, 

syntax, semantics, and pragmatics) in speaking, listening, read-
ing, writing, and manual modalities

5. Hearing, including the impact on speech and language
6. Swallowing (oral, pharyngeal, esophageal, and related functions 

and orofacial myofunction)
7. Cognitive aspects of communication (e.g., attention, memory, 

sequencing, problem solving, executive functioning)
8. Social aspects of communication (e.g., behavioral and social 

skills affecting communication)
9. Communication modalities (e.g., oral, manual, and augmenta-

tive and alternative communication techniques and assistive 
technology)

Appendix D presents a detailed list of speech-language treatment 
areas and provides a list of potential etiologies that speech-language pa-
thologists address.

Clinical Education

The curriculum in speech-language pathology must provide the oppor-
tunity for students to complete a minimum of 400 clinical education 
hours, 325 of which must be attained at the graduate level. The program 
must provide sufficient breadth and depth of opportunities for students 
to obtain a variety of clinical education experiences in different work 
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settings, with different populations, and with appropriate equipment 
and resources. This allows students to acquire and demonstrate skills 
across the scope of practice in speech-language pathology, sufficient to 
enter professional practice.

It is the responsibility of the program to plan a clinical program of 
study for each student. The program must demonstrate that it has suf-
ficient agreements with supervisors or preceptors and clinical sites to 
provide each student with the clinical experience necessary to prepare 
them for independent professional practice. It is the program’s respon-
sibility to design, organize, administer, and evaluate the overall clinical 
education of each student.

The program must provide opportunities for students to acquire and 
demonstrate knowledge in the following areas:

Principles and methods of prevention, assessment, and interven-■

tion for people with communication and swallowing disorders 
across the life span, including consideration of anatomical, physi-
ological, psychological, developmental, linguistic, and cultural as-
pects of the disorders
Standards of ethical conduct■

Interaction and interdependence of speech, language, and hear-■

ing in the discipline of human communication sciences and 
disorders
Processes used in research and the integration of research prin-■

ciples into evidence-based clinical practice
Contemporary professional issues■

Certification, specialty recognition, licensure, and other relevant ■

professional credentials

The program also must provide opportunities for students to acquire 
and demonstrate skills in the following areas:

Oral and written or other forms of communication■

Prevention, evaluation, and intervention of communication disor-■

ders and swallowing disorders
Interaction and personal qualities, including counseling, collabo-■

ration, ethical practice, and professional behavior
Effective interaction with patients, families, professionals, and ■

other individuals, as appropriate
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Delivery of services to culturally and linguistically diverse popula-■

tions
Application of the principles of evidence-based practice■

Self-evaluation of effectiveness of practice■

OBTAINING A LICENSE

Philosophy of States’ Rights

Forty-eight states and the District of Columbia regulate the profession 
of speech-language pathology (ASHA, 2008). Most states with licensure 
laws have professional standards based on ASHA’s Code of Ethics. Be-
cause state licensure laws may reflect the ASHA Certificate of Clinical 
Competence, most of the rules and/or regulations used by states either 
adopt the wording of ASHA’s Code of Ethics exactly or use it as the basis 
for the state’s professional conduct. When state licensure laws adopt 
nationally recognized standards of professional conduct, one can move 
from state to state with less confusion. Readers are referred to Table 6.4 
for a list of the states that license speech-language pathologists.

Initial Licensure

Licensure for speech-language pathology may have three components. 
The first is the national association certification known as the Certificate 
of Clinical Competence (CCC), the second is state (health) licensure as 
an SLP, and the third is state Department of Education certification for 
those working as salaried employees in schools in a number of states.

ASHA Certification

The American Speech-Language Hearing Association (ASHA) certifica-
tion is a voluntary credential that verifies an SLP’s achievement of rigor-
ous, uniform, and validated standards that are nationally recognized.

Requirements. Individuals applying for certification in speech-language 
pathology must have completed a course in each of the following 
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areas: biological sciences, physical sciences, mathematics, and be-
havioral /social sciences. Applicants also must have been assessed 
to ensure that they have achieved the knowledge and skills out-
lined in the Standards of Certification in Speech-Language Pathol-
ogy (ASHA, 2005) in a graduate program accredited by the Council 
on Academic Accreditation in Audiology and Speech-Language 
Pathology (CAA). 

Knowledge in the areas outlined in the standards is typically achieved 
through participation in the clinical practicum (400 clock hours total, 
including 25 hours of clinical observation and 375 clock hours in direct 
client /patient contact, of which 325 are at the graduate level); however, 
academic programs may assess compliance with the standards in any 
manner they wish.

Clinical Fellowship. Upon completion of the academic course work and 
clinical practicum requirements, individuals applying for certification in 

Alabama Kentucky Ohio
Alaska Louisiana Oklahoma
Arizona Maine Oregon
Arkansas Massachusetts Pennsylvania
California Michigana Rhode Island
Coloradoa Minnesota South Carolina
Connecticut Mississippi South Dakota
Delaware Missouri Tennessee
District of Columbia Montana Texas
Florida Nebraska Utah
Georgia Nevada Vermont
Hawaii New Hampshire Virginia
Idaho New Jersey Washington
Illinois New Mexico West Virginia
Indiana New York Wisconsin
Iowa North Carolina
Kansas North Dakota

Table 6.4
STATE LICENSURE FOR SLPS AND AUDIOLOGISTS

aRegulates only audiology.
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speech-language pathology must complete a Speech-Language Pathol-
ogy Clinical Fellowship (SLPCF) experience under the mentorship of 
an individual holding ASHA certification. This experience must consist 
of the equivalent of 36 weeks of full-time clinical practice, with full-time
defined as 35 hours per week.

Praxis Examination. Applicants for certification in speech-language pa-
thology also must successfully complete the Praxis Examination in 
Speech-Language Pathology that is administered by the Educational 
Testing Service (ETS). Results of the examination must be submitted to 
ASHA directly from ETS no more than 5 years prior to submission of the 
application for certification and no less than 2 years following comple-
tion of the knowledge and skills required for certification. Once certifi-
cation has been granted, individuals must comply with the certification 
maintenance requirements outlined in the 2005 standards and must also 
remit a yearly certification fee.

State (Health) License

Forty-eight (48) of 50 states and the District of Columbia have a man-
datory credential, a state license that grants the SLP permission to 
practice in a particular state in any setting. The license demonstrates 
minimal competence for entry into practice. There are added require-
ments to work in the public education system in the United States. Only 
12 states require this same license to practice in the public schools. The 
other states issue a teaching license or certificate that typically requires 
a master’s degree from an approved college or university. Some states 
will grant a provisional teaching license or certificate to applicants with 
a bachelor’s degree, but a master’s degree must be earned within 3 to 
5 years. A few states grant a full teacher’s certificate or license to bach-
elor’s degree applicants.

State Department of Education Certification

Certification by a state Department of Education (DOE), which is man-
datory in certain states, regulates SLPs who work in public schools and 
are salaried employees of that school system. Readers should note that 
there is a difference between a salaried employee of a school system and 
a contract employee who contracts for certain hours and services to the 
schools and is required to have a state (health) license only.
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At this time (early 2009) there are 12 states in which individuals 
must hold a state license in speech-language pathology to work in any 
setting, including the schools. These states are Connecticut, Delaware, 
Hawaii, Kansas, Indiana, Louisiana, Massachusetts, Montana, New Mex-
ico, Ohio, Texas, and Vermont. In the remaining states, individuals must 
obtain a separate credential issued by each state’s department of educa-
tion to provide services in the public schools.

In some cases, speech-language pathologists are contract employees 
and do not fall under the purview of the state department of education. 
State (health) licensure is, then, typically required for practice. The fol-
lowing tables may be helpful to the reader to explain speech-language 
pathology requirements for initial employment in the schools in the 
United States. Tables 6.5, 6.6, 6.7, and 6.8 provide additional informa-
tion on states’ requirements for licensure and certification. Appendix D 
compares ASHA certification, state (health) licensure, and department 
of education certification.

Support Personnel

At this point, it is necessary to discuss support personnel, whose regula-
tion has recently gained more attention. According to ASHA (2004b), 
there are 33 states that officially regulate the use of support personnel. 
Nine of those states require licensure; the other 24 states regulate sup-
port personnel through registration. Four states do not directly regu-
late support personnel; however, SLPs who use support personnel are 

Table 6.5
STATE (HEALTH) LICENSURE REQUIRED TO PRACTICE SPEECH-LANGUAGE 
PATHOLOGY IN THE SCHOOLS

Connecticut Massachusetts

Delaware Montana

Hawaii New Mexico

Indiana Ohio

Kansas Texas

Louisiana Vermont
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Table 6.6
MASTER’S DEGREE REQUIRED TO PRACTICE SPEECH-LANGUAGE PATHOLOGY 
IN THE SCHOOLS
Alaska Iowa New Hampshire Utah

Arkansas Kentucky New Jersey Vermont

California Maryland North Carolina Virginia

District of 
 Columbia

Michigan

Minnesota

North Dakota

Oklahoma

Washington

West Virginia

Georgia Mississippi Rhode Island Wisconsin

Idaho Missouri South Dakota Wyoming

Illinois Nebraska Tennessee

Table 6.8
FULL (EDUCATIONAL) LICENSE WITH A BACHELOR’S DEGREE TO PRACTICE 
SPEECH-LANGUAGE PATHOLOGY IN THE SCHOOLS
Alabama

Arizona

Nevada

Pennsylvania

Colorado

Florida

Maine

New York

South Carolina

Table 6.7
PROVISIONAL LICENSE (EDUCATIONAL) WITH A BACHELOR’S DEGREE TO 
PRACTICE SPEECH-LANGUAGE PATHOLOGY IN U.S. SCHOOLS*

*A master’s degree must be attained within 3 to 5 years.
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required to observe specific supervisory guidelines (ASHA, 2004c). Re-
gardless of the type of education, experience, and amount of supervision 
required for support personnel, ethical issues and dilemmas that arise in 
practice are ultimately the responsibility of the supervising SLP.

Licensure Renewal

To maintain ASHA certification, an individual is required to complete 30 
hours of continuing education every 3 years following initial receipt of 
the Certificate of Clinical Competence. The requirements for the De-
partment of Education certificate and specific state (health) licensure re-
newal vary by state. Individuals interested in specific state requirements 
should review that state’s speech and hearing association, Department 
of Education, or state licensure Web sites. Table 6.9 provides a listing of 
continuing education and state licensure renewal requirements.

STATUTORY LICENSE AND CERTIFICATION 
REQUIREMENTS

Licensing Examination

The national licensing examination for SLPs is a comprehensive exami-
nation of learning outcomes at the culmination of professional prepa-
ration. Evidence of a passing score on the ASHA-approved national 
examination in speech-language pathology must be submitted to ASHA 
by the testing agency administering the examination. ASHA’s Council
for Clinical Certification (CFCC) requires that all applicants must 
pass the national examination in the area for which the certificate is 
sought. It is recommended that individuals register and take the Praxis 
examination no earlier than the completion of their graduate coursework 
and graduate clinical practicum or during their first year of clinical prac-
tice following graduation. Applicants should take into consideration any 
state licensing requirements regarding completion of the exam.

Since January 1, 2005, the CFCC has required that the results of 
the Praxis Examinations in Speech-Language Pathology and Audiology 
submitted for initial certification in either speech-language pathology 
or audiology must have been obtained no more than 5 years prior to the 
submission of the certification application. Scores older than 5 years will 
not be accepted for certification.
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Table 6.9
CONTINUING EDUCATION REQUIREMENTS BY STATE

10 CLOCK HOURS 
PER 1-YEAR 
RENEWAL PERIOD

20 CLOCK HOURS PER 2-YEAR RENEWAL PERIOD

Arkansas
Idaho
Louisiana
New Mexico 
North Dakota 
Tennessee 
Texas

Delaware
Georgia
Illinois
Kansas
Maryland
Massachusetts
Michigan
Mississippi
Nebraska

New Jersey 
Ohio
Oklahoma
Pennsylvania
Rhode Island
Utah
West Virginia
Wisconsin

30 CLOCK HOURS 
PER 2-YEAR 
RENEWAL PERIOD

OTHER CATEGORIES

Florida
Iowa
Minnesota
Missouri
New Hampshire 
Virginia

Alabama - 12 hours per 
year

Arizona - 8 hours per year
California - 24 hours per 

2-year renewal period
Idaho - Guidelines and 

criteria to be developed
Indiana - 36 hours per 

biennial renewal period 
Kentucky - 15 hours per 

year
Maine - 25 hours per 

2-year renewal period

Montana - 40 hours per 
2-year renewal period

Nevada - 15 hours per year
New York - 30 hours per 

triennial renewal period
Oregon - 40 hours per 2-year 

renewal period
South Carolina - 16 hours 

per biennial renewal period
South Dakota - 12 hours per 

year
Vermont - 30 credits per 

every 3 years
Wyoming - 20 hours per year 

STATES WITHOUT CONTINUING EDUCATION REQUIREMENTS:

Alaska, Colorado, Connecticut, Hawaii, North Carolina

Practice Analysis

Approximately every 5 –7 years, ASHA commissions an independent 
skills validation study, also called a practice analysis, for both audiology 
and speech-language pathology. Each practice analysis incorporates a 
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multimethod approach that involves a number of independent expert 
panels and a large-scale survey of practitioners, educators, clinical su-
pervisors, and clinic directors. This process can take up to 12 months to 
complete. The results of the practice analysis provide descriptive infor-
mation about the tasks performed on the job and the knowledge, skills, 
and abilities thought necessary to perform those tasks by new graduates 
entering independent professional practice.

Evaluation of current certification standards is then undertaken 
using the practice analysis results as well as

A review of practice-specific literature (e.g., scopes of practice, ■

practice policy guidelines and position statements, preferred 
practice patterns, and publications from related professional or-
ganizations); and
Widespread peer review from the ASHA membership, state li-■

censure boards, academic programs, and related professional 
organizations.

Any recommendation for changes in the standards by ASHA’s Coun-
cil for Clinical Certification (CFCC) is made following the comprehen-
sive analysis of findings.

Test Blueprint

The blueprint for the Praxis exams is derived from the certification stan-
dards, which reflect the results of the comprehensive practice analysis 
study. ASHA nominates subject matter experts to serve on Praxis Com-
mittees that work with the Educational Testing System (ETS), a test 
vendor, to develop the examinations. Subject matter experts are ASHA-
certified individuals from both academic and clinical backgrounds. The 
speech-language pathology exam is developed by speech-language pa-
thologists along with audiologists who write questions about hearing and 
hearing science.

Standard Setting

Standard setting studies are performed periodically to evaluate each 
question for its relevance to beginning clinicians and to determine how 
many questions a beginning clinician should be able to answer cor-
rectly. A recommended passing score for the examination is then ap-
proved by the CFCC.
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Examination Retakes

All applicants who fail the examination may retake it. If the examination 
is not successfully passed within the 2-year period, the applicant’s cer-
tification file will be closed. If the examination is passed at a later date, 
the individual will have to reapply for certification under the standards 
in effect at the time of reapplication and will be required to pay the ap-
propriate application fees.

SCOPE OF PRACTICE

The Scope of Practice in Speech-Language Pathology (ASHA, 2007d) 
includes a statement of purpose, a framework for research and clinical 
practice, qualifications of the speech-language pathologist, professional 
roles and activities, and practice settings. The speech-language patholo-
gist is the professional who engages in clinical services, prevention, 
advocacy, education, administration, and research in the areas of com-
munication and swallowing across the life span from infancy through 
geriatrics.

Given the diversity of the client population, ASHA policy requires 
that these activities are conducted in a manner that takes into consid-
eration the impact of cultural and linguistic exposure/acquisition and 
uses the best available evidence for practice to ensure optimal out-
comes for persons with communication and/or swallowing disorders or 
differences.

Relationship to Other Health Care Providers

Speech-language pathologists are the primary care providers for commu-
nication and swallowing disorders. They are autonomous professionals, 
that is, their services are not prescribed or supervised by another profes-
sional. However, individuals frequently benefit from services that include 
speech-language pathologist collaborations with other professionals.

SLPs are trained to be team members, although the definition of dif-
ferent teams does vary. SLPs team with health care providers in medical, 
home-based, community-based, and educationally based settings. SLPs 
understand how the areas of communication, language, and swallow-
ing interface with other medical and clinical fields. An understanding of 
services provided by other health care workers, terminology, projected 
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outcomes, and the process of building a strong successful treatment plan 
with the support and involvement of the other health care providers is 
included in training programs. It is also included in continuing educa-
tion following graduation.

Specialty Recognition

ASHA provides specialty recognition for individuals with advanced 
knowledge, skills, and experience beyond the Certificate of Clinical 
Competence (CCC-SLP) so that these individuals may be recognized 
by consumers, colleagues, referral and payer sources, and the general 
public. ASHA initiated specialty recognition in 1995 and established a 
Council for Clinical Specialty Recognition (CCSR) that reviews and 
votes on petitions to establish specialty boards in specific areas of clini-
cal practice. Once approved, a specialty board is responsible for operat-
ing the specialty recognition program in that area, including review of 
individual applications and conferring of specialist status on qualified 
applicants.

Specialty Recognition Program

The key components of ASHA’s Specialty Recognition Program are that 
it is (a) completely voluntary, (b) nonexclusionary (holding specialty rec-
ognition in an area is not required in order to practice in the area), and 
(c) member-driven.

Establishment of specialty boards in areas of specialized clini-
cal practice depends on the initiative of groups of ASHA members to 
submit petitions to the CSSR. The following areas of clinical practice 
have established specialty boards and are available for application for 
specialty recognition: child language, fluency disorders, and swallowing 
disorders. Each specialty board is responsible for identifying the specific 
educational, experiential, and clinical experience requirements beyond 
the CCC-SLP that must be met to qualify for specialty recognition in a 
given area of practice.

Special Interest Divisions

ASHA also has 16 Special Interest Divisions. Membership in any of the 
special interest divisions is open to ASHA members, ASHA international 
affiliates, consumers (individuals receiving services or family members 
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or nonprofessional caregivers), and students (members of the National 
Student Speech-Language-Hearing Association and full-time doctoral 
students). A listing of the Special Interest Divisions may be found on the 
ASHA Web site at www.asha.org.

ETHICAL AND LEGAL CONSIDERATIONS IN PRACTICE

Code of Ethics

For over 70 years, the profession has had a Code of Ethics developed by 
ASHA and interpreted, administered, and enforced by a board of ethics. 
The ASHA Code of Ethics contains four Principles of Ethics that pro-
vide the underlying moral basis for decision making.

Principle of Ethics I■  focuses primarily upon the welfare of persons 
served, both professionally and in research, as well as the humane 
treatment of animals.
Principle of Ethics II■  relates to achieving and maintaining the 
highest level of professional competence, including holding the 
appropriate Certificate of Clinical Competence.
Principle of Ethics III■  primarily involves promoting public un-
derstanding about the professions, including the dissemination of 
research findings and scholarly activities.
Principle of Ethics IV■  focuses primarily upon the relationships 
that professionals often encounter, and acceptance of the self-
imposed standards (ASHA, 2003b).

State Associations

State speech-language-hearing associations have the option of being af-
filiated with ASHA. If the state affiliates with ASHA, then it is required 
to adopt a code of ethics. All 50 states, the District of Columbia, and 
the Overseas Association of Communication Sciences have an official 
affiliation with ASHA (ASHA, 2003a). State associations vary in govern-
ing structure, and the process for enforcing the code of ethics for a par-
ticular state will depend on the structure. Because state associations do 
not award certification or licensure, the most severe penalty imposed is 

www.asha.org
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revocation of membership; however, other types of reprimand may fol-
low the procedures outlined by ASHA.

SUMMARY

Employment of speech-language pathologists is expected to grow 
11% from 2006 to 2016, which is about average for all occupations. 
As members of the baby boom generation (those born between 1946 
and 1964) continue to age, the possibility of neurological disorders and 
associated speech, language, and swallowing impairments increases. 
Medical advances also are improving the survival rate of premature 
infants and trauma and stroke victims, who then need assessment 
and sometimes treatment. The combination of growth in the occupa-
tion and an expected increase in retirements over the coming years 
should create excellent job opportunities for speech-language patholo-
gists. Opportunities should be particularly favorable for those with the 
ability to speak a second language, such as Spanish (Bureau of Labor 
Statistics, 2009e).

PROFESSIONAL RESOURCES

This section contains a list of select professional resources for speech-
language pathologists including national regulatory bodies, national 
associations, state speech, language, and hearing associations, interdis-
ciplinary associations, and advocacy associations. It is impossible to in-
clude everything in this type of document, but the writer has attempted 
to identify the primary ones, and to provide either a ground address or a 
Web site to contact for further information.

National Regulatory Bodies

ASHA, the individual state boards of examiners (for state health licenses), 
and the department of education (for individuals who wish to practice 
in education settings) are the primary regulatory bodies for speech-
language pathologists. The National Association of Credential Evalu-
ation Services (NACES) is an association of private foreign credential 
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evaluation services dedicated to promoting excellence in independent 
foreign credential evaluation.

American Speech-Language-Hearing Association (www.asha.org)

2200 Research Blvd.
Rockville, MD 20805
301- 897- 5700

The American Speech-Language-Hearing Association is the pro-
fessional, scientific, and credentialing association for 135,000 mem-
bers and affiliates who are speech-language pathologists, audiologists, 
and speech, language, and hearing scientists in the United States and 
internationally.

National Council of State Boards of Examiners (www.ncsbe.org)

The mission of the National Council of State Boards of Examiners 
for Speech-Language Pathology and Audiology (NCSB) is to facilitate 
the role of state licensure boards by promoting more uniform national 
standards for licensure, by providing information or services to related 
professional organizations, by aiding licensing boards in fulfilling statu-
tory, professional, and ethical obligations, and by advocating for the pas-
sage of licensure statutes.

National Association of Credential Evaluation Services 
(www.naces.org)

In applying for ASHA certification, an individual will need to com-
plete the official ASHA application and submit the application, along 
with an official copy of the translation received from an agency that 
conducts credentials evaluation of international credentials. A list of 
NACES approved private credentials evaluation services may be found 
on the NACES Web site.

National Professional Bodies

The following is a partial list of national professional bodies and organi-
zations for speech-language pathologists. In addition to a description of 
the organization, the organization name and Web site are given, and a 
ground mailing address, if available.

www.asha.org
www.ncsbe.org
www.naces.org
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American Speech-Language-Hearing Association (www.asha.org)

2200 Research Blvd.
Rockville, MD 20805
301- 897- 5700

The American Speech-Language-Hearing Association is the pro-
fessional, scientific, and credentialing association for 135,000 mem-
bers and affiliates who are speech-language pathologists, audiologists, 
and speech, language, and hearing scientists in the United States and 
internationally.

Council of Academic Programs in Communication Sciences
and Disorders (www.capcsd.org)

The Council’s mission is to support programs worldwide that edu-
cate undergraduate and graduate students in the communication sci-
ences and disorders.

National Stuttering Association (www.nsastuttering.org)

The largest self-help support organization in the United States for 
people who stutter. Its mission is to bring hope and empowerment to 
children and adults who stutter, their families, and professionals through 
support, education, advocacy, and research.

National Association of Parents with Children in 
Special Education (www.napcse.org)

A national membership organization dedicated to rendering support 
and assistance to parents whose children receive special education ser-
vices, both in and outside of school. It was founded for parents of chil-
dren with special needs to promote a sense of community and provide a 
national forum for their ideas.

National Information Center on Deafness, Gallaudet University 
(www.gallaudet.edu/~nicd/)

800 Florida Ave., NE
Washington, D.C. 20002
202-651-5051 (V); 202-651-5052 (TTY)

www.asha.org
www.capcsd.org
www.nsastuttering.org
www.napcse.org
www.gallaudet.edu/~nicd/
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The National Information Center on Deafness at Gallaudet Univer-
sity responds to a wide range of questions received from the general 
public, deaf and hard of hearing people, their families, and professionals 
who work with them.

American Association for the Deaf-Blind (www.aadb.org)

814 Thayer Avenue, Room 302
Silver Spring, MD 20910
301-588-6545 (V/TTY)

AADB is a national consumer organization of, by, and for deaf-blind 
Americans and their supporters. Membership consists of deaf-blind in-
dividuals from diverse backgrounds, as well as family members, profes-
sionals, interpreters, and other interested supporters.

USA Deaf Sports Federation (www.usdeafsports.org)

PO Box 910338
Lexington, KY 40591-0338
605-367-5760 (V); 605-367-5761 (TTY)

The USA Deaf Sports Federation (USADSF) is the American sports 
organization for athletes who are deaf. The organization was established 
as the American Athletic Association for the Deaf (AAAD) in Ohio in 
1945. The name change to USADSF was adopted in 1998. Its purpose is 
to foster and regulate uniform rules of competition and provide social out-
lets for deaf members and their friends; serve as a parent organization of 
national sports organizations; conduct annual athletic competitions; and 
assist in the participation of U.S. teams in international competition.

National Association for the Deaf (www.nad.org)

814 Thayer Ave., Room 302
Silver Spring, MD 20910
301-587-1788; 301-587-1789 (TTY)

As a nonprofit federation, the mission of the NAD is to preserve, 
protect, and promote the civil, human, and linguistic rights of deaf and 
hard of hearing individuals in the United States of America. The advo-
cacy scope of the NAD is broad, covering the breadth of a lifetime and 

www.aadb.org
www.usdeafsports.org
www.nad.org
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impacting future generations in the areas of early intervention, educa-
tion, employment, health care, technology, telecommunications, youth 
leadership, and more.

State Regulatory Bodies (Licensing and Education)

The following is a list of each state’s board of examiner’s office and each 
state’s department of education office.

Alabama

Alabama Board of Examiners for Speech-Language Pathology 
and Audiology

PO Box 304760
Montgomery, AL 36130-4760

State of Alabama Department of Education

PO Box 3021101
50 North Ripley Street
Montgomery, AL 36104

Alaska

Alaska Professional Licensing

Audiology and Speech Pathology
PO Box 110806
Juneau, AK 99811-0806

Alaska Department of Education and Early Development

West 10th Street, Suite 200
Juneau, AK 99801-1894

Arizona

Arizona Department of Health Services, Division of Licensing

Office of Special Licensing
Hearing Aid Dispensers, Audiologists and 
 Speech-Language Pathologists
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150 North 18th, Suite 460
Phoenix, AZ 85007

Arizona Department of Education

Exceptional Student Services
Department of Education
1535 West Jefferson
Phoenix, AZ 85007-3280

Arkansas

Arkansas Board of Examiners in Speech-Language Pathology 
and Audiology

101 E. Capitol, Suite 211
Little Rock, AR 72201

Arkansas Department of Education

Special Education Unit
4 Capitol Mall
Little Rock, AR 72201

California

California Speech-Language Pathology and Audiology Board

2005 Evergreen Street, Suite 2100
Sacramento, CA 95815

California Department of Education

Special Education Division
PO Box 944272
Sacramento, CA 94244-2720

Colorado (Colorado only regulates audiology)

Colorado Audiologists and Hearing Aid Providers Registration

1560 Broadway, Suite 1350
Denver, CO 80202
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Colorado Department of Education

Exceptional Student Services Unit
201 East Colfax Avenue
Denver, CO 80203-1799

Connecticut

Connecticut Speech-Language Pathology and Audiology Licensure 
Department of Public Health

410 Capitol Avenue—MS #12APP
PO Box 340308
Hartford, CT 06134 -0308

Connecticut State Department of Education

Bureau of Special Education
165 Capitol Avenue
PO Box 2219
Hartford, CT 06145-2219

Delaware

Delaware Audiology, Speech/Language Pathology 
and Hearing Aid Dispensing Board

Canon Building, Suite 203
861 Silver Lake Boulevard
Dover, DE 19904

Delaware Department of Public Instruction

PO Box 1402
Dover, DE 19903

District of Columbia

District of Columbia Health Professional Licensing 
Administration Department of Health

717 14th Street, NW, Suite 600
Washington, DC 20005
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District of Columbia Office of Special Education

825 North Capitol Street, NE, 6th Floor
Washington, DC 20002

Florida

Florida Board of Speech-Language Pathology and Audiology

Department of Professional Regulation
4052 Bald Cypress Way, Bin C06
Tallahassee, FL 32399

Florida Department of Education

Speech and Language Impaired/Deaf and Hard of Hearing
Bureau of Education for Exceptional Students
Florida Education Center, Room 601
325 West Gaines Street
Tallahassee, FL 32399-0400

Georgia

Georgia Board of Examiners for Speech-Language Pathology 
and Audiology

237 Coliseum Drive
Macon, GA 31217

Georgia Department of Education

Division for Exceptional Students
State Office Building
1870 Twin Towers East
Atlanta, GA 30334 -5040

Hawaii

Hawaii Board of Speech-Language Pathology and Audiology

Department of Commerce and Consumer Affairs-PVL
PO Box 3469
Honolulu, HI 96801
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Hawaii Department of Education

3430 Leahi Avenue
Honolulu, HI 96815

Idaho

Idaho Speech and Hearing Services Licensure Board

Idaho Bureau of Occupational Licenses
1109 Main Street, Suite 220
Boise, ID 83702-5642

Idaho Department of Education Bureau of Special Education

PO Box 83720
Boise, ID 83720-0027

Illinois

Illinois Department of Professional Regulations

320 West Washington Street
Springfield, IL 62786

Illinois State Board of Education

Center for Educational Innovation and Reform
100 North First Street
Springfield, IL 62777-0001

Indiana

Indiana Speech-Language Pathology and Audiology Board

Indiana Health Profession Service Bureau
402 West Washington Street, Room W072
Indianapolis, IN 46204-2758

Indiana State Department of Education

Center for Community Relations and Special Education 
Populations
Division of Special Education
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State House, Room 229
Indianapolis, IN 46204-2798

Iowa

Iowa State Board of Speech Pathology and Audiology Bureau 
of Professional Licensure

Lucas State Office Building, 5th Floor
321 E. 12th Street
Des Moines, IA 50319-0075

Iowa Department of Education

Grimes State Office Building
Des Moines, IA 50319-0146

Kansas

Kansas Department of Health and Environment

Health Occupations Credentialing
1000 SW Jackson, Suite 200
Topeka, KS 66612-1365

Kansas State Department of Education

Student Support Services
120 SE 10th Avenue
Topeka, KS 66612-1102

Kentucky

Kentucky Board of Speech-Language Pathology and Audiology

PO Box 1360
Frankfort, KY 40602-1360

Kentucky Department of Education

Office of Education for Exceptional Children
Capitol Plaza Tower, Room 820
Frankfort, KY 40601
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Louisiana

Louisiana Board of Examiners for Speech-Language Pathology 
and Audiology

18550 Highland Road, Suite B
Baton Rouge, LA 70809

Louisiana State Department of Education

Office of Special Education
PO Box 94064
Baton Rouge, LA 70804-9064

Maine

Maine Office of Licensing and Registration Board of Examiners 
on Speech-Language Pathology and Audiology

35 State House Station
Augusta, ME 04333-0035

Maine Department of Education

State House State #23
Augusta, ME 04333

Maryland

Maryland Board of Examiners for Audiology, Hearing Aid 
Dispensers, and Speech-Language Pathologists

4201 Patterson Avenue, Room 308
Baltimore, MD 21215

Maryland Department of Education

200 West Baltimore Street
Baltimore, MD 21201-2592

Massachusetts

Massachusetts Board of Speech-Language Pathology and Audiology

239 Causeway Street, Suite 500
Boston, MA 02114
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Massachusetts Department of Education

1385 Hancock Street
Quincy, MA 02169-5183

Michigan (Michigan regulates only audiology)

Michigan Board of Audiology

Bureau of Health Professions
611 W. Ottawa Street
Lansing, MI 48933

Michigan Department of Education

608 W. Allegan Street
Lansing, MI 48933

Minnesota

Minnesota Department of Health

Speech-Language Pathologists and Audiologists Licensing
PO Box 64882
St. Paul, MN 55164-0882

Minnesota Department of Education

818 Capitol Square
St. Paul, MN 55101

Mississippi

Mississippi Department of Health and Professional 
Licensure

Speech Language Pathology and Audiology Council
PO Box 1700
Jackson, MS 39215

Mississippi Department of Education

Office of Special Education
PO Box 771
Jackson, MS 39205-0771
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Missouri

Missouri Board of Registration for the Healing Arts Advisory 
Commission of Professional Speech-Language Pathologists 
and Audiologists

3605 Missouri Boulevard
Jefferson City, MO 65102

Missouri Department of Elementary and Secondary Education

Division of Special Education
PO Box 480
Jefferson City, MO 65102

Montana

Montana Board of Speech-Language Pathologists and Audiologists

301 S. Park Avenue, 4th Floor
Helena, MT 59620

Montana Office of Public Instruction

Division of Special Education
PO Box 202501
State Capitol
Helena, MT 59620-2501

Nebraska

Nebraska Department of Health and Human Services Board 
of Audiology and Speech-Language Pathology

PO Box 94986
301 Centennial Mall South
Lincoln, NE 68509-4986

Nebraska Department of Education

Special Education Office
6949 South 110th Street
Omaha, NE 68128
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Nevada

Nevada State Board of Examiners for Audiology 
and Speech Pathology

PO Box 70550
Reno, NV 89570-0550

Nevada State Department of Education

4604 Carriage Lane
Las Vegas, NV 89119

New Hampshire

New Hampshire Allied Health Professionals, 
Speech-Language Pathologists

2 Industrial Park Drive
Concord, NH 03301-8520

New Hampshire Department of Education

101 Pleasant Street
Concord, NH 03301-3860

New Jersey

New Jersey Audiology and Speech-Language 
Advisory Committee

124 Halsey Street, 6th Floor
PO Box 45002
Newark, NJ 07102

New Jersey Department of Education

Division of Special Education
PO Box CN 500
225 West State Street
Trenton, NJ 08625-0001
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New Mexico

New Mexico Regulation and Licensing Department

Speech Language Pathology, Audiology and Hearing Aid 
Dispensers Board
2550 Cerrillos Road
Santa Fe, NM 87505

New Mexico State Public Education Department

300 Don Gasper Avenue
Santa Fe, NM 87501-2786

New York

New York State Education Department, Office of the Professions 
State Board for Speech-Language Pathology and Audiology

89 Washington Avenue
Education Building, 2nd Floor, West Wing
Albany, NY 12234-1000

New York State Education Department

Vocational and Educational Services for Individuals with 
Disabilities
One Commerce Plaza
Albany, NY 12234

North Carolina

North Carolina Board of Examiners for Speech-Language 
Pathology and Audiology

PO Box 16885
Greensboro, NC 27416-0885

North Carolina State Department of Public Instruction

301 N. Wilmington Street
Raleigh, NC 27601
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North Dakota

North Dakota State Board of Examiners on Audiology 
and Speech-Language Pathology

Education Building, Room 212
231 Centennial Drive, Stop 7189
Grand Forks, ND 58202-7189

North Dakota Department of Public Instruction

600 East Boulevard, Dept. 201
Bismarck, ND 58505-0440

Ohio

Ohio Board of Speech-Language Pathology and Audiology

77 South Height Street, 16th Floor
Columbus, OH 43215

Ohio Department of Education

Office for Exceptional Children
25 South Front Street
Columbus, OH 43215-4183

Oklahoma

Oklahoma State Board of Examiners for Speech-Language 
Pathology and Audiology

PO Box 53592
3700 North Classen Boulevard, Suite 2248
Oklahoma City, OK 73152

Oklahoma Department of Education

2500 Lincoln Boulevard
Oklahoma City, OK 73105-4599
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Oregon

Oregon Board of Examiners for Speech-Language Pathology 
and Audiology

800 NE Oregon Street, Suite 407
Portland, OR 97232-2162

Oregon Department of Education

255 Capitol Street, NE
Salem, OR 97310-0203

Overseas Association of Communication Sciences (OSACS)

CMR 437, Box 956
APO AE 09267

Pennsylvania

Pennsylvania Bureau of Professional and Occupational Affairs 
Board of Examiners in Speech-Language and Hearing

PO Box 2649
Harrisburg, PA 17105-2649

Pennsylvania Department of Education

Bureau of Special Education
333 Market Street
Harrisburg, PA 17126

Rhode Island

Rhode Island Department of Health, Office of Health Professional 
Regulation Board of Examiners in Speech-Language Pathology 
and Audiology

3 Capitol Hill, Room 104
Providence, RI 02908-5097
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Rhode Island Department of Education

Office of Special Needs
255 Westminster Street
Providence, RI 02903

South Carolina

South Carolina Board of Examiners in Speech Pathology 
and Audiology

PO Box 11329
Columbia, SC 29211-1329

South Carolina Department of Education

503 Rutledge Building
1429 Senate Street
Columbia, SC 29201-6123

South Dakota

South Dakota Board of Hearing Aid Dispensers 
and Audiologists

135 East Illinois, Suite 214
Spearfish, SD 57783-2446

South Dakota Section for Special Education

South Dakota Department of Education
700 Governor’s Drive
Pierre, SD 57501

Tennessee

Tennessee State Board of Communication Disorders 
and Sciences

Speech Pathology and Audiology
227 French Landing, Suite 300
Nashville, TN 37243
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Tennessee Department of Education

Division of Special Education
Andrew Johnson Tower, 6th Floor
Nashville, TN 37243-0375

Texas

Texas State Board of Examiners for Speech-Language 
Pathology and Audiology

1100 W. 49th Street
Austin, TX 78756-3183

Texas Special Education Division

Texas Education Agency
1701 North Congress
Austin, TX 78701

Utah

Utah Division of Occupational and Professional Licensing Speech-
Language Pathology and Audiology Licensing Board

PO Box 146741
Salt Lake City, UT 84114 -6741

Utah Specialist Communication Disorders and Learning Disabilities

Special Education Services Unit
Utah State Office of Education
250 East 500 South
Salt Lake City, UT 84114 -4200

Vermont

Vermont Department of Education Licensing Office

Speech-Language Pathologist and Audiologist
120 State Street
Montpelier, VT 05620-2501
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Vermont Department of Education

120 State Street
Montpelier, VT 05620-2501

Virginia

Virginia Department of Health Professions, State Board 
of Audiology and Speech Pathology

Perimeter Center
9960 Maryland Drive, Suite 300
Richmond, VA 23233-1463

Virginia Department of Education

PO Box 2120
Richmond, VA 23210-2120

Washington

Washington Department of Health, Health Professions 
Quality Assurance

Board of Hearing and Speech
PO Box 47869
Olympia, WA 98504 -7869

Washington Special Education, Washington Department 
of Public Instruction

Old Capitol Building
PO Box 47200
Olympia, WA 98504 -7200

West Virginia

West Virginia Board of Examiners for Speech-Language 
Pathology and Audiology

Route 1, Box 191
Buckhannon, WV 26201
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West Virginia Department of Education

Building #6, Room 304
1900 Kanawha Boulevard East
Charleston, WV 25305

Wisconsin

Wisconsin Department of Regulation and Licensing

Wisconsin Hearing and Speech Examining Board
PO Box 8935
Madison, WI 53708-8935

Wisconsin Department of Public Instruction

Special Education
125 South Webster Street, 4th Floor
PO Box 7841
Madison, WI 53707-7841

Wyoming

Wyoming Board of Speech Pathology and Audiology

1800 Carey Avenue, 4th Floor
Cheyenne, WY 82002

Wyoming Department of Education

Hathaway Building, Second Floor
2300 Capitol Avenue
Cheyenne, WY 82002-0050

State Speech-Language-Hearing Professional 
Associations

The following is a list of state speech-language pathology associations 
and each current website.

Alabama Speech and Hearing Association: www.alabamashaa.org■

Alaska Speech-Language-Hearing Association: www.aksha.org■

www.alabamashaa.org
www.aksha.org
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Arizona Speech-Language-Hearing Association: www.arsha.org■

California Speech-Language-Hearing Association: www.CSHA.■

org
Colorado Speech-Language-Hearing Association: www.cshassoc.■

org
Connecticut Speech-Language-Hearing Association Inc.: www.■

ctspeechhearing.org
Delaware Speech-Language-Hearing Association: www.dsha.org■

Florida Association of Speech-Language Pathologists and Audi-■

ologists: www.flasha.org
Georgia Speech-Language-Hearing Association: www.gsha.org■

Hawaii Speech-Language-Hearing Association: www.hsha.org■

Idaho Speech-Language-Hearing Association: www.idahosha.org■

Illinois Speech-Language-Hearing Association: www.ishail.org■

Indiana Speech-Language-Hearing Association: www.islha.org■

Iowa Speech-Language-Hearing Association: www.isha.org■

Kansas Speech-Language-Hearing Association: www.ksha.org■

Kentucky Speech-Language-Hearing Association: www.kysha.■

org
Louisiana Speech-Language-Hearing Association: www.lsha.org■

Maine Speech-Language-Hearing Association: www.mslha.org■

Maryland Speech-Language-Hearing Association: www.mdslha.■

org
Massachusetts Speech-Language-Hearing Association: www.■

mshahearsay.org
Michigan Speech-Language-Hearing Association: www.michigan■

speechhearing.org
Minnesota Speech-Language-Hearing Association: www.msha.■

net
Mississippi Speech-Language-Hearing Association: www.mshausa.■

org
Missouri Speech-Language-Hearing Association: www.show■

memsha.org
Montana Speech-Language-Hearing Association: www.mshaon■

line.org
Nebraska Speech-Language-Hearing Association: www.nslha.org■

Nevada Speech-Language-Hearing Association: www.nvsha.org■

New Hampshire Speech-Language-Hearing Association Inc.: ■

www.nhslha.org

www.arsha.org
www.CSHA.org
www.CSHA.org
www.cshassoc.org
www.cshassoc.org
www.ctspeechhearing.org
www.ctspeechhearing.org
www.dsha.org
www.flasha.org
www.gsha.org
www.hsha.org
www.idahosha.org
www.ishail.org
www.islha.org
www.isha.org
www.ksha.org
www.kysha.org
www.kysha.org
www.lsha.org
www.mslha.org
www.mdslha.org
www.mdslha.org
www.mshahearsay.org
www.mshahearsay.org
www.michiganspeechhearing.org
www.michiganspeechhearing.org
www.msha.net
www.msha.net
www.mshausa.org
www.mshausa.org
www.showmemsha.org
www.showmemsha.org
www.mshaonline.org
www.mshaonline.org
www.nslha.org
www.nvsha.org
www.nhslha.org
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New Jersey Speech-Language-Hearing Association: www.njsha.■

org
New Mexico Speech-Language-Hearing Association: www.nmsha.■

net
New York Speech-Language-Hearing Association: www.nysslha.■

org
North Carolina Speech-Language-Hearing Association: www.■

ncshla.org
North Dakota Speech-Language-Hearing Association: www.■

ncshla.org
Ohio Speech-Language-Hearing Association: www.ohioslha.org■

Oklahoma Speech-Language-Hearing Association: www.oslha.■

org
Oregon Speech-Language-Hearing Association: www.oregon■

speechandhearing.org
Pennsylvania Speech-Language-Hearing Association: www.psha.■

org
Rhode Island Speech-Language-Hearing Association: www.risha.■

info
South Carolina Speech-Language-Hearing Association: www.■

scsha.com
South Dakota Speech-Language-Hearing Association: www.■

sdslha.org
Tennessee Association of Audiologists and Speech-Language Pa-■

thologists: www.taaslp.org
Texas Speech-Language-Hearing Association: www.txsha.org■

Utah Speech-Language-Hearing Association: www.ushaonline.■

net
Vermont Speech-Language-Hearing Association: www.vslha.org■

Virginia Speech-Language-Hearing Association: www.shav.org■

Washington Speech and Hearing Association: www.wslha.org■

West Virginia Speech-Language-Hearing Association: www.■

wvsha.org
Wisconsin Speech-Language-Hearing Association: www.wisha.■

org
Wyoming Speech-Language-Hearing Association: www.wsha.■

info
District of Columbia Speech-Language-Hearing Association: ■

www.dcsha.org

www.njsha.org
www.njsha.org
www.nmsha.net
www.nmsha.net
www.nysslha.org
www.nysslha.org
www.ncshla.org
www.ncshla.org
www.ncshla.org
www.ncshla.org
www.ohioslha.org
www.oslha.org
www.oslha.org
www.oregonspeechandhearing.org
www.oregonspeechandhearing.org
www.psha.org
www.psha.org
www.risha.info
www.risha.info
www.scsha.com
www.scsha.com
www.sdslha.org
www.sdslha.org
www.taaslp.org
www.txsha.org
www.ushaonline.net
www.ushaonline.net
www.vslha.org
www.shav.org
www.wslha.org
www.wvsha.org
www.wvsha.org
www.wisha.org
www.wisha.org
www.wsha.info
www.wsha.info
www.dcsha.org


274 The Official Guide for Foreign-Educated Allied Health Professionals

Interdisciplinary

Listed below are several interdisciplinary organizations that include 
speech-language pathologists as members. Such a list is too lengthy to 
complete in this document.

Communication Independence for the Neurologically 
Impaired (http://www.cini.org)

Founded by speech pathologists, people with amyotrophic lateral scle-
rosis (ALS) and family members, Communication Independence for the 
Neurologically Impaired (CINI) is the only not-for-profit organization 
solely devoted to improving the quality of life of people with ALS/MND 
(Lou Gehrig’s Disease), by disseminating information about the com-
munication technology that can help them.

Rehabilitation Engineering Research Center on 
Communication Enhancement (http://aac-rerc.com)

The AAC-RERC is a collaborative research group dedicated to the de-
velopment of effective AAC technology. Augmentative and alternative 
communication (AAC) refers to ways (other than speech) that are used 
to send a message from one person to another.

International Society for Augmentative and Alternative 
Communication (ISAAC) (http://www.isaac-online.org)

The ISAAC is a worldwide alliance working to create opportunities for 
people who communicate with little or no speech. ISAAC supports and 
encourages the best possible communication methods for people who 
find communication difficult. It has chapters in 15 countries and mem-
bers in 60 other countries.

Rehabilitation and Assistive Technology Society 
of North America (RESNA) (http://www.resna.org)

RESNA’s purpose is to improve the potential of people with disabili-
ties to achieve their goals through the use of technology. It serves that 
purpose by promoting research, development, education, advocacy, and 
provision of technology; and by supporting the people engaged in these 
activities. RESNA’s membership ranges from rehabilitation profession-
als, including speech-language pathologists, to consumers to students. 

http://www.cini.org
http://www.isaac-online.org
http://www.resna.org
http://aac-rerc.com
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All members are dedicated to promoting the exchange of ideas and in-
formation for the advancement of assistive technology.

ADVOCACY GROUPS

The following list identifies select speech-language pathology advocacy 
groups. Both groups can be found on the ASHA Web site.

SLP Associations outside of the United States: http://www.asha.■

org/about/membership-certification/international/intl_assoc.
htm
NonProfit Groups with an International Focus: http://www.asha.■

org/about/membership-certification/international/intNonProf
Res.htm
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Acculturation program: A system of procedures or activities that 
has the specific purpose of training individuals to understand an-
other culture and its practices.

Assertiveness: The ability to state one’s position positively and in a 
self-confident manner.

Cross-cultural communication: Interactions between two or 
more individuals of different cultures.

Cultural conflicts: Disagreements that arise due to misunder-
standings in communication and personal interpretations of words 
and actions.
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Focus group: A small group of people who are questioned about 
their opinions as part of research.

Idiom: An expression of speech whose meaning is translated figura-
tively rather than literally.

Jargon: An informal language used by people who work together 
within a specific occupation or profession or within a common 
interest group.

Role-playing: Practicing how you will respond in a situation by 
playing the part you will take or that of another person, for example, 
practicing your interaction with a physician who has written an order 
that you must question.

Slang: Highly informal words or expressions that are not considered 
standard in the language.

The ability to communicate effectively in the health care setting is 
a skill that is not only critical to safe practice but also highly valued. 
This chapter will focus on the interpersonal and language challenges that 
many foreign-educated health care professionals face as they enter prac-
tice in the United States.

Communication—the exchange of ideas or information through spo-
ken words, writing, or gestures—is important to safe health care prac-
tice. In the United States, English is the language used in health care 
settings and in health care practice. The perception of foreign-educated 
health care professionals as competent providers of care in the United 
States has been linked, in part, to their ability to communicate in English 
and to understand verbal and written English communication in order 
to ensure safe patient care.

LEGAL BASIS FOR U.S. LANGUAGE PROFICIENCY 
REQUIREMENTS

The United States relies on foreign-educated health care professionals to 
supplement its workforce in times of shortage. However, previous short-
ages and their corresponding recruitment patterns have not prepared the 
health care community for the magnitude of diverse backgrounds of health 
care professionals who migrate today. Most health care professionals who 
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came to the United States during previous shortages were from the Phil-
ippines, the United Kingdom, or Canada. Today, as migration patterns 
evolve and health care education expands globally, health care profes-
sionals come to the United States from all over the world.

With health care professionals entering the U.S. health workforce 
from such diverse backgrounds, the U.S. government, through the 1996 
Illegal Immigration Reform and Immigrant Responsibility Act, man-
dated that health care professionals seeking to practice in the United 
States demonstrate a certain level of proficiency in written and spoken 
English. The regulations implementing the 1996 Act identified the ac-
cepted English language tests and score requirements for the health 
care professions. The required English language proficiency examina-
tions and their score requirements may be found in chapter 3, Table 3.1, 
or on the CGFNS International Web site: http://www.cgfns.org/files/pdf/
req/vs-requirements.pdf.

One of the requirements of the CGFNS VisaScreen® Program—and 
of the federal screening programs of the National Board for Certifica-
tion in Occupational Therapy (NBCOT®) and the Foreign Commission 
for Certification in Physical Therapy (FCCPT)—is the successful dem-
onstration of English language proficiency as required by the 1996 law. 
Currently, foreign-educated health care professionals coming to work 
in the United States must achieve the government-mandated scores on 
one of the sets of English language proficiency examinations in order to 
obtain either the VisaScreen Certificate or the Health Care Worker Cer-
tificate required for the visa. One of these certificates must be presented 
at the embassy or consular office at the time of your visa interview.

In addition to the federal government’s English language mandate, 
state licensure boards are requiring more documentation of English lan-
guage proficiency to ensure that foreign-educated health care profes-
sionals can provide the health care team, patients, and families with the 
health information they need to make important health decisions. Pa-
tient complaints and poor patient outcomes are reinforcing the need for 
improved skills in communication, which can be an especially challeng-
ing issue for health care professionals whose first language is other than 
English. In fact, some states believe that lack of language proficiency 
contributes to medication errors and failures in multidisciplinary com-
munication. For that reason, many states are requiring health care pro-
fessionals to take and pass English language proficiency examinations 
or to submit a Health Care Worker Certificate (see chapter 3, section 
entitled “Immigration Requirements for Health Care Professionals”).

http://www.cgfns.org/files/pdf/req/vs-requirements.pdf
http://www.cgfns.org/files/pdf/req/vs-requirements.pdf
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INTERPERSONAL SKILLS

Health communication has recently received increased visibility in the 
United States with many health organizations conducting research and 
producing literature related to this topic. One objective of Healthy People 
2010, a set of national health goals published by the U.S. Department of 
Health and Human Services (2008), is to “increase the proportion of per-
sons who report that their health care providers have satisfactory com-
munication skills.” Effective communication of health care information 
is especially important because the U.S. health care system places in-
creased responsibility on individuals for their own health and wellness.

Cross-Cultural Conflicts

Increasing globalization and global mobility are bringing new immigrants 
to the United States from a wide array of countries. As a result, health 
care professionals in the United States are interacting with people—both 
patients and colleagues—from many different cultures. Culture helps to 
shape an individual’s values, beliefs, and identity. However, cultural con-
flicts can arise from misunderstandings in communication and personal 
interpretations. In the workplace some of these differences can relate to 
the perception of time, to the way work is organized and completed, and 
to the way in which communications and interactions are managed.

Cross-cultural conflicts in health care can be minimized or pre-
vented by learning more about the individual cultures of coworkers and 
patients. Conflicts also may be minimized by a willingness and openness 
in sharing personal and professional experiences and practices. Many 
hospitals are providing opportunities for such interaction, which can help 
to reduce cultural conflict if U.S.-educated and foreign-educated health 
care professionals are willing to share their stories, discuss their similari-
ties and differences, and develop a relationship built on respect.

Cross-Cultural Communication

It seems that in the workplace, at least, people are often more com-
fortable interacting with others who share the same cultural or ethnic 
background, especially where language is involved. This may provide 
a comfort zone or safe environment, especially for newly arrived im-
migrants. The way in which we communicate is probably influenced 
most by the culture in which we were reared; therefore, the foundation 
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of successful cross-cultural communication is having some degree of 
understanding of each other’s culture and its norms. This basic under-
standing can reduce the anxiety of living, working, and communicating 
in a culturally diverse country, such as the United States. One foreign-
educated health care professional very eloquently addressed the topic 
of cultural challenges and communication during a CGFNS (2000) 
focus group:

No one ever told me about in North America, the diversity. Here in North 
America there is a very wide diversity of cultures. The gays, the single 
mothers, teen pregnancies, those with addiction—they are accepted here. 
But in many countries and cultures, like India, Asia, the Middle East, these 
are not accepted. I’m not saying they don’t exist, but they’re not brought 
to light.

Tips to Promote Cross-Cultural Communication

The facility in which you work, and even the unit or department to which 
you are assigned, also will have its own culture, its own norms, and its 
own values and rules. Cross-cultural interaction has its challenges, and 
it is important to remember that you may not always be successful in 
communicating. However, you can minimize the stress of cross-cultural 
communication by:

Taking the initiative to ask■  if you are unsure of what is expected of 
you, or what a colleague, supervisor, physician, or patient is trying 
to explain to you.
Making sure you understand■  what was said by summarizing what 
you heard for clarification and accuracy. For example, you might 
say to a colleague or patient, “This is what I understood you to 
have said . . . Am I correct?” You should confirm the intended 
meaning of both verbal and nonverbal communication to prevent 
misunderstandings.
Finding an intermediary■  who can interact with you and your pa-
tient or colleagues if messages are unclear. Your mentor/precep-
tor, or some other person you trust, might serve in this role.
Requesting feedback■  by asking a colleague or patient, “Can 
you understand clearly what I’m saying?” Feedback can help 
to correct misconceptions so that both parties have the same 
understanding.
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In a study of foreign-educated health care professionals in the U.S. 
workforce, CGFNS (2002) found that many of the professionals had com-
munication difficulties in the workplace but were taking steps to increase 
their language proficiency. The most common issues were talking on the 
telephone, talking with physicians, and talking with patients and their 
families. Talking on the telephone was particularly challenging when 
speaking with a physician for whom English also was a second language.

Role-Playing

One of the suggestions for remedying the language challenges of foreign-
educated health care professionals was role-playing. Many of the pro-
fessionals reported practicing communicating with a “physician,” both 
in person and on the telephone, during their orientation to the facility. 
Many also role-played situations in which they had to communicate with 
“patients” and their “families.” The more they practiced, the easier the 
communication became when the health care professionals experienced 
these simulated communications in the actual practice setting.

ASSERTIVENESS

Assertiveness is the ability to honestly express your opinions, feelings, 
concerns, and attitudes in a way that does not infringe on another’s rights 
and does not cause you and others undue anxiety. Assertive communica-
tion allows both parties to maintain self-respect.

Physician Interactions

In the United States, health care professionals see themselves as being 
colleagues of physicians, rather than as being subservient to them, be-
cause developing this attitude is an integral part of their education. 
Health care professionals interact frequently with physicians, discuss-
ing patient conditions, treatment options, and personal observations. 
Health care professionals are required to confirm physician orders and 
will question physician orders if they believe they are in error.

In fact, health care professionals in the United States are legally 
and ethically accountable for their own actions. Health care profession-
als must question the actions of doctors and other professionals if they 
pose a danger to patient care. This even includes refusing to carry out a 
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physician’s orders and notifying the appropriate supervisor if the health 
care professional believes the orders are unsafe. Such actions require as-
sertiveness, tact, and negotiation, all of which necessitate proficiency in 
the use of the English language.

Patient Interactions

Interacting with patients also may require assertiveness. In the United 
States, the health care professional is not only a provider of care, but 
also a teacher, an intermediary between patient and physician, and many 
times, a patient advocate. To fulfill these roles, the health care profes-
sional must have not only good verbal communication skills but also good 
documentation skills to ensure continuity of care, patient understanding 
of care, and maintenance of legal records, such as the patient’s chart.

As health care professionals work in more intense and complex situ-
ations, the need for assertiveness increases. Health care professionals 
who are not assertive in their communications often feel as if they have 
little or no control over a situation. Becoming more assertive can lead to 
more respect—and more positive responses to your health care knowl-
edge and experience—from patients and coworkers.

Nonassertive Communication

Assertiveness is a skill that requires practice. It can be difficult to give 
your opinion, to express your needs, and to confront the behavior of oth-
ers if you have not been encouraged to do so. Being assertive will take 
you out of your comfort zone, especially when you first attempt it. That 
is why many health care professionals move from being passive in their 
interactions to being aggressive in making their needs known—and then 
finally become assertive, with practice.

What are some of the signs that you are not being assertive? You are 
considered nonassertive in the United States if you:

Consider yourself to be less knowledgeable or less capable than ■

others, despite your education
Avoid eye contact■

Don’t take a position on issues—even when a situation dictates ■

that you should
Try to prevent conflict at all costs■

Try not to be the decision maker■
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Are unable to say no■

Try not to be noticed in work or social situations■

Assertive Communication

Assertiveness requires that you express your thoughts, opinions, and 
feelings without offending others. You can develop your assertiveness by 
following these recommendations:

Use “I” statements instead of “You” statements when interacting. ■

For example, when you disagree with someone, instead of saying, 
“You are not correct,” try saying, “I appreciate your opinion—and I 
have a different perspective.” Then calmly state that perspective.
Use assertive body language. Face the person with whom you ■

are attempting to communicate, keep your voice calm, stand up 
straight, and be aware of your facial expressions.
Be factual and not judgmental. Do not apologize for your opinion.■

Make clear and direct requests that do not encourage the other ■

person to say no. For example, if a patient tries to avoid partici-
pating in therapy, instead of saying, “Would you like to go to ther-
apy today?” say, “I’ll be taking you to therapy at 10 o’clock this 
morning.”

Support Systems

Sometimes becoming assertive requires a support system. Practice with 
trusted friends and family. Start with small steps. If you find that you 
hesitate to speak up in meetings at work, find out what the meeting 
agenda is beforehand and decide to speak on a topic that is of interest 
to you. Try to choose a topic early in the agenda so that you don’t have 
to think about your response during the entire meeting. Formulate your 
opinion, then practice speaking it out loud so that when you are in the 
meeting, you will feel less nervous and will be able to voice your opinion. 
Act confidently—even if you do not feel confident.

NONVERBAL COMMUNICATION

Communication is composed of two interrelated dimensions: verbal 
communication and nonverbal communication. The key components of 
verbal communication are sound, words, speaking, and language.
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Nonverbal communication includes such attributes as facial expres-
sion, eye contact, touching, tone of voice, posture, and physical dis-
tance maintained during communication. Even silence can be a form 
of nonverbal communication, and it often can have a greater impact 
than the spoken word. Nonverbal communication tends to express inner 
feelings, is more genuine, and is less likely to be as controlled as the 
spoken word.

It is important for the health care professional to be aware of the role 
of nonverbal communication in the work setting because others make 
judgments about competence and character by observing nonverbal be-
haviors. Body posture can be an indicator of your self-confidence, your 
energy, or your fatigue. Facial expressions can intentionally or uninten-
tionally convey emotions, attitudes, and internal feelings. Your eyes can 
indicate positive or negative relationships.

Eye Contact

People tend to look longer and more often at those whom they trust, 
respect, and care about than at those whom they dislike or mistrust. 
In some cultures, including the United States, direct eye contact con-
veys confidence and sincerity. Too little eye contact can indicate poor 
self-esteem, while too much eye contact can indicate aggression and an 
attempt to control.

It is important to understand cultural differences regarding eye con-
tact because not being aware of the norm in the new culture can lead 
to misconceptions. For example, the health care professional who does 
not maintain eye contact during interactions often is considered untrust-
worthy, when, in fact, such eye contact actually may be considered rude 
and disrespectful in the individual’s native culture.

Physical Distance

Appropriate physical distance during communication and interactions 
can vary among cultures. In some cultures, acceptable personal and so-
cial distance is much closer than it is in the United States. Observe the 
distance your colleagues maintain when interacting among themselves, 
with patients and families, and with other health team members. Re-
member that appropriate physical distance is determined by the situa-
tion, the nature of the relationship, the topic under discussion, and your 
physical surroundings.
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Touching

Touching, such as putting your arm around someone or putting your 
hand on another’s arm or shoulder, can be used to convey caring, sympa-
thy, encouragement, and praise—as well as anger, control, and restraint. 
It is very important to remember that the norms that govern touching 
behavior differ among cultures.

In the United States, a certain amount of distance usually is main-
tained when interacting with others, unless the situation requires close 
physical contact, for example, comforting a grieving patient or family 
member. If your culture is one in which touching or physical closeness is 
the norm, you may have to adjust your personal space to accommodate 
the norms of your new work environment.

Tone of Voice

When speaking, the tone of your voice can indicate a range of feelings 
and emotions, from calm approval to angry disapproval. Often it is not 
what is said, but how you say it, that can make a difference in the out-
come of an interaction with a patient, colleague, or health team member. 
For example, when you are stressed or anxious, your voice often is high 
pitched or loud, and your words are spoken at a rapid pace. In this way, 
you transmit your stress to others. By taking a deep breath or two before 
speaking, and by consciously slowing your breathing, your voice will be-
come lower pitched and calmer, the pace of your words will slow, and 
patients and colleagues will relax.

Time

The way in which we perceive and structure our time is also a form of 
nonverbal communication. Time perceptions include punctuality, willing-
ness to wait, speed of speech, and how long people are willing to listen.

Time in the United States often is viewed as a commodity, and fairly 
rigid time constraints are practiced in the workplace. Arriving for work 
on time and leaving work on time are the expected norms—and U.S. 
labor laws require strict adherence to work hours. Being on time for 
meetings and appointments is seen as a matter of respect, and it is ex-
pected that patient care will be carried out quickly and efficiently and 
in an organized manner. The United States is considered a fast-paced 
culture. If the pace of your native culture is slower, you will have to be 
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aware of the perception of time in the United States because you may 
have to adjust your pace accordingly.

All health care professionals should be aware of the messages they 
are sending with their nonverbal communication and should carefully 
observe the nonverbal cues that others may be sending—intentionally or 
unintentionally.

IDIOMS, SLANG, AND ABBREVIATIONS

Proficiency in communication also includes an understanding of the idi-
oms, jargon, and slang of the new country and new work setting. Fail-
ure to understand may create a barrier to communication.

Idioms

An idiom is an expression of speech whose meaning is translated figu-
ratively rather than literally. The meaning of an idiom is only known 
through common usage; therefore idioms present a particular challenge 
for health care professionals entering a new culture—both a new host 
culture and a new employment culture. For example, in the United 
States you might hear a colleague say, “Well, I guess Mr. Jones will pull 
through.” Translated, this means that Mr. Jones will recover from his 
illness—not that he will pull an object. A patient may say to you, “I have 
to use the facilities.” This means that he/she has to go to the bathroom 
or restroom.

Jargon

Jargon is a form of language used by people who work together within a 
specific occupation or profession or within a common interest group. It 
is a kind of shorthand for the group. For example, Digoxin is a common 
medication used in the United States. However, when health care profes-
sionals talk about the medication, they often refer to it as “Dig” (using the 
first syllable of the word) rather than Digoxin as is seen in textbooks.

Slang

Slang is the use of highly informal words or expressions that are not con-
sidered standard in the language. You will encounter slang expressions 
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both in the workplace and in the community. For example, when you first 
meet someone, that person might say to you, “What’s up?” or “How’re 
you doing?” What the individual really is asking is, “How are you?”

A list of the common slang, jargon, and idioms used in the United 
States and identified in focus groups with foreign-educated health care 
professionals may be found in Appendix E. A list of slang terms, idioms, 
and jargon commonly heard in practice situations may also be found 
in Appendix E. Both appendices give the terms and phrases and their 
common meanings.

Communication Challenges

Lack of experience with such terms can result in misunderstandings and 
even errors. Foreign-educated health care professionals often find that 
other people’s perception of them as competent professionals is directly 
related to their ability to speak English like a native English speaker. In 
focus groups conducted with CGFNS applicants (2000), one participant 
described her experience:

Anybody coming to the U.S. needs American-spoken English because here 
they have their own way of speaking, so they need to understand spoken 
English the way it is spoken here. We like America, obviously, because we 
all moved here, but it’s just the way they treated us. I’m not saying we’re 
better, but we are professionals and we just weren’t treated as such.

Another focus group participant indicated that she had encountered 
a patient asking another health care provider, “What did she say?” be-
cause the patient could not understand her accent and pronunciation. 
This individual further indicated that such situations made her feel awk-
ward and inadequate as a working professional. Yet another participant 
confirmed this perspective by adding, “It is difficult to communicate 
with patients and doctors, even simple words, because of pronuncia-
tion.” Pronunciation, according to participants in the focus group, was 
considered a challenge—especially knowing what syllable to accent in a 
word—as was understanding the idioms and slang used not only in U.S. 
English but also as part of the language of health care.

The focus group shared several examples of how idioms and slang 
(often substituted for universal clinical terms) had confused them. 
Examples were the use of puffer for inhaler, when discussing asthma 
medication; pickups for forceps; okie-dokie for okay; call the patient or 
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pronounce the patient for time of death; and the use of the terms mad
(in some cultures a term for crazy) and angry interchangeably. In each 
of these examples, participants said that they had no idea what the slang 
terms meant when they first heard them. They felt they would have been 
better prepared for the workplace if they were more familiar with the 
idioms and slang commonly used in U.S. health care settings before they 
began to practice their profession in the United States.

Abbreviations

Some participants in the focus group also reported difficulty reading 
charts and doctors’ orders because of the various ways written English is 
used in the U.S. health care setting and because of the frequent use of 
abbreviations. In fact one individual shared, “I read the chart and it said 
ABT, and I was embarrassed to ask what ABT means. But later I found 
that it means antibiotic treatment but I didn’t know, and I felt bad. They 
use shortened forms for everything. Abbreviations are everywhere.” A 
list of the abbreviations that focus group participants identified and their 
explanations may be found in Appendix E.

The use of abbreviations, however, is becoming less common in the 
United States. In an effort to promote patient safety, The Joint Commis-
sion reaffirmed its “Do Not Use” list of abbreviations in health care in 
May of 2005. The Do Not Use list identifies the abbreviations that can 
be misinterpreted and result in errors and that should not be used in the 
health care setting (see Exhibit 7.1). The Joint Commission is a non-
profit organization that evaluates and accredits over 15,000 health care 
organizations and programs in the United States, including hospitals, 
long-term care facilities and nursing homes, hospice services, and reha-
bilitation centers, to name a few. You can access The Joint Commission’s 
Web site at http://www.jointcommission.org.

WHICH LANGUAGE TO USE

There have been reports of foreign-educated health care professionals 
regularly using their native, non-English language in the health care set-
ting when there are coworkers from their home country also working 
or present on the unit. English-speaking health care professionals have 
complained about verbal reports sometimes being in a language other 
than English, and patients have expressed dissatisfaction when health 

http://www.jointcommission.org


Exhibit 7.1

Applies to all orders and all medication-related documentation that is 
handwritten (including free-text computer entry) or on preprinted forms. 
aException: A “trailing zero” may be used only where required to demonstrate 
the level of precision of the value being reported, such as for laboratory results, 
imaging studies that report size of lesions, or catheter/tube sizes. It may not be 
used in medication orders or other medication-related documentation.

THE JOINT COMMISSION

May 2005
Official “Do Not Use” Lista

Do Not Use Potential Problem Use Instead

U (unit) Mistaken for “0” (zero), the
number “4” (four) or “cc”

Write “unit”

IU (International Unit) Mistaken for IV (intravenous)
or the number 10 (ten)

Write “International 
Unit”

Q.D., QD, q.d., qd (daily)
Q.O.D., QOD, q.o.d., qod
(every other day)

Mistaken for each other
Period after the Q mistaken 
for “I” and the “O” 
mistaken for “I”

Write “daily”
Write “every other 
day”

Trailing zero (X.0 mg)a

Lack of leading zero 
(.X mg)

Decimal point is missed Write X mg
Write 0.X mg

MS MSO4 and MgSO4 Can mean morphine sulfate 
or magnesium sulfate
Confused for one another

Write “morphine 
sulfate”
Write “magnesium 
sulfate”

Additional Abbreviations, Acronyms, and Symbols
(For possible future inclusion in the Official “Do Not Use” List)

Do Not Use Potential Problem Use Instead

> (greater than)
< (less than)

Misinterpreted as the number 
“7” (seven) or the letter “L” 
Confused for one another

Write “greater than”
Write “less than”

Abbreviations for drug 
names

Misinterpreted due to similar 
abbreviations for multiple drugs

Write drug names 
in full

THE “DO NOT USE” LIST

Apothecary units Unfamiliar to many 
practitioners
Confused with metric units

Use metric units

@ Mistaken for the number
“2” (two)

Write “at”

cc Mistaken for U (units) when
poorly written

Write “ml” or 
“milliliters”

μg Mistaken for mg 
(milligrams) resulting in a 
one-thousandfold overdose

Write “mcg” or 
“micrograms”
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care professionals caring for them have engaged in conversations with 
each other in another language.

Some employers have reacted to these reports by going so far as to 
prohibit employees from speaking languages other than English in the 
workplace, even in staff lounges and cafeterias. Such reports have been 
cited by state policy makers as they seek to have English declared the 
official language of their state.

Acculturation Programs

Transition and acculturation programs for foreign-educated health 
care professionals generally support and reinforce the use of English in 
the workplace because it is necessary to ensure comprehensive and safe 
patient care. Employers are attempting to make both foreign- and U.S.-
educated health care professionals who speak more than one language 
aware that non-English conversations around patients and coworkers 
who do not understand that language can be viewed as disrespectful. 
They are attempting to do this without minimizing the value of diversity 
in the U.S. workforce and the U.S. patient population.

It should be noted that health care professionals from other coun-
tries bring not just ethnic and cultural diversity to the U.S. workforce, 
but also language diversity—and may be able to communicate with pa-
tients and families who do not speak English when other members of the 
health care team cannot do so.

Foreign-educated health care professionals report speaking such 
diverse languages as Spanish, French, Russian, Tagalog, Hindi, and 
Arabic, to name a few. The most common non-English language used 
by foreign-educated health care professionals in practice in the United 
States is Spanish. Knowing the appropriate time to use a language other 
than English in the workplace is critical to being seen as a valuable mem-
ber of the health care team.

SUMMARY

English language proficiency has been cited by health care executives as 
critical to providing safe health care in the United States. As autonomous 
and accountable professionals, health care professionals are expected to 
advocate for their patients and to safely manage their patient’s care. Pro-
ficiency in the English language, knowledge of the idioms and slang used 



296 The Official Guide for Foreign-Educated Allied Health Professionals

in U.S. health care settings, assertiveness, good interpersonal skills, and 
being able to communicate effectively in the dominant language of the 
health care team are essential to accomplishing these roles.

As the U.S. population becomes more diversified, employers, gov-
ernment agencies, and businesses desire, and look for, professionals who 
are proficient in more than one language. The multilingual health care 
professional is, and will continue to be, a valuable asset in the health care 
setting.
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Keywords

Automated teller machine (ATM): A street-side computerized 
device that provides bank customers with access to their accounts 
and the ability to withdraw money from a remote location.

Check card purchase: Buying an item that reduces the balance in 
your bank account using a bank debit card.

Credit history: Record of an individual’s past borrowing and repay-
ment of money. Includes history of late payment and bankruptcy.

Credit rating: An estimate of somebody’s ability to repay money 
given on credit based on credit history.
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Credit union: Owned and controlled by its members, a cooperative 
bank association that provides loans and other financial services to 
its members.

Debit card: A plastic card that provides an alternative payment 
method to cash when making purchases; also known as a bank card 
or check card.

Default clause: Section in a document; part of a contract that ex-
plains the consequence if someone fails to pay a debt or other finan-
cial obligation.

Direct deposit: Electronic delivery of a paycheck directly into an 
individual’s bank account by the individual’s employer.

Electronic transfer: Computer-based system used to perform fi-
nancial transactions electronically.

Homeless shelter: Last resort in temporary housing for people in 
need who do not have a place to live.

Human resource department: Section of an organization respon-
sible for coordinating the recruitment and hiring of employees as 
well as maintaining the organization’s adherence to labor laws.

Identity theft: Theft of personal information such as someone’s 
bank account or credit card details.

Scam: A scheme for making money by dishonest means.

Security deposit: A sum of money required by somebody selling 
something or leasing property as security against the buyer’s or ten-
ant’s failure to fulfill the contract.

Whether you have already arrived in the United States or are still 
planning your journey, this chapter provides useful information for mak-
ing your initial stay as comfortable as possible. Some health care profes-
sionals plan to stay temporarily and others for long-term employment, 
but both will be in need of advice on how to manage within U.S. society. 
This chapter discusses several key topics that are useful for newly arriv-
ing health care professionals as they adjust to a new community in the 
United States.
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HOUSING

No matter where you decide to settle in the United States, you will have 
many options for housing. The most common initial housing options 
available include living with friends or family, renting a room in a house, 
sharing an apartment or house with coworkers or others, or renting an 
apartment by yourself or with your family. Some recruitment agencies or 
employers may coordinate housing arrangements for foreign-educated 
health care professionals, while others may not. If your housing is being 
selected for you prior to your arrival in the United States, you may wish 
to discuss housing options with the hiring agency and voice your pref-
erences or requirements. If housing is not being selected for you, you 
should consider four factors when selecting housing: location, price, size, 
and privacy. If this is your first time living in the United States, it is a good 
idea to look for a residence convenient to your place of work, if possible.

To decide which housing option is best for you, ask yourself these 
questions:

Do I prefer to live close to my place of work? Will I have a car, or ■

will I rely on public transportation?
How much of my income do I want to spend on housing costs? ■

Are apartments near my place of work considerably more expen-
sive than apartments in another part of the city?
Do I have family members or friends who live in the same city, ■

and do I prefer to live near them? Is there a community in this 
city where many other people from my country live, and do I pre-
fer to live there?
How much space do I need—or want—to live in? Am I coming ■

to the United States with my family or alone? Will renting a bed-
room and sharing a bathroom and kitchen be sufficient, or do I 
need to rent a house to accommodate my family?
Do I want to live alone or with others? Do I mind living with ■

strangers, friends, or coworkers? Do I prefer to live in an apart-
ment community or in a private residence?

Finding Housing

If you are responsible for finding your own housing, there are several 
ways in which to search. One popular way to search for housing—from 
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abroad or within the United States—is by using a search engine. One 
widely used site is called “Craigslist.” It is an easy-to-use online resource 
that lets you locate housing within any of the 50 states and U.S. territo-
ries. To use it, log on to http://www.craigslist.com and click on the state 
and city in which you wish to search for housing. Craigslist allows you 
to search for roommates, shared apartments, and rooms for rent, as well 
as private apartments that are either furnished or unfurnished. If this is 
your initial trip abroad, you can also use Craigslist to find new and used 
furniture, appliances, community services, events, and other valuable 
information. However, remember to limit the amount of personal infor-
mation you provide online for safety purposes and to prevent identity
theft. Always advise someone of your intended appointments or meet-
ings with strangers met through Internet sites.

Other methods for finding housing or roommates include looking 
in the classifieds section of local newspapers (which may be available 
on the Web), searching online communities from your country of ori-
gin (e.g., http://www.sulekha.com for Indian health care professionals), 
looking on bulletin boards at local coffee shops or grocery stores, or ask-
ing your employer’s human resource department. Often large hospi-
tals have partnerships with apartment communities where discount rates 
may be available.

Renting an Accommodation

Selecting an apartment or house to rent is not always an easy task. Photos 
of accommodations placed online can be deceiving; it is always better to 
view housing in person. If you are not confident in your English- speaking 
skills, it is a good idea to take a friend with you when you go to look at the 
rental accommodation. Carefully examine all of the rooms, making sure 
that the appliances and utilities (stove, refrigerator, toilet, shower, lights, 
heat, and air conditioning) are working properly. In addition, it may be 
helpful to visit the neighborhood at night before making a decision about 
renting there.

If you rent a house or an apartment within a house, the property 
owner is commonly referred to as the landlord, and the renter is referred 
to as the tenant. If you rent an apartment that is part of an apartment build-
ing or community, you might not deal directly with the landlord; instead, 
you may be dealing with a property management company or an individual 
property manager. In some areas, the property manager may be known as 
the building superintendent, commonly referred to as the “super.”

http://www.craigslist.com
http://www.sulekha.com
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The Cost of Rentals

Rental costs vary and may depend on the residence’s location, size, and 
amenities. Typically, it is cheaper to rent from a private landlord than 
from an apartment community because large communities offer ame-
nities, such as swimming pools and fitness centers, which can increase 
the price of renting. In the United States, it is considered reasonable 
to spend about 25% of one’s income on housing costs (U.S. Citizenship 
and Immigration Services, 2007), but in areas with especially high rents, 
such as New York City or San Francisco, it is often common for people 
to spend a higher percentage of their income on rent.

If utilities such as gas, electricity, and water are not included in the 
monthly fee, the renter will have to pay for these expenses separately 
each month. The cost of renting also depends on the duration of the 
rental period. It is usually less expensive to rent an apartment for 1 year 
than it is to rent for 3 months or on a month-to-month basis. Addition-
ally, the time of year in which you move may impact the price. Parts of 
the country experience seasonal high and low temperatures when peo-
ple are less likely to move, and during these times rental companies offer 
lower rates to attract customers.

The Rental Process

Once you find and select a rental accommodation, there are several steps 
that may be required before you can move in. These steps include apply-
ing for occupancy, paying a security deposit, and signing a residential 
tenancy agreement (lease).

Laws regarding housing rentals vary greatly from state to state and 
sometimes vary even between cities in the same state. The information 
included here is for general information only.

Rental Application. The first step in obtaining a rental accommodation is 
to fill out an application form. This form requires you to demonstrate 
your financial ability to pay the rent, which is usually based on your sal-
ary, your previous rental history, and your credit report. In addition, 
there also may be a criminal background check included. Many health 
care professional migrants working in the United States for the first 
time will not have a rental or credit history and, therefore, will have 
to supply employment documentation and income verification. You will 
need to request such documents from your employer. Most property 
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management companies require applicants to pay for the processing of 
the rental application; the application fee is usually $25 or $50. Always 
request receipts for monies you have paid.

Security Deposit. Once you apply for a rental accommodation, the land-
lord or property manager may ask you to pay a security deposit. A secu-
rity deposit is a sum of money you pay before moving in. It is typically 
the amount of 1 month’s rent. Once the security deposit is paid, the land-
lord cannot rent the house or apartment to anyone else. The landlord 
keeps the security deposit in case you damage the property, fail to pay 
the rent, or leave without cleaning the rental properly. As long as you do 
no damage, pay the rent, and clean the rental after vacating it, you will 
receive your security deposit back after you move out. New immigrants 
may have to pay a security deposit in the amount of 2 or 3 months’ rent 
if they do not have a rental history or a credit history to show as proof of 
good financial standing.

Signing the Lease. A lease is a legal contract between the landlord/prop-
erty manager and the renter/tenant that outlines the responsibilities of 
each party. The lease states the rules and responsibilities of both parties 
and mainly includes the monthly rental price, the number of months 
the renter is required to pay, the date of the month the rent is due, the 
number of people allowed to reside in the unit, the number, if any, and 
size of pets allowed to reside in the unit, and specific property rules. Any 
repairs or changes to the property promised by the landlord or property 
manager also should be included in the lease.

Leases for the duration of 1 year are most common, but other lease 
options also exist, such as 3-, 6-, 9-, and 18-month terms. Month-to-
month rental agreements also exist, but often for much higher rent.

The lease or rental agreement should also specify the number of 
days’ notice required before moving out of the apartment. If your lease 
is scheduled to expire on December 31, for example, you may need to 
give 60 days’ notice to the landlord/property manager before vacating. In 
this case, you would need to specifically document, in writing, by Octo-
ber 31 that you wish to vacate the property on December 31.

Additionally, the lease will tell you the date by which you must pay 
your monthly rental fee. For example, the rent is normally due on the 
first of each month. However, the lease will usually specify a day (for 
example, the fifth of the month) by which the rent must be paid before 
late fees are assessed.
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Terminating a Lease. Because the lease is a legally binding document, the 
renter is held by law to pay the entire term of the lease. However, 
there are ways to cancel—or “break”—a lease if you need to move out 
of the property before the contract has expired. Landlords will vary on 
the specific methods of breaking a lease. One example of a lease default
clause is that the person responsible for renting the accommodation 
must pay 2 months’ rent if vacating the property prior to the expiration 
of the contract.

If you need to move out of the apartment immediately, you may ask 
permission from the landlord/property manager to sublet the apartment. 
Subletting allows you to rent your apartment to a third party for the du-
ration of the lease.

Renter’s Insurance

You may wish to purchase renter’s insurance to protect the contents of 
your home—your furniture, clothing, books, and other possessions—
against damage or theft. The cost of renter’s insurance varies, but it usu-
ally averages $10 to $20 per month.

Paying for Utilities

Common utilities include water, electricity, natural gas, trash disposal, 
recycling, telephone, Internet, and cable television. In some apartments, 
the landlord will pay for water, electricity, and/or gas and will include these
utilities in the monthly rental fee. Otherwise, tenants will pay for their 
own utilities. In this case, the landlord or management company usually 
will provide you with a list of service providers, which you must then call 
and ask to activate new service. Some utility companies may charge an 
activation fee for initiating the service. Others charge a small deposit fee, 
which you can pay by check, money order, or credit card. Most house-
hold bills and other transactions in the United States are paid for using 
one of these methods rather than cash (see section on banking in this 
chapter).

Household Appliances

Rental property almost always will be equipped with necessities, such 
as a cooking stove, an oven, and a refrigerator. Some apartments have 
electric stoves, while others use gas. Electric and gas stoves operate 
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differently. If you are not familiar with how to operate the stove, ask the 
landlord or property manager for assistance.

Some rental properties come with additional kitchen equipment, 
such as a garbage disposal (located in the sink drain for shredding food 
waste), dishwasher, or microwave. Make sure the landlord or property 
manager shows you how to operate these appliances safely. For example, 
you need to know which switch turns the garbage disposal on and off; it 
can easily be confused with a light switch. Never stick your hand in the 
disposal while it is running. The disposal has sharp blades that can se-
verely cut your hand and fingers. If you are unsure how to operate an 
appliance, ask the landlord to demonstrate its use.

Other appliances, such as a washing machine and clothes dryer, may 
not be included in your apartment. Many older apartment buildings 
have a common laundry facility that may require you to pay to use the 
washing machine and dryer. If no laundry facilities are available, then 
you may need to do your laundry at a public laundromat.

Furnished Versus Unfurnished Rentals

Your apartment may be rented as a “furnished” apartment—with living 
room, dining room, and bedroom furniture provided by the property 
owner—or as an “unfurnished” apartment. If the apartment is unfur-
nished, you will need to either rent or purchase the necessary furniture. 
If you are interested in renting furniture, there are companies that pro-
vide this service. If you are interested in purchasing furniture, you can 
either look for used furniture or buy new.

TRANSPORTATION

Public Transportation

Many, but not all, major cities in the United States provide public trans-
portation services. The most common types of public transport are 
buses, subway, train, and streetcar services. Taxis are also common but 
cost more than public transportation.

City Buses

Public buses run along designated routes and have fixed stops to get on 
or off the vehicles. Bus schedules are available at bus stops, online, and 
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in public libraries. Most bus systems require riders to pay the exact fare, 
meaning that you should always have change with you if you are riding 
the bus. Bus drivers generally cannot make change. In some cities, you 
can buy daily, weekly, or monthly bus passes for frequent use.

Intercity Buses

Intercity buses provide transportation to the general public across U.S. 
cities and states. Intercity buses, also called coach buses, are generally 
less expensive than other commercial modes of transportation. A num-
ber of discount bus lines offering service along specific routes (New York 
to Washington, D.C.; New York to Boston; and, more recently, between 
some West Coast cities) recently have grown in popularity. Schedules 
and fares can be viewed online, and tickets can be purchased either on-
line or at the bus station.

Subway

The subway is an electronic, heavy rail service that provides frequent 
and rapid passenger transport in urban areas. The subway system can be 
operated either underground in tunnels or elevated above street level. 
The subway may be called various names depending on the city. Some, 
such as the New York subway, charge a flat fee per episode of travel. 
Other systems, such as the one in Washington, D.C., charge a fee based 
on the distance you travel.

Train

The United States has one of the lowest intercity rail usages in the devel-
oped world. Amtrak is the sole nationwide passenger rail carrier in the 
United States and offers regional train service throughout the country. 
Other companies offer regional rail service (particularly for commuters 
traveling from suburban areas into cities) in metropolitan areas around 
the country.

Streetcars

Streetcars are an electronic rail system used for urban public transporta-
tion. They function at the street level and, therefore, at a lower capacity 
and lower speed than a heavy rail metro system. Streetcars are some-
times also called trams, trolleys, or light rail.
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Air Travel

Travel by air is significantly more common in the United States than in 
some other parts of the world, largely due to the size of the country and 
the lack of widespread rail service. Flights in and out of major cities are 
frequent and can be found relatively easily. Depending on which part of 
the country you are flying from, certain airline carriers are less expen-
sive than others. Other factors, including the time of year and how far 
in advance you purchase your tickets, can have a significant impact on 
cost. There are many search engines that allow you to compare airfares 
and purchase tickets online. Another option is to use a travel agent when 
booking a flight or trip, but this option can be more costly.

Private Transportation

Car Rental

Car rental is a common service in most U.S. cities, with a wide variety of 
companies in the industry. Some car rental agencies require you to have 
a major credit card to rent a vehicle, while others accept debit cards or 
cash deposits (see the banking section in this chapter). Most car rental 
agencies have minimum age requirements (typically between 18 and 25) 
to rent a vehicle.

Obtaining a Driver’s License

If you plan to drive an automobile after moving to the United States, you 
must obtain a driver’s license in the state in which you live. Information 
on how to obtain a license is available from your state’s Department of 
Motor Vehicles (DMV). Even if you do not plan to drive, it is a good idea 
to get either a driver’s license or a nondriver identification card from 
your state’s DMV because these are commonly used forms of identifica-
tion throughout the United States.

Motor vehicle laws and procedures will vary from state to state. Gen-
erally, to get a driver’s license you will first need to apply for a learner’s 
permit at the local DMV. In order to receive this permit, you will be re-
quired to take and pass a written examination on your state’s traffic laws. 
In most states, a driver’s handbook, containing a summary of the state’s 
traffic laws, is available through the DMV. Following the test, you will 
take a driving test to obtain a driver’s license.
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BANKING

As soon as you arrive in the United States, you should open a bank ac-
count. For convenience, choose a bank with branches (offices) close to 
your work or home. Just as with any business transaction, banks have 
certain conditions on opening an account. You will need an acceptable 
form of identification—a valid passport or alien registration card, driv-
er’s license, or state identification card. Most banks also require a mini-
mum deposit to open an account. Other financial institutions, such as 
credit unions, offer the same services as a commercial bank, but they 
are not-for-profit organizations that cater to specific groups of people, 
such as employees of a large university or state government. Ask your 
employer if they are affiliated with a credit union where you can become 
a member.

Insured Banks

Make sure that the bank you choose is insured by the Federal Deposit 
Insurance Corporation (FDIC). This is indicated by an FDIC decal at 
the front entrance of the bank. You also can check to see if a bank is 
FDIC-insured by going to http://www.fdic.gov. This is important be-
cause if an FDIC-insured bank closes its business for any reason, the 
federal government will reimburse the funds in your bank deposit ac-
counts up to a maximum amount set by federal law. That amount is tem-
porarily set at $250,000 until December 31, 2009, after which it will be 
$100,000. The National Credit Union Share Insurance Fund (NCUSIF) 
offers similar insurance for Credit Union deposits.

Checking and Savings Accounts

You should consider opening both a checking and a savings account at 
the bank you select. A savings account is for saving money for emergen-
cies and large expenses, such as vacations, holiday gifts, or the down 
payment on a car. If you lose your job, for example, you can use the 
money you have saved to pay for rent, utilities, food, or transportation. 
The general advice is to have the equivalent of at least 3 months’ salary 
in your savings account for unexpected expenses.

Use your checking account to pay your bills or to get cash from 
the bank. When you open a checking account, the bank will order you 
a booklet of checks that can be printed with your name and address. 

http://www.fdic.gov
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Before writing checks, make sure you have enough funds deposited in 
your checking account to cover the amount of the check that you write. 
An overdraft can occur if you do not have enough money to cover checks 
or withdrawals from your account. This a common mistake, and depend-
ing on the circumstances, the bank may or may not pay the check, check
card purchase, or withdrawal; the bank will usually fine you an ad-
ditional fee, sometimes daily, until you pay for the overdraft. However, 
intentionally bouncing (or writing bad checks) is a federal offense, and 
you can ruin your credit at stores and banks, in addition to possibly being 
fined, going to jail, or even being deported. In most cases, if you acci-
dentally bounce a check and contact the payee as soon as you realize the 
error, they will allow you to pay them the value of the bounced check, 
along with any nominal service charges that may have resulted because 
of your mistake.

Monthly Statements

Each month, your bank will mail you a written statement or provide you 
with an online record showing you every transaction made in the previ-
ous month. Transactions include deposits, checks you wrote to others, 
cash withdrawals, earned interest, and any fees or penalties. Get in the 
habit of reviewing your bank statement as soon as you receive it. If you 
find an error in the statement, there are written instructions on the back 
of the document telling you what you should do to report it. It is impor-
tant to follow these instructions carefully because there is a time limit for 
filing such complaints.

Depositing Funds

The most convenient way to deposit or to withdraw cash from your 
account is through one of your bank’s automated teller machines 
(ATMs). ATMs can usually be found throughout the area in a number 
of different locations. Your bank will issue you an ATM card at the time 
you open your account. The bank can also issue a debit card, which can 
be used both as an ATM card and to make purchases, but you must ask 
for it. At that time, you will be asked to provide a 4-digit number, called 
a personal identification number (PIN), which is necessary to use the 
card. Make sure it is a memorable number, and never share it with any-
one. Be aware that if you use your ATM card to withdraw money from 
an ATM belonging to an institution other than your bank, you may have 
to pay an additional service charge for each transaction.
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Direct Deposit

To avoid having to go to the bank or ATM to deposit each paycheck, you 
can authorize your employer to use a transaction called direct deposit.
As the term implies, on paydays your paycheck automatically is depos-
ited electronically into your account. You can designate a portion of your 
paycheck to be deposited to your checking account and a portion to your 
savings account.

Electronic Banking

Another convenient way to do your banking is electronically through on-
line banking. Using the Internet, you can visit your bank’s personal and 
secure Web site to check your account information and electronically
transfer funds. Beware of scams, however. Never share your banking 
information online, on the telephone, or through the mail without using 
great caution. If you have any questions or doubts about e-mails, tele-
phone calls, or mailings that ask you for personal banking information, 
call your bank directly and confirm.

Remittances

At some point, you may wish to send money back to your home country. 
Family and friends may refer you to one of several overseas money wir-
ing services, but be sure to ask about fees for this service and the safe-
guards that will protect your money. Make sure that you know exactly 
when the recipient will retrieve the funds in either local currency or in 
U.S. dollars, and don’t forget to check with your local bank, which may 
offer a similar service at a lower cost.

Credit Cards

Many U.S. residents use credit cards to purchase items or services. This 
is a convenient way to pay for goods and services when you may not have 
cash with you or sufficient funds in your checking account on a particu-
lar day. However, it is also an easy way to acquire significant debt.

Credit Card Payments

Failing to pay your credit card bill completely at the end of a billing cycle 
will result in interest charges on the amount you still owe. Make sure you 
understand the terms and interest rate of your credit card, as they vary 
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widely. All credit card companies assess a finance charge for late pay-
ment or if you exceed your credit limit. The credit card company may 
also increase your interest rate for late payment.

Always pay at least the minimum amount or more (preferably the 
full balance) by the due date on the statement you receive from the 
credit card company. It is good practice to mail your payment at least a 
week before the due date to avoid a late payment. Online payments, if 
made by a certain time, usually are credited the same day.

Credit History

Your interest rate may be higher on your credit card if you do not have a 
credit history in the United States. One way to prove your creditworthi-
ness is to provide a copy of your job offer letter with salary information 
and the length of the contract. Most banks honor this documentation 
and may issue a credit card with a lower credit limit.

In the United States, a good credit history is essential. You can usu-
ally get a good credit rating if you pay all of your bills on time and keep 
your balances (how much you owe) low. In addition to paying your credit 
card bills on time, you should pay your gas and electric bill, land line and 
mobile telephone service, cable service, rent or mortgage, and car pay-
ments on time. Keep your credit card balances low or at zero, and do not 
apply for too many loans and credit cards. A good credit rating will make 
it easier to get a lower credit card interest rate and obtain a loan with a 
favorable interest rate to buy a car or a home.

Credit Card Security

Carry your credit cards in a safe place to avoid misplacing them or hav-
ing them stolen. Write down your credit card numbers and the company 
contact information, and keep these pieces of information separate from 
your credit cards. This way, if you lose your wallet with your credit cards 
in it, you can immediately report the loss to the credit card company and 
cancel your credit cards. In most cases, you will not be responsible for 
fraudulent charges if you notify the company right away.

COMMUNITY INVOLVEMENT

Getting involved in your new community may be hard at first, but mak-
ing the effort to get to know your neighbors will help you feel more 
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connected to your community so you can better enjoy your new life in 
the United States. Simple gestures, such as introducing yourself and 
greeting your neighbors whenever you see them, are a good start.

Community Organizations

Visit the city or town hall in your community to inquire about commu-
nity organizations and recreational activities that you and your family can 
join, or volunteer for projects that benefit your community. When you 
arrive in the United States, you should visit your home country’s con-
sulate or embassy. This office also can provide information about vari-
ous hometown associations and volunteer projects. Informal immigrant 
organizations, known as Hometown Associations (HTA), also can play 
a critical role in an immigrant’s integration into the community. HTAs 
offer support services such as language classes, day care, and resources 
to other community services.

Government Services

Most U.S. state governments have offices for “New Americans” that 
offer services for recent immigrants. There also are nongovernmental 
organizations (NGOs), such as the Foreign Born Information and Re-
ferral Network (FIRN; http://www.firnon-line.org), that work to ensure 
equal access to community resources and opportunities for all foreign-
born individuals. These organizations welcome volunteers.

Religious Organizations

Other ways to get involved in your new community is through your place 
of worship, the schools your children attend, or through your work. Your 
place of worship may initiate a special project for the poor, or provide 
opportunities for members to volunteer at a homeless shelter. Your 
child’s school may need volunteers to accompany students on school 
trips or participate in parent–teacher association (PTA) activities. At 
work, your coworkers may ask you to volunteer or donate to a special 
community project.

Public Libraries

Finally, the public library is open to everyone and provides mostly free and 
valuable resources and library staff that can help you. The public library is 

http://www.firnon-line.org
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also a great place to review materials and literature about events happening 
in your community. There are many opportunities for community involve-
ment. You can do your part and feel connected to your new community by 
participating in local, state, and national projects and initiatives.

SAFETY

From popular television programs, newspapers, magazines, and the In-
ternet, you may already have an impression of safety issues in the United 
States. Sometimes the reality can be quite different from what is magni-
fied through the media, but being in a new and different culture, far from 
family and friends, can foster a sense of vulnerability and helplessness. 
Unfortunately, immigrants can be easy targets for dishonest individuals. 
Criminals may take advantage of immigrants because immigrants may 
be less likely to report a crime.

Law Enforcement Agencies

Law enforcement agencies in the United States exist to protect all mem-
bers of a community from harm. If you come in contact with a police 
officer, there are certain things that you should know. When an officer 
approaches you, you should be polite and cooperative. If an officer stops 
you while driving, immediately pull your vehicle to the side of the road 
and stop. When the officer approaches you, do not make any sudden 
movements. Do not reach for your identification until the officer in-
structs you to do so. Additionally, do not get out of the car unless the 
police officer instructs you to do so. Keep your hands where the officer 
can see them, and do not attempt to reach into your pockets or other 
areas of the car. Never attempt to bribe a police officer, as this is a crime 
in the United States. You can ask the officer to show you his/her identi-
fication and badge.

Emergency Systems

Emergencies do happen, and everyone must plan for them. In the 
United States, the emergency number is 911. You can call this number 
from any landline or mobile telephone. Only call 911 for life-threatening 
medical emergencies, to report a fire, or to report a crime in progress or 
suspicious activities, such as screams or calls for help.
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All 911 calls are recorded, and operators are trained to handle emer-
gencies. Nonemergency phone numbers can be found by looking in your 
local telephone book.

When you call 911, stay calm. Remember your location (your home 
address or present location), and be prepared to describe the emer-
gency. Do not hang up until you have answered all the questions posed 
by the operator. If you do not speak English well, let the operator know. 
This is the time to practice one basic sentence: “I do not speak English 
well. I speak [Cantonese or Vietnamese, etc.].” The operator will get an 
interpreter on the line to help you communicate.

Also, become acquainted with the police department near your 
house or apartment. Keep the telephone numbers of your local emer-
gency service providers visible and accessible at all times in your home. 
That includes the police department, the fire and emergency rescue de-
partment, the poison control center, as well as the local animal control 
office.

SUMMARY

Generally, the concerns of foreign-educated health care professionals 
when they first come to the United States are about housing, transporta-
tion, and personal safety. Addressing these concerns as early as possible 
in the immigration process will help you to adapt more quickly to a new 
country and a new work environment.

There are many resources available to everyone in the United States. 
Our citizens welcome and value the contribution of all international 
workers. We realize that all people add to the tapestry of this great land 
of opportunity!

Preparation is one key to your success as a new resident of the United 
States. By knowing what to expect when you arrive, you will spend less 
time wondering and worrying and more time enjoying your new life and 
community.
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Articulation agreements: Agreements between academic institu-
tions that facilitate the transition of a student from one academic 
institution to another, or from one level of education to the next, 
with minimum duplication of coursework.

Community colleges: Two-year public institutions of higher edu-
cation; once commonly called junior colleges.

Junior colleges: Two-year, postsecondary schools that provide aca-
demic, vocational, and professional education.

Postsecondary education: Education that occurs following com-
pletion of high school (secondary school) in the United States. Col-
leges and universities are examples of postsecondary institutions.
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Proprietary colleges: For-profit academic institutions operated by 
their owners or investors, rather than a not-for-profit institution, re-
ligious organization, or government.

Opportunities to further your education in the United States abound. 
Whether you are pursuing an additional academic degree, taking courses to 
supplement your basic education, or seeking to maintain or improve your 
clinical competence, you will find educational offerings to meet your needs.

Once you start applying for an employment-based visa, you may 
find that you need information with regard to furthering your education 
for a variety of reasons. This chapter will provide you with an analysis 
of the opportunities for continuing your education in the United States 
as a health professional. The complexity of this topic makes it difficult to 
present the details and nuances of every health profession covered in this 
book. The goal, therefore, is to focus on general principles, directions, 
observations, and practices commonly shared among the professions, 
rather than on the particulars of a specific field.

HIGHER EDUCATION IN THE UNITED STATES

Higher education is a term used to describe all levels of education beyond 
the 12 years of schooling offered to people across the United States. This 
term is used broadly to cover a variety of institutional types that offer dif-
ferent levels of education and grant a range of degrees. Your understanding 
of the structure of higher education in the United States will help you to 
determine how to go about choosing educational options that satisfy profes-
sional requirements and advance your career. In general, it is appropriate 
to divide higher education into two levels: undergraduate and graduate.

Undergraduate Education

Undergraduate education refers to postsecondary education taken 
prior to gaining a first degree. One way of classifying undergraduate aca-
demic institutions is by degree type.

Associate Degrees

There are institutions that grant 2-year degrees, which are commonly 
termed associate degrees and can be earned by successful completion 
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of a 2-year curriculum in a chosen field of study. Students generally are 
required to complete 60 undergraduate credits to earn an associate de-
gree. Depending on the field chosen, the degree can be designated as an 
Associate of Arts (AA) degree, an Associate of Science (AS) degree, or an 
Associate of Applied Science (AAS) degree.

Generally speaking, the AA and the AS degrees are intended for 
students who plan to continue with their program of study at a 4-year 
institution. The AAS degree, however, is usually designed as a profes-
sionally oriented degree and is intended primarily for employment pur-
poses rather than for degree completion at a 4-year institution. Most 
states have articulation agreements in place to ensure that all the 
credits earned at a 2-year institution can be applied toward a 4-year 
degree when students transfer to a 4-year institution to complete a bac-
calaureate degree in the same field.

Associate degrees generally are offered through community col-
leges supported by public funds. The tuition is set relatively low in 
order to support public access to higher education. Because of their 
distinct mission and affordability, community colleges currently account 
for about 46% of all college students in the United States (National Cen-
ter for Education Statistics, 2008). In order to manage their resources, 
some students may choose to enroll in a community college for the 
first 2 years and then transfer to a 4-year institution for the subsequent 
2 years.

In the private sector, there are junior colleges and proprietary
colleges offering programs leading to an associate degree to meet the 
career needs of students. However, tuition is generally set higher due to 
the institution’s reliance on fees paid directly by students.

Baccalaureate Degrees

Programs leading to a baccalaureate degree are offered by colleges and 
universities, both public and private. Public colleges are funded primar-
ily by resources from the state to keep tuition affordable, especially for 
students residing in that state. Private colleges, however, rely on tuition 
as a major source of income and are, therefore, more expensive. Pro-
grams leading to a baccalaureate degree grant either a Bachelor of Arts 
(BA) degree or a Bachelor of Science (BS) degree. The degree awarded 
is based on the completion of 120 credits in accordance with a speci-
fied curriculum over a period of 8 semesters in 4 years. These 4 years of 
full-time study are named the freshman, sophomore, junior, and senior 
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years. The basic tenet of this intellectual framework is that of a degree in 
the liberal arts, broadly defined.

In the past several decades, the need for preprofessional education 
within the undergraduate curriculum created a new breed of institution—
the comprehensive college and university. This type of institution has 
allowed students to enroll in a professional major and to graduate with 
a baccalaureate degree that satisfies the entry-level requirements of a 
profession, such as medical technology, nursing, accounting, and teach-
ing, while at the same time, meeting the mandates of a liberal education. 
In most programs of study, students have one-third to one-half of their 
education devoted to general education in the arts, humanities, sciences, 
social sciences, and in quantitative reasoning, the goal of which is to de-
velop the student’s capacity for critical thinking and moral reasoning.

Most curricula require students to take these general education 
courses in the first 2 years—before they concentrate on their academic 
major, which can be in a professional field. It is this fundamental value 
placed on liberal learning as a requisite in U.S. education that poses a 
significant challenge for many foreign-educated health care professionals 
who must demonstrate educational comparability when they have been 
prepared in systems that do not share this philosophy. Analysis of the 
academic transcripts of foreign-educated health professionals indicates 
that, in general, fewer liberal arts courses are part of the curriculum; 
thus, the comparability to U.S. education, which must be demonstrated 
to obtain an occupational visa, may pose some challenges.

Graduate Education

Graduate education is pursued by students who have successfully com-
pleted a course of study on the undergraduate level and have received 
a baccalaureate degree. Graduate programs are generally administered 
under the oversight of the graduate school of a university. The most 
common degree on the graduate level is the master’s degree, pursued 
by 74% of all graduate students. Those pursuing a traditional Doctor of 
Philosophy (PhD) degree with a research focus comprise about 26% of 
the graduate population (Redd, 2007).

Master’s Degrees

A significant percentage of those pursuing a master’s degree are teachers 
seeking permanent certification or career advancement in jurisdictions 
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that require such stipulations for licensure, promotion, and salary in-
creases. The relationship between graduate education and professional 
advancement is therefore quite evident. In the past decade there has 
been a significant trend toward graduate, and in some instances doc-
toral, education as an entry-level requirement for certain allied health 
professions. The recent increase in entry-level degree requirements in 
the health professions at the graduate level has created a new set of pro-
fessional degrees as well as a new set of dynamics in the graduate educa-
tion community. The health professions have become active participants 
in the graduate community.

The master’s degree is generally a 2-year program that requires a 
range of 30 to 40 credits for completion depending on the program of 
study. It may be pursued on a full-time or part-time basis. Some colleges 
and universities require a comprehensive examination for completion 
of the degree, some require a master’s thesis, and some simply require 
completion of the program of study. You should check descriptions of 
the program of study carefully to determine what is required.

Doctoral Degrees

The doctoral degree covers many fields of study. Most doctoral degrees 
are conferred in the form of a PhD (Doctor of Philosophy) degree, with 
some applied or professional doctorates being offered in the fields of 
education, science, medicine, and law including the EdD, ScD, MD, and 
JD respectively.

A doctoral degree typically requires 3 to 4 years of formal study 
beyond the baccalaureate degree, followed by subject matter relevant 
requirements in the form of research, internship, and practicum. For 
most PhD programs, there is a qualifying comprehensive examination 
of subject matter knowledge, a dissertation based on original research, 
an oral defense of this research, and in some fields, a foreign language 
requirement. Consequently, these programs usually take an average of 
5 to 7 years beyond the bachelor’s degree for completion.

Clinical Doctorates. Doctoral degrees for entry into the health professions 
generally are referred to as the clinical doctorate or the professional doc-
torate, and programs leading to these degrees are generally housed under 
professional schools. Depending on the institution, the program may or 
may not be administered under the oversight of the graduate school. 
Clinical doctoral programs generally are 6 years in length, requiring 3 to 
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4 years of undergraduate study followed by 2 or 3 years of professional 
education in a specific field. The 3+3 model (3 years of undergraduate 
followed by 3 years of study at the graduate level) and the 4+2 model 
(4 years of undergraduate education followed by 2 years of study on the 
graduate level) appear to be most common.

Professional Education

Education for health professionals was, for many years, placed at the under-
graduate level. The entry-level requirement for health professionals has 
traditionally been a bachelor’s degree, which is commonly described as 
the first professional degree. In the past decade or so, several health 
professions have increased their entry-level requirement to that of the 
master’s degree and more recently, to that of the doctorate.

The increase in degree requirements across the health professions is 
motivated by a variety of factors, most critically, the emerging complexity 
of meeting the demands of patient care in a rapidly evolving health care 
system. Other factors include raising the prestige of the profession, im-
proving autonomy and earning power, and being an effective member of 
a health care team. The Institute of Medicine (IOM) advocated that “all 
health professionals should be educated to deliver patient-centered care 
as members of an interdisciplinary team, emphasizing evidence-based 
practice, quality improvement approaches and informatics in order to 
improve patient care delivery quality” (Montoya & Kimball, 2007).

EDUCATIONAL COMPARABILITY

Credentials Evaluation

Foreign-educated health professionals applying for a visa to enter the 
United States to seek employment or applying for licensure to practice 
in a given jurisdiction generally must have their education evaluated to 
determine comparability to U.S. education. Often they find themselves 
needing to complete certain educational requirements by enrolling in 
specific courses or programs of study. This need for additional course 
work to meet U.S. standards is largely created by the differences be-
tween the educational systems in which foreign-educated health profes-
sionals have been prepared and the educational systems through which 
health professionals are being prepared in the United States.
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One likely area of difference is in the concept of liberal learning, 
which is usually manifested in the United States in the general education 
component of the undergraduate curriculum, regardless of the profes-
sion. Health professionals who have graduated from an academic pro-
gram that focuses almost exclusively on professional education may find 
that they have insufficient credits to satisfy the breadth of general educa-
tion requirements commonly associated with an undergraduate educa-
tion in the United States. Curricula that reflect this professional focus 
are quite common among European countries as well as countries that 
have been influenced by these educational philosophies and practices 
owing to historical contexts.

Meeting U.S. Educational Standards

Residing Within the United States

After your credentials have been assessed for eligibility for certification 
for an employment-based visa, you will be informed if you need addi-
tional course work. You have a number of educational options available 
to you to meet U.S. educational standards. For additional course work 
in general education, if you are already in the United States, a rather 
cost-effective option is to enroll in specific courses in a community col-
lege. You also can take College Level Examination Program (CLEP)
examinations to earn college credits in specific subject domains. In-
formation on CLEP examinations may be found at http://www.college
board.com/student/testing/clep/about.html. You also may be able to 
take Excelsior College Exams (ECEs) to earn college credits in vari-
ous subjects. Information on the ECEs may be found at https://www.
excelsior.edu/Excelsior_College/Excelsior_College_Examinations. 
However, before you pursue additional course work, make sure that 
these credits will be accepted by the requesting authority to satisfy their 
requirements.

Residing Outside the United States

If you are residing outside the United States, you may avail yourself of 
online courses offered via the Internet. You also may enroll in courses 
in your local universities, if such courses are offered. Regardless of your 
approach, it would be prudent to verify that these institutions are gov-
ernment approved and/or accredited, and that the specific courses in 

http://www.collegeboard.com/student/testing/clep/about.html
http://www.collegeboard.com/student/testing/clep/about.html
https://www.excelsior.edu/Excelsior_College/Excelsior_College_Examinations
https://www.excelsior.edu/Excelsior_College/Excelsior_College_Examinations
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which you plan to enroll provide the necessary content to remedy the 
identified deficiencies.

For insufficient credits in professional education, you will need to 
examine the specific syllabus of the course you plan to take to verify that 
the specified content assessed to have been missing from your education 
is in fact taught in the course. This careful scrutiny is necessary to ensure 
an appropriate match.

GRADUATE EDUCATION FOR HEALTH PROFESSIONALS

The graduate education scene for health professionals is complex. There 
are many professions clustered together under the broad category of 
health professions, yet each has its distinct requirements for education, 
licensure, and continuing practice. Academic programs in the United 
States are governed by a set of standards against which they are evalu-
ated for accreditation purposes. It is important that you look for academic 
programs that are accredited by the respective professional organiza-
tions and enroll only in those that have been accredited.

Educational Trends

The trend in education for health professionals is that more and more 
professions are moving in the direction of requiring a higher level of 
education to satisfy entry-level requirements. These requirements are 
usually set by profession and the accrediting bodies will not accredit aca-
demic programs beyond a specified date if they fail to meet the degree 
or coursework requirements.

State licensure is a different matter. Graduate education is not required 
for licensure in all health professions in all jurisdictions. It is the jurisdic-
tion in which an individual seeks to practice that determines the require-
ments for a given profession in that jurisdiction. Some states may continue 
to license individuals for practice without the requisite degrees and some 
states may not. It is this assertion of the respective rights and responsibili-
ties in protecting the public on the part of all parties—the academic com-
munity, the state licensure authority, and the organization representing the 
profession—that has heightened the complexity of the requirements for in-
dividuals seeking to enter their respective health professions for practice.

As a foreign-educated health professional, it is important for you not 
only to understand but also to demonstrate that you meet the specific 
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entry-level requirements for the particular state in which you seek your li-
censure. Being attentive to these requirements will save you valuable time 
and resources and will yield a positive outcome to support your career goal.

Rationale for Increase in Degree Requirement

It is instructive to examine the trends established by some health profes-
sions in increasing the degree requirements. The development of pro-
fessional doctorates in any health care field will follow similar pathways 
and require related skills as well as discipline-specific skills (Montoya & 
Kimball, 2007). While the manner in which each profession has pursued 
the argument in support of an increase in degree attainment may differ, 
the premise for this trend is motivated by several shared factors.

Primary Factors. The most significant rationale for increasing degree re-
quirements is the increasing level of the complexity of practice itself—
with increased knowledge in the field, expansion in the use of inter-
disciplinary approaches, and demand for teamwork across the profes-
sions in rendering patient-centered care often being cited as keys to this 
phenomenon. It also is argued that it is not feasible to provide a high-
quality education without an advanced degree. The time necessary to 
cover the breadth and depth of the curriculum would make it virtually 
impossible to house the program within a traditional baccalaureate edu-
cation, particularly in light of the liberal education expectations of the 
undergraduate degree in U.S. higher education.

Secondary Factors. Secondary factors influencing the increase in degree 
requirements have to do with the increased prestige or recognition of 
the profession and the independence of practice required for care deliv-
ery. The parity of status across the health professions, accorded through 
a comparable degree designation for all the health professions, often is 
cited as critical to achieving quality patient care. Independence of prac-
tice ensures direct access to patients and allows for direct billing for 
services provided within the health care system.

Meeting Higher Education Entry-Level Requirements

The degree offered to satisfy this higher entry-level requirement in the 
health professions can be in the form of either a master’s degree or a 
clinical doctorate depending on the profession. For example, in the field 
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of physical therapy, CAPTE, the Commission on Accreditation of Physi-
cal Therapy Education, stopped accrediting academic programs on the 
undergraduate level on December 31, 2001, after 83% of programs 
already had transitioned to the master’s degree level (Commission on 
Accreditation in Physical Therapy Education, 2004, p. 4). While some 
programs have stayed at the master’s degree level, many have continued 
to evolve and have moved to the Doctor of Physical Therapy (DPT) 
level. This doctoral degree is now the preferred standard for entry into 
the profession. Students enrolled in this first professional degree pro-
gram, starting as an undergraduate, can complete this course of study 
in 6 or more years and will earn a clinical doctorate, the DPT, upon 
graduation.

Another example can be found in occupational therapy. As of Janu-
ary 1, 2007, the Accreditation Council for Occupational Therapy Edu-
cation (ACOTE), the accrediting body of the American Occupational 
Therapy Association (AOTA), stopped accrediting programs that did 
not meet the threshold requirement of being a master’s degree program 
(American Occupational Therapy Association, 2007). Some universities 
now offer the clinical doctorate in occupational therapy (OTD), although 
most programs are still at the master’s level. This mandate for graduate 
education puts an end to accrediting undergraduate programs for the 
occupational therapy profession.

Since January 2009 the first professional degree in the field of au-
diology is a clinical doctorate (American Academy of Audiology, 2009). 
In the field of speech-language pathology, the first professional degree 
is currently a master’s degree (American Speech-Language-Hearing As-
sociation, 2008), and in the field of physician assistant, the first profes-
sional degree is currently a master’s degree. There has been discussion 
to move in the direction of the clinical doctorate requirement but that 
has not been approved by the profession (American Academy of Physi-
cian Assistants, 2008).

In the field of medical technology, discussion is being pursued to 
advance the clinical laboratory science (CLS) profession by requiring a 
master’s degree as the entry-level requirement for clinical laboratory sci-
entists, who are also known as medical technologists (Doig, 2005). This 
increase in degree requirement is viewed as important in more clearly 
distinguishing the medical technologist, who currently is required to 
hold a bachelor’s degree, from the medical technician, who currently is 
required to hold an associate degree. The case for a clinical doctorate in 
laboratory science, the DLS, also is gaining momentum.
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The Transitional Doctorate

With many of the licensed practitioners in the field not holding advanced 
degrees at the time of transition, clinical doctorates have been introduced 
with their fair share of controversy, despite strong arguments from the 
academic community in support of increased academic preparation for 
future professionals. Some professional organizations have pushed for 
the clinical doctorates despite concerns from their members who were 
educated before these new guidelines were put in place. A common ap-
proach in responding to these concerns is a transitional doctorate de-
gree. By taking some additional courses, practitioners who already are 
licensed are awarded a transitional doctorate.

Specialty Master’s Degrees

The master’s degrees for subject matter specialty education continue 
to be offered by some universities. Practitioners interested in pursuing 
specialty training should understand that these graduate programs are 
not entry-level programs and will not satisfy the entry-level require-
ments for professional practice in specific states. For example, holding 
a master’s degree in pediatric physical therapy may meet the academic 
requirement for certification in the specialty but it may not necessarily 
satisfy the requirements for entry-level licensure for a physical thera-
pist in a specific state. While not being certified may make it more 
difficult for you to find employment in a specific specialty, it is unlaw-
ful for you to work without a license in the profession if a license is 
required.

Meeting Graduate Degree Requirements

For foreign-educated health professionals, the challenge in navigating 
these graduate degree requirements is considerable. This is particularly 
the case given that graduate programs in the allied health professions are 
uncommon or not available in many regions of the world. A general word 
of advice is to be vigilant regarding specific requirements for the state in 
which you intend to practice and your career goals. The state regulatory 
authority usually posts its requirements on its Web site. If the informa-
tion is not clear or is not directly applicable to your situation, contact the 
authority to have the requirements clarified so that you can meet entry-
level specifications.
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For some professions, the assessment of comparability of education 
may be based on degree equivalency. In those instances, foreign- educated 
health professionals may find it hard to demonstrate educational compa-
rability if no such graduate degree has been earned. For other profes-
sions, there are evaluative tools that have been developed and adopted 
for assessing the content of the education you received in your home 
country and for determining if that education is substantially equivalent 
or comparable to the education that students graduating from accred-
ited programs in the United States would have received. The Physi-
cal Therapy Course Work Tool (CWT) is one such example. This tool 
focuses on content analysis and does not invoke the concept of degree 
equivalency. Students educated in countries in which professional 
education is the core of the physical therapy program may be able to 
demonstrate substantial educational comparability in course content in 
professional education despite the difference in degree earned. They 
may, however, still have to remedy deficiencies in general education or 
professional education to match the specificities of a CAPTE- accredited 
curriculum.

Selecting an Academic Program

If you are interested in pursuing graduate education for a specific pur-
pose, it is your responsibility to study the options and quality of the 
programs and then use the findings to guide your program selection. 
Given that clinical doctorates and transitional doctorates are entry-
level degrees and not designed in the same way that traditional PhD 
programs are, you will need to carefully examine these programs and 
come to an appropriate decision regarding their suitability in meeting 
your needs.

As wise consumers, it is important to bear in mind that neither the 
clinical doctorate nor the transitional doctorate in the health professions 
is designed to develop the research capabilities or teaching capacities 
of program graduates, as commonly expected of doctoral programs in 
other fields of studies. It is equally important to know that there is no 
evidence that holders of these doctoral degrees would command higher 
compensation for their services. If you plan to apply to these programs, 
you should first familiarize yourself with the nature and purpose of the 
education offered. You should then use this information to determine 
if these programs would satisfy your career objectives and support your 
professional goals.
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Distance and Online Education

Distance or online education is different from traditional education in 
that classes are taken from a person’s home rather than attending classes 
at a college, school, or university. Online education, rather than distance 
education, is the preferred term to use in describing this form of educa-
tional program. Online education involves providing classes and courses 
using Web-based programs and the Internet. Online educational pro-
grams can lead to a degree or a certificate indicating special knowledge, 
or they can provide continuing education for professional development. 
It is recommended, however, that you check the validity of all online 
programs with the state licensure board and the Better Business Bureau. 
Some programs may not be authentic and may be considered “diploma 
mills,” organizations that award academic degrees and diplomas with 
little or no academic study (usually for monetary gain) and without rec-
ognition by official educational accrediting bodies.

How Do Online Programs Work?

Many institutions of higher education offer online programs. These pro-
grams are accredited by university and profession-specific accrediting bod-
ies and offer financial aid. Schools also offer tuition assistance programs, and 
the federal government offers assistance in the forms of loans and grants.

Online education programs vary from school to school and are gen-
erally hosted on the school’s own Web site. The instructors for particular 
classes post lecture materials and assignments to the site, and there is 
usually a bulletin board or other discussion forum where students may 
post comments and questions. Assignments are e-mailed to the instruc-
tor usually on designated due dates. For many online classes, written 
course work takes the place of traditional examinations.

In these online courses, generally, the nonclinical component of the 
course work is done online. Because there are no schools that allow stu-
dents to fulfill the clinical requirements online, the clinical requirements 
are usually arranged at a medical facility near the individual’s home.

While some online classes or degree programs allow students to com-
plete course work at their own pace, many programs affiliated with tradi-
tional universities require online students to maintain the same quarter 
or semester schedule as on-campus students. Many online classes are 
structured around a series of assignments and examinations, and online 
course content generally is the same as that of traditional courses.
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What Are the Costs of Online Education Programs?

Costs of online education offerings vary widely by school and degree 
program. Applicants should check the school’s Web site for tuition and 
fees. Students enrolled in online degree programs are eligible for the 
same types of scholarships and financial aid as students enrolled in tra-
ditional programs.

There are many grants, loans, scholarships, work-study, and loan 
forgiveness programs available for qualifying candidates. The finan-
cial aid office at the school to which you apply can assist you with this 
information.

Also, many workplaces offer tuition reimbursement for both online and 
traditional programs. This reimbursement may cover all or part of the cost 
of your courses. Generally, the employee must remain with that employer 
for at least 180 days following completion of the final course. You should 
check with your employer to see if tuition reimbursement is offered.

What Type of Computer Equipment Is Needed?

The computer equipment needed varies from program to program, but 
students planning to enroll in online classes should expect to have regu-
lar access to a computer with an Internet connection and a personal e-
mail account. Schools will identify their specific requirements.

In summary, an increasing demand for health professionals of all 
skill levels makes the accessibility and convenience of online education a 
suitable choice to advance one’s education.

OPPORTUNITIES FOR FURTHERING YOUR EDUCATION

Opportunities for you to continue your education are likely to occur in 
two ways: through academic programs for degree attainment or through 
credit or noncredit continuing education offerings. Both may be guided 
by individual choice, shaped by career objectives, and driven by personal 
goals for professional advancement, for intellectual satisfaction, or both. 
Regardless of the reason for pursuing your education, you must confirm 
if the programs, courses, or experiences that you plan to undertake will 
yield the results that you seek. You can do this by verifying the statutory 
requirements of the state and by examining the quality of the academic 
programs and course offerings.
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Graduate Degrees

U.S. graduate education is arguably one of the most successful systems 
of education in the world, both in terms of its scope and the inherent op-
portunities for advancing and creating knowledge, regardless of the field 
of study. If you wish to pursue your graduate education in the United 
States, you will need to decide which academic program offered by 
which institution will best meet your needs. It will be to your advantage 
to determine which graduate programs are more able to meet the needs 
of professionals who hold academic credentials from another country.

Some of you may decide to take the academic route and pursue a 
master’s degree or a doctoral degree in the United States before ap-
plying for an employment-based visa. This option can be attractive to 
some, given that programs leading to these degrees may not be available 
in your home country. If this is your choice, you may need to consider 
applying to an academic institution that can assist you with obtaining 
a student visa. Most universities offer graduate assistantships in one 
form or another and these programs are usually open to international 
students.

Some of you may decide to first secure an employment-based visa 
to enable you to seek work in the United States and then continue with 
your graduate education at a later time. Regardless of the sequence or 
the approach, you need to be mindful of the specific requirements and 
follow the necessary steps to reach your goal.

Types of Educational Institutions

Graduate education is offered by a wide range of institutions in the 
United States. Some are publicly funded institutions; others are pri-
vately funded. Some are situated in urban centers; others are in the 
suburbs or rural communities. Some are large universities with a large 
graduate population; others are small colleges with graduate programs 
only in select fields. Some offer a combination of online and in-person 
courses; others are more restrictive in their use of technology. Some are 
adept in meeting the needs of working professionals; others are geared 
toward full-time students. Some offer programs with a strong theoreti-
cal base and a research focus; others offer programs that are applied. It 
is important for you to evaluate which of these factors are important to 
your career path when choosing an academic program at a particular 
institution.
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Accreditation of Educational Institutions

In addition to accessibility and affordability, you should pay special 
attention to whether the academic program is accredited by the pro-
fessional accrediting body entrusted to perform this evaluation. The 
institution in which this program is housed is equally important. Institu-
tions of higher education in the United States are accredited by their 
respective regional accrediting organizations, depending on the location 
of the institution in the country. All institutions of higher education in 
Pennsylvania, for example, are under the accreditation authority of the 
Middle States Commission on Higher Education. You can find the sta-
tus of accreditation of a specific institution through the Web site of the 
respective agencies. For information on accreditation, please see: http://
ope.ed.gov/accreditation/.

This voluntary submission by institutions to accreditation review is 
unique to U.S. education and is different from the concept of govern-
mental approval administered in many countries in the world. Choosing 
a professionally accredited program offered by a regionally accredited 
institution will afford you a high level of quality assurance. There also 
are rankings of graduate programs for different professional fields for 
you to review. The U.S. News and World Reports is one source for this 
purpose (see: http://grad-schools.usnews.rankingsandreviews.com/grad/
health.html). You can then further evaluate other factors you deem im-
portant to arrive at a decision that works for you.

Obtaining Academic Guidance

If your decision is to pursue a clinical doctorate, a transitional doctorate, 
or a master’s degree in a specialty area in a health profession, you should 
seek guidance from the school to determine if you have met all the re-
quirements for admission into these programs or if you have prerequi-
sites to fulfill because of differences between the education you received 
in your home country and the requirements of the degree program in 
the United States. If your decision is to pursue a PhD, you should seek 
guidance from the university’s Office of Graduate Studies to learn about 
requirements for admission into the graduate program of your choice. 
You may also be required to take the Graduate Record Examination 
(GRE) and the Test of English as a Foreign Language (TOEFL) to meet 
established standards for graduate admissions. The Office of Graduate 
Studies can also provide you with information about fellowships, schol-
arships, financial aid, and graduate assistantships.

http://ope.ed.gov/accreditation/
http://ope.ed.gov/accreditation/
http://grad-schools.usnews.rankingsandreviews.com/grad/health.html
http://grad-schools.usnews.rankingsandreviews.com/grad/health.html
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Getting the Most Out of Your Academic Education

Depending on the institutional type and the degree program you have 
chosen, the educational experience may vary. On the master’s degree 
level, there is still a heavy reliance on course work to address the theo-
retical components of the degree. This is augmented by clinical work 
and practicum to afford opportunities for application. On the doctoral 
level, there is usually strong emphasis on individual inquiry and, in some 
programs, research. Regardless of the type of program in which you are 
enrolled, you are expected to exercise critical analysis and independent 
judgment on the subject matter under study. Your ability to use library 
resources can be critical to your success.

Verbal Communication Skills

Your success in your graduate studies depends to a large extent on your 
understanding of what is expected of you as a graduate student. In a 
learning community in which participation is not only expected but often 
required, your ability to speak up in class and to engage in discourse with 
your professors and your peers may impact your learning. This type of 
interactive and collaborative learning may not be particularly comfort-
able for students coming from cultural backgrounds in which there ex-
ists a clear demarcation between the role of the teacher and that of the 
learner. Students studying under such cultural contexts often are not 
expected to actively participate in discussion.

However, U.S. professors do expect their students to be active learn-
ers and to contribute to the learning community regardless of whether it 
is in a classroom or in a clinical setting. Furthermore, U.S. professors en-
courage open dialogue and healthy debate and regard these approaches 
as critical to the formation of knowledge. Attaining a high level of com-
fort and proficiency in oral communication to support full participation 
in learning is therefore vitally important for academic purposes. These 
communication skills will likewise be important for the delivery of health 
care services to patients in your chosen profession.

Written Communication Skills

Writing often presents a major challenge for graduate students whose 
first language is not English. The challenge often presents itself in the 
form of logic of reasoning and clarity of thought rather than in the me-
chanics of language use. It is not uncommon for international students to 
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find themselves needing to break away from their cultural communica-
tive mode and embrace inductive and deductive logic to effectively pre-
sent their arguments. Directly stating your point of view is not considered 
confrontational and is commonly expected in an academic environment. 
Circular argument in which you fail to define the relationship between 
the main point and its supportive evidence will not earn you high marks.

Professors in U.S. academic institutions usually keep office hours for 
students to visit with them. It is your responsibility to speak with your pro-
fessors to clarify concepts that you find confusing. Many universities also 
offer tutorial services for students who desire improvement in writing. 
It is important for you to visit the university’s Writing Center and other 
similar services to obtain the needed help to facilitate your learning.

Style of Writing. In addition to being able to handle the language with flu-
ency, a clear understanding of format and style expected of written dis-
course in a particular discipline is important. For example, the American 
Psychological Association (APA) style is commonly used in professional 
writing in the health professions (see: http://www.apastyle.org/). Follow-
ing the specifics in the APA manual will save you time and effort in the 
long run. Students from countries and cultures that do not share the 
same academic traditions may find it helpful to familiarize themselves 
with the format and style of the discipline through reading articles in 
reputable journals in the field.

Outcome of Graduate Education

The goals of U.S. graduate education are to prepare students for lifelong 
learning, active participation in the profession, leadership, and contribu-
tion to knowledge creation and practice development in the field. It is 
this broad framework for professional and intellectual engagement that 
will serve as a useful reference for foreign-educated health professionals 
in their pursuit of graduate education.

International Student Bill of Rights

There are two organizations that are particularly relevant to interna-
tional students pursuing graduate work in the United States. NAFSA: 
Association of International Educators (see http://www.nafsa.org/) and 
AACRAO, the American Association of Collegiate Registrars and Ad-
missions Officers (see http://www.aacrao.org/) both serve international 

http://www.apastyle.org/
http://www.nafsa.org/
http://www.aacrao.org/
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students in different ways. Your institution is likely to have staff mem-
bers who are active in these organizations and can serve as a point of 
contact for you regarding your needs as an international student.

AACRAO has an International Student Bill of Rights that explains 
the roles and responsibilities of both the international student and of 
the institution (see: http://www.aacrao.org/international/rights/bill.cfm). 
Understanding your rights as a student can assist you in achieving suc-
cess as a graduate student. Although you may not be on a student visa, 
you may still find the services extended to international students useful 
as you navigate the academic world.

CONTINUING EDUCATION OFFERINGS

Continuing Education for Continued Competence

Continuing education courses and certificate programs may be offered 
through academic institutions, such as community colleges, and through 
continuing education providers, organizations approved to offer continu-
ing education credits for completion of the course of study. Generally, 
continuing education credits may not be used for academic admission 
and may not be transferable to other institutions (Lederman, 2007). 
Such courses, designed to meet the needs of working professionals and 
nontraditional students, are usually found in the Division of Continuing 
Education in both public and private institutions regardless of institu-
tional types. Continuing education courses may be required to maintain 
continued competence in the practice setting and to keep abreast with 
current developments in your chosen field.

Continuing Education for Licensure

Continuing education courses also may be mandated for licensure re-
newal depending on your U.S. state of practice. Licensure is a formal 
governmental activity specified in the Practice Act of the health profes-
sion and undertaken by the designated authority to protect the public 
from potential harm. Although the components of licensure may dif-
fer from state to state, they generally include an annual, biannual, or 
triannual licensing fee, a provision for continuing education for licen-
sure renewal, and minimum education and professional competency 
requirements.

http://www.aacrao.org/international/rights/bill.cfm
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Medical Technology

The continuing education requirements of the medical technology field 
can serve as a useful model to illustrate the role of continuing education 
in meeting licensure renewal requirements. Currently there are 12 states 
with laboratory personnel licensure, namely California, Hawaii, Florida, 
New York, North Dakota, Rhode Island, Tennessee, Louisiana, Nevada, 
West Virginia, Montana, and Georgia. Puerto Rico also has a licensure 
requirement for practice (American Society for Clinical Laboratory Sci-
ence, 2007). A clinical laboratory scientist (CLS) or clinical laboratory 
technician (CLT) must comply with the specificity for continuing educa-
tion to meet licensure renewal requirements for a particular state. Most 
states require a defined number of contact hours for continuing educa-
tion, ranging from 10 to 14 hours per year. Some states may specify the 
requirements on an annual basis; others on a biannual basis.

The manner through which these contact hours for continuing edu-
cation are accepted may vary from state to state. New York State, for 
example, distinguishes between licensure and registration. Some states 
grant reciprocity or endorsement of licensure; others do not. Most 
states require some kind of certification from an acceptable certification 
agency for this profession. It is important to learn about the regulatory 
standards for the state of intended practice. California, for example, has 
its own requirements, and you must meet these stipulations if you intend 
to practice in this state. Each state regulatory authority has a Web site 
dedicated to communicating its requirements for initial licensure as well 
as for renewal for the medical technology profession. It is your responsi-
bility to gather the information pertaining to your specific needs.

Physical Therapy

In the field of physical therapy, the emerging construct is one of continu-
ing competence for practice rather than continuing education. This shift 
is influenced by the increasing reliance on assessment of learning out-
comes through performance-based measures as a more effective means 
to document what is learned in order to continually develop one’s prac-
tice competence.

Currently all 50 states and the District of Columbia regulate the 
practice of physical therapy. At this time, 37 of these jurisdictions require 
that continuing education be completed during a prescribed licensure 
renewal period. The number of continuing education hours required 



 Chapter 9 Furthering Your Education 335

during the renewal period ranges from 10 to 40 hours, with the majority 
of jurisdictions requiring 30 hours or more. Furthermore, in 22 juris-
dictions, the continuing education courses must be preapproved. Eight 
jurisdictions require that a jurisprudence exam be passed for renewal, 
seven require an ethics course be taken, and two require an HIV course 
for renewal (Federation of State Boards of Physical Therapy, 2008). Each 
state regulatory authority has a Web site dedicated to communicating its 
requirements for initial licensure and for renewal.

SUMMARY

Continuing your education as a health professional is both a challenge 
and an opportunity. It is a challenge in that the education you received 
prior to coming to the United States, while deemed comparable, may 
not necessarily have prepared you for the next level of education in the 
American system. It is an opportunity in that you will be introduced to 
a different way of thinking about what you know and to use this reflec-
tion as the basis for new learning. You are likely to arrive at a level of 
cognitive awakening that can be energizing as you establish yourself as a 
professional in a different cultural context.

Through your journey to migrate to the United States to work as a 
health professional, your credentials will have been evaluated against 
U.S. standards. Your ability to satisfy these requirements bears testi-
mony to your qualifications. As you seek to advance your education, it 
is important that you keep in mind the range of options and the variety 
of models that are available. It is now your turn to evaluate these oppor-
tunities and to determine what best meets your needs. Given that state 
licensure requirements and academic requirements may not necessarily 
align consistently across jurisdictions and job types, it is important that 
you identify your needs carefully and study the information thoroughly 
to find for yourself a program that works for you.

I wish you every success in your personal and professional journey!
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Appendix A
Discussion of the Professions

This appendix presents an overview of the health care professions in 
the United States. It provides a description of the nature of the work in 
which the health care professions are engaged, the work environment, 
employment opportunities, and, in some cases, earnings potential. It is 
excerpted from the Bureau of Labor Statistics’ Occupational Outlook 
Handbook, 2009 edition. A more in-depth discussion of the health care 
professions may be found at the Bureau of Labor Statistics’ Web site, 
www.bls.gov.

AUDIOLOGISTS

More than half work in health care facilities; many others are ■

employed by educational services.
A master’s degree in audiology (hearing) is the standard level of ■

education required; however, a doctoral degree is becoming more 
common for new entrants.
Few openings are expected because of the small size of the ■

occupation.
Job prospects will be favorable for those possessing the doctoral ■

(AuD) degree.

Nature of the Work

Audiologists work with people who have hearing, balance, and related 
ear problems. They examine individuals of all ages and identify those 
with the symptoms of hearing loss and other auditory, balance, and re-
lated sensory and neural problems. They then assess the nature and 
extent of the problems and help the individuals manage them. Using 
audiometers, computers, and other testing devices, they measure the 

www.bls.gov
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loudness at which a person begins to hear sounds, the ability to distin-
guish between sounds, and the impact of hearing loss on an individual’s 
daily life. In addition, audiologists use computer equipment to evaluate 
and diagnose balance disorders. Audiologists interpret these results and 
may coordinate them with medical, educational, and psychological infor-
mation to make a diagnosis and determine a course of treatment.

Hearing disorders can result from a variety of causes including 
trauma at birth, viral infections, genetic disorders, exposure to loud 
noise, certain medications, or aging. Treatment may include examining 
and cleaning the ear canal, fitting and dispensing hearing aids, and fitting 
and programming cochlear implants. Audiologic treatment also includes 
counseling on adjusting to hearing loss, training on the use of hearing 
instruments, and teaching communication strategies for use in a variety 
of environments. For example, they may provide instruction in listening 
strategies. Audiologists also may recommend, fit, and dispense personal 
or large area amplification systems and alerting devices.

In audiology clinics, audiologists may independently develop and 
carry out treatment programs. They keep records on the initial evalua-
tion, progress, and discharge of patients. In other settings, audiologists 
may work with other health and education providers as part of a team 
in planning and implementing services for children and adults. Audiolo-
gists who diagnose and treat balance disorders often work in collabora-
tion with physicians, and physical and occupational therapists.

Some audiologists specialize in work with the elderly, children, or 
hearing-impaired individuals who need special treatment programs. 
Others develop and implement ways to protect workers’ hearing from 
on-the-job injuries. They measure noise levels in workplaces and con-
duct hearing protection programs in factories and in schools and 
communities.

Work Environment

Audiologists usually work at a desk or table in clean, comfortable sur-
roundings. The job is not physically demanding but does require atten-
tion to detail and intense concentration. The emotional needs of patients 
and their families may be demanding. Most full-time audiologists work 
about 40 hours per week, which may include weekends and evenings to 
meet the needs of patients. Some work part-time. Those who work on a 
contract basis may spend a substantial amount of time traveling between 
facilities.
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All states require audiologists to be licensed or registered. Licen-
sure or registration requires at least a master’s degree in audiology; how-
ever, a first professional, or doctoral, degree is becoming increasingly 
necessary.

Employment

Audiologists held about 12,000 jobs in 2006. More than half of all jobs 
were in health care facilities—offices of physicians or other health prac-
titioners, including audiologists; hospitals; and outpatient care centers. 
About 13% of jobs were in educational services, including elementary 
and secondary schools. Other jobs for audiologists were in health and 
personal care stores, including hearing aid stores; scientific research and 
development services; and state and local governments.

A small number of audiologists were self-employed in private prac-
tice. They provided hearing health care services in their own offices or 
worked under contract for schools, health care facilities, or other estab-
lishments (BLS, 2009a).

CLINICAL LABORATORY (MEDICAL) TECHNOLOGISTS 
AND TECHNICIANS

Faster than average employment growth and excellent job oppor-■

tunities are expected.
Clinical laboratory technologists usually have a bachelor’s degree ■

with a major in medical technology or in one of the life sciences; 
clinical laboratory technicians generally need either an associate 
degree or a certificate.
Most jobs will continue to be in hospitals, but employment will ■

grow faster in other settings.

Nature of the Work

Clinical laboratory testing plays a crucial role in the detection, diagno-
sis, and treatment of disease. Clinical laboratory technologists—also 
referred to as clinical laboratory scientists or medical technologists—
and clinical laboratory technicians, also known as medical technicians or 
medical laboratory technicians, perform most of these tests.
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Clinical laboratory personnel examine and analyze body fluids, and 
cells. They look for bacteria, parasites, and other microorganisms; analyze 
the chemical content of fluids; match blood for transfusions; and test for 
drug levels in the blood that show how a patient is responding to treat-
ment. Technologists also prepare specimens for examination, count cells, 
and look for abnormal cells in blood and body fluids. They use micro-
scopes, cell counters, and other sophisticated laboratory equipment. They 
also use automated equipment and computerized instruments capable of 
performing a number of tests simultaneously. After testing and examining 
a specimen, they analyze the results and relay them to physicians.

With increasing automation and the use of computer technology, 
the work of technologists and technicians has become less hands-on 
and more analytical. The complexity of tests performed, the level of 
judgment needed, and the amount of responsibility workers assume all 
depend largely on the amount of education and experience they have. 
Clinical laboratory technologists usually perform more complex tasks 
than clinical laboratory technicians.

Work Environment

Clinical laboratory personnel are trained to work with infectious speci-
mens. When proper methods of infection control and sterilization are 
followed, few hazards exist. Protective masks, gloves, and goggles often 
are necessary to ensure the safety of laboratory personnel. Working con-
ditions vary with the size and type of employment setting.

Work hours of clinical laboratory technologists and technicians vary 
with the size and type of employment setting. In large hospitals or in 
independent laboratories that operate continuously, personnel usually 
work the day, evening, or night shift and may work weekends and holi-
days. Laboratory personnel in small facilities may work on rotating shifts, 
rather than on a regular shift. In some facilities, laboratory personnel are 
on call several nights a week or on weekends, in case of an emergency.

Employment

Rapid job growth and excellent job opportunities are expected. Although 
hospitals are expected to continue to be the major employer of clinical 
laboratory workers, employment is expected to grow faster in medical 
and diagnostic laboratories, offices of physicians, and all other ambula-
tory health care services.
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Earnings

Median annual wage-and-salary earnings of medical and clinical labora-
tory technologists were $49,700 in May 2006. The middle 50% earned 
between $41,680 and $58,560. The lowest 10% earned less than $34,660, 
and the highest 10% earned more than $69,260.

Median annual wage-and-salary earnings of medical and clinical lab-
oratory technicians were $32,840 in May 2006. The middle 50% earned 
between $26,430 and $41,020. The lowest 10% earned less than $21,830, 
and the highest 10% earned more than $50,250 (BLS, 2009b).

OCCUPATIONAL THERAPISTS

Employment is expected to grow much faster than average and ■

job opportunities should be good, especially for therapists treat-
ing the elderly.
Typically, occupational therapists must be state licensed, requiring ■

a master’s degree in occupational therapy, 6 months of supervised 
fieldwork, and passing scores on national and state examinations.
Occupational therapists are increasingly taking on supervisory ■

roles, allowing assistants to work more closely with clients under 
the guidance of a therapist.
More than a quarter of occupational therapists work part time.■

Nature of the Work

Occupational therapists help patients improve their ability to perform 
tasks in living and working environments. They work with individuals 
who suffer from a mentally, physically, developmentally, or emotionally 
disabling condition. Occupational therapists use treatments to develop, 
recover, or maintain the daily living and work skills of their patients. The 
therapist helps clients not only to improve their basic motor functions 
and reasoning abilities, but also to compensate for permanent loss of 
function. The goal is to help clients have independent, productive, and 
satisfying lives.

Occupational therapists help clients to perform all types of activities, 
from using a computer to caring for daily needs such as dressing, cooking, 
and eating. Physical exercises may be used to increase strength and dex-
terity, while other activities may be chosen to improve visual acuity or the 
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ability to discern patterns. For example, a client with short-term memory 
loss might be encouraged to make lists to aid recall, and a person with 
coordination problems might be assigned exercises to improve hand-
eye coordination. Occupational therapists also use computer programs 
to help clients improve decision-making, abstract-reasoning, problem-
solving, and perceptual skills, as well as memory, sequencing, and 
coordination—all of which are important for independent living.

Some occupational therapists treat individuals whose ability to func-
tion in a work environment has been impaired. These practitioners might 
arrange employment, evaluate the work space, plan work activities, and 
assess the client’s progress. Therapists also may collaborate with the cli-
ent and the employer to modify the work environment so that the client 
can successfully complete the work.

Occupational therapists in hospitals and other health care and com-
munity settings usually work a 40-hour week. Those in schools may 
participate in meetings and other activities during and after the school 
day. In 2006, more than a quarter of occupational therapists worked 
part time.

Employment

Occupational therapists held about 99,000 jobs in 2006. About 1 in 10 
occupational therapists held more than one job. The largest number of 
jobs was in hospitals. Other major employers were offices of other health 
practitioners (including offices of occupational therapists), public and 
private educational services, and nursing care facilities. Some occupa-
tional therapists were employed by home health care services, outpatient 
care centers, offices of physicians, individual and family services, commu-
nity care facilities for the elderly, and government agencies.

A small number of occupational therapists were self-employed in 
private practice. These practitioners treated clients referred by other 
health professionals. They also provided contract or consulting services 
to nursing care facilities, schools, adult day care programs, and home 
health care agencies.

Employment of occupational therapists is expected to grow much 
faster than the average for all occupations. The increasing elderly pop-
ulation will drive growth in the demand for occupational therapy ser-
vices. The baby boom generation’s movement into middle age, a period 
when the incidence of heart attack and stroke increases, will spur de-
mand for therapeutic services. Growth in the population 75 years and 
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older—an age group that suffers from high incidences of disabling con-
ditions—also will increase demand for therapeutic services. In addition, 
medical advances now enable more patients with critical problems to 
survive—patients who ultimately may need extensive therapy. Hospitals 
will continue to employ a large number of occupational therapists to 
provide therapy services to acutely ill inpatients. Hospitals also will need 
occupational therapists to staff their outpatient rehabilitation programs.

Job opportunities should be good for licensed occupational thera-
pists in all settings, particularly in acute hospital, rehabilitation, and or-
thopedic settings because the elderly receive most of their treatment in 
these settings.

Earnings

Median annual earnings of occupational therapists were $60,470 in 
May 2006. The middle 50% earned between $50,450 and $73,710. The 
lowest 10% earned less than $40,840, and the highest 10% earned more 
than $89,450 (BLS, 2009c).

PHYSICAL THERAPISTS

Employment is expected to increase much faster than average.■

Job opportunities should be good, particularly in acute hospital, ■

rehabilitation, and orthopedic settings.
Physical therapists need a master’s degree from an accredited ■

physical therapy program and a state license, requiring passing 
scores on national and state examinations.
About 6 out of 10 physical therapists work in hospitals or in offices ■

of physical therapists.

Nature of the Work

Physical therapists provide services that help restore function, improve 
mobility, relieve pain, and prevent or limit permanent physical disabili-
ties of patients suffering from injuries or disease. They restore, maintain, 
and promote overall fitness and health. Their patients include accident 
victims and individuals with disabling conditions such as low-back pain, 
arthritis, heart disease, fractures, head injuries, and cerebral palsy.
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Therapists examine patients’ medical histories and then test and 
measure the patients’ strength, range of motion, balance and coordi-
nation, posture, muscle performance, respiration, and motor function. 
Next, physical therapists develop plans describing a treatment strategy 
and its anticipated outcome.

Treatment often includes exercise, especially for patients who have 
been immobilized or who lack flexibility, strength, or endurance. Physi-
cal therapists encourage patients to use their muscles to increase their 
flexibility and range of motion. More advanced exercises focus on im-
proving strength, balance, coordination, and endurance. The goal is to 
improve how an individual functions at work and at home.

Physical therapists also use electrical stimulation, hot packs or cold 
compresses, and ultrasound to relieve pain and reduce swelling. They may 
use traction or deep-tissue massage to relieve pain and improve circula-
tion and flexibility. Therapists also teach patients to use assistive and adap-
tive devices, such as crutches, prostheses, and wheelchairs. They also may 
show patients how to do exercises at home to expedite their recovery.

As treatment continues, physical therapists document the patient’s 
progress, conduct periodic examinations, and modify treatments when 
necessary.

Physical therapists often consult and practice with a variety of other 
professionals, such as physicians, dentists, nurses, educators, social workers, 
occupational therapists, speech-language pathologists, and audiologists.

Some physical therapists treat a wide range of ailments; others spe-
cialize in areas such as pediatrics, geriatrics, orthopedics, sports medi-
cine, neurology, and cardiopulmonary physical therapy.

Work Environment

Physical therapists practice in hospitals, clinics, and private offices that 
have specially equipped facilities. They also treat patients in hospital 
rooms, homes, or schools. In addition, physical therapists move heavy 
equipment and lift patients or help them turn, stand, or walk.

Employment

About 6 out of 10 physical therapists worked in hospitals or in offices 
of physical therapists in 2006. Other jobs were in the home health care 
services industry, nursing care facilities, outpatient care centers, and of-
fices of physicians.
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Employment of physical therapists is expected to grow much faster 
than average. Job opportunities will be good, especially in acute hospital, 
rehabilitation, and orthopedic settings. The increasing elderly popula-
tion will drive growth in the demand for physical therapy services. The 
elderly population is particularly vulnerable to chronic and debilitat-
ing conditions that require therapeutic services. Also, the baby boom 
generation (1946–1964) is entering the prime age for heart attacks and 
strokes, increasing the demand for cardiac and physical rehabilitation.

Future medical developments also should permit a higher percent-
age of trauma victims to survive, creating additional demand for reha-
bilitative care. In addition, growth may result from advances in medical 
technology that could permit the treatment of an increasing number of 
disabling conditions that were untreatable in the past. Widespread inter-
est in health promotion also should increase demand for physical therapy 
services. A growing number of employers are using physical therapists 
to evaluate worksites, develop exercise programs, and teach safe work 
habits to employees.

Earnings

Median annual earnings of physical therapists were $66,200 in May 
2006. The middle 50% earned between $55,030 and $78,080. The low-
est 10% earned less than $46,510, and the highest 10% earned more 
than $94,810 (BLS, 2009d).

PHYSICIAN ASSISTANTS

Physician assistant programs usually last at least 2 years; admission ■

requirements vary by program, but many require at least 2 years 
of college and some health care experience.
All states require physician assistants to complete an accredited ■

education program and to pass a national exam in order to obtain 
a license.
Employment is projected to grow much faster than average as ■

health care establishments increasingly use physician assistants to 
contain costs.
Job opportunities should be good, particularly in rural and inner-■

city clinics.
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Nature of the Work

Physician assistants (PAs) practice medicine under the supervision of 
physicians and surgeons. PAs are formally trained to provide diagnostic, 
therapeutic, and preventive health care services, as delegated by a phy-
sician. Working as members of the health care team, they take medical 
histories, examine and treat patients, order and interpret laboratory tests 
and x-rays, and make diagnoses. They also treat minor injuries, by sutur-
ing, splinting, and casting. PAs record progress notes, instruct and coun-
sel patients, and order or carry out therapy. In 48 states and the District 
of Columbia, physician assistants may prescribe some medications. In 
some establishments, a PA is responsible for managerial duties, such as 
ordering medical supplies or equipment and supervising technicians and 
assistants.

Physician assistants work under the supervision of a physician. How-
ever, PAs may be the principal care providers in rural or inner-city clin-
ics where a physician is present for only one or two days each week. 
In such cases, the PA confers with the supervising physician and other 
medical professionals as needed and as required by law. PAs also may 
make house calls or go to hospitals and nursing care facilities to check on 
patients, after which they report to the physician.

The duties of physician assistants are determined by the supervis-
ing physician and by state law. Many PAs work in primary care special-
ties, such as general internal medicine, pediatrics, and family medicine. 
Other specialty areas include general and thoracic surgery, emergency 
medicine, orthopedics, and geriatrics. PAs specializing in surgery pro-
vide preoperative and postoperative care and may work as first or second 
assistants during major surgery.

Work Environment

Work schedules vary according to the practice setting, and often depend 
on the hours of the supervising physician. The workweek of hospital-
based PAs may include weekends, nights, or early morning hospital 
rounds to visit patients. These workers also may be on call. PAs in clinics 
usually work a 40-hour week.

Employment

Physician assistants held about 66,000 jobs in 2006. According to the 
American Academy of Physician Assistants, about 15% of actively 
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practicing PAs worked in more than one clinical job concurrently in 
2006. More than half of jobs for PAs were in the offices of physicians. 
About a quarter were in hospitals, public or private. The rest were mostly 
in outpatient care centers, including health maintenance organizations, 
the federal government, and public or private colleges, universities, and 
professional schools. A few were self-employed.

Employment is expected to grow much faster than the average as 
health care establishments increasingly use physician assistants to con-
tain costs. Job opportunities for PAs should be good, particularly in rural 
and inner-city clinics, as these settings typically have difficulty attracting 
physicians.

Besides working in traditional office-based settings, PAs should find
a growing number of jobs in institutional settings such as hospitals, 
academic medical centers, public clinics, and prisons. PAs also may be 
needed to augment medical staffing in inpatient teaching hospital set-
tings as the number of hours physician residents are permitted to work 
is reduced, encouraging hospitals to use PAs to supply some physician 
resident services.

Earnings

Median annual earnings of wage-and-salary physician assistants were 
$74,980 in May 2006. The middle 50% earned between $62,430 and 
$89,220. The lowest 10% earned less than $43,100, and the highest 10% 
earned more than $102,230.

According to the American Academy of Physician Assistants, median 
income for physician assistants in full-time clinical practice was $80,356 
in 2006; median income for first-year graduates was $69,517. Income 
varies by specialty, practice setting, geographical location, and years of 
experience. Employers often pay for their employees’ liability insurance, 
registration fees with the Drug Enforcement Administration, state li-
censing fees, and credentialing fees (BLS, 2009e).

SPEECH-LANGUAGE PATHOLOGISTS

About half work in educational services; most others are employed ■

by health care and social assistance facilities.
A master’s degree in speech-language pathology is the standard ■

credential required for licensing in most states.
Excellent job opportunities are expected.■
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Nature of the Work

Speech-language pathologists, sometimes called speech therapists, as-
sess, diagnose, treat, and help to prevent disorders related to speech, 
language, cognitive communication, voice, swallowing, and fluency.

Speech-language pathologists work with (a) people who cannot pro-
duce speech sounds or cannot produce them clearly; (b) those with speech 
rhythm and fluency problems, such as stuttering; (c) people with voice 
disorders, such as inappropriate pitch or harsh voice; (d) those with prob-
lems understanding and producing language; (e) those who wish to im-
prove their communication skills by modifying an accent; and (f ) those 
with cognitive communication impairments, such as attention, memory, 
and problem-solving disorders. They also work with people who have 
swallowing difficulties.

Speech, language, and swallowing difficulties can result from a variety 
of causes including stroke, brain injury or deterioration, developmental 
delays or disorders, learning disabilities, cerebral palsy, cleft palate, voice 
pathology, mental retardation, hearing loss, or emotional problems. Prob-
lems can be congenital, developmental, or acquired. Speech-language 
pathologists use special instruments and qualitative and quantitative as-
sessment methods, including standardized tests, to analyze and diagnose 
the nature and extent of impairments.

Speech-language pathologists develop an individualized plan of 
care, tailored to each patient’s needs. For individuals with little or no 
speech capability, speech-language pathologists may select augmenta-
tive or alternative communication methods, including automated de-
vices and sign language, and teach their use. They teach patients how 
to make sounds, improve their voices, or increase their oral or written 
language skills to communicate more effectively. They also teach indi-
viduals how to strengthen muscles or use compensatory strategies to 
swallow without choking or inhaling food or liquid. Speech-language 
pathologists help patients develop, or recover, reliable communication 
and swallowing skills so patients can fulfill their educational, vocational, 
and social roles. Speech-language pathologists keep records on the ini-
tial evaluation, progress, and discharge of clients. Their records help 
pinpoint problems, track client progress, and justify the cost of treat-
ment when applying for reimbursement. Speech-Language patholo-
gists counsel individuals and their families concerning communication 
disorders and how to cope with the stress and misunderstanding that 
often accompany a disorder. They also work with family members to 
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recognize and change behavior patterns that impede communication 
and treatment and show them communication-enhancing techniques to 
use at home.

Most speech-language pathologists provide direct clinical services to 
individuals with communication or swallowing disorders. In medical fa-
cilities, they may perform their job in conjunction with physicians, social 
workers, psychologists, and other therapists. Speech-language patholo-
gists in schools collaborate with teachers, special educators, interpreters, 
other school personnel, and parents to develop and implement individual 
or group programs, provide counseling, and support classroom activities. 
Some speech-language pathologists conduct research on how people 
communicate. Others design and develop equipment or techniques for 
diagnosing and treating speech problems.

Work Environment

Speech-language pathologists usually work at a desk or table in clean 
comfortable surroundings. In medical settings, they may work at the 
patient’s bedside and assist in positioning the patient. In schools, they 
may work with students in an office or classroom. Some work in the 
client’s home.

Although the work is not physically demanding, it requires atten-
tion to detail and intense concentration. The emotional needs of clients 
and their families may be demanding. Most full-time speech-language 
pathologists work 40 hours per week. Those who work on a contract 
basis may spend a substantial amount of time traveling between 
facilities.

Employment

Speech-language pathologists held about 110,000 jobs in 2006. About 
half were employed in educational services, primarily in preschools and 
elementary and secondary schools. Others were employed in hospitals; 
offices of other health practitioners, including speech-language patholo-
gists; nursing care facilities; home health care services; individual and 
family services; outpatient care centers; and child day care centers.

A few speech-language pathologists are self-employed in private prac-
tice. They contract to provide services in schools, offices of physicians, 
hospitals, or nursing care facilities, or work as consultants to industry.
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Earnings

Median annual earnings of wage-and-salary speech-language patholo-
gists were $57,710 in May 2006. The middle 50% earned between 
$46,360 and $72,410. The lowest 10% earned less than $37,970, and 
the highest 10% earned more than $90,400. Some employers may reim-
burse speech-language pathologists for their required continuing educa-
tion credits (BLS, 2009f  ).
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Appendix B
Job Interview Materials

SAMPLE COVER LETTER

Rhonda P. Jackson
1855 West Patterson Street
Philadelphia, PA 19104
(123) 456-7890
rpjackson@yahoo.com
May 2, 2009

Fred Clarkson, MBA
Director of Human Resources
Prince George’s Medical Center
323 South Franklin Drive
Baltimore, MD 21075

Dear Mr. Clarkson:
Please accept this letter of application for your advertised position 

of clinical laboratory scientist. I have more than five years of experience 
in clinical laboratory science and am currently working in the laboratory 
at All Saints Community Hospital in Philadelphia, PA. During the past 
two years of my career I have obtained a Master’s degree in Healthcare 
Management and have taken on increasing management responsibilities 
in the laboratory.

I will be relocating to the Baltimore area in July of this year and am 
interested in moving into a laboratory management position in a large, 
acute care hospital. I look forward to hearing from you regarding an in-
terview at your convenience. You may contact me at: (123) 456-7890 or 
by e-mail at rpjackson@yahoo.com.

Respectfully,
Rhonda P. Jackson
Enclosure: Résumé
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SAMPLE RÉSUMÉ

Rhonda P. Jackson
1855 West Patterson Street
Philadelphia, PA 19104
(123) 456-7890
E-mail: rpjackson@yahoo.com

Objective: Seeking an entry-level management position in an acute 
care hospital where my extensive professional and practical experience 
will be fully utilized.

Employment History
2004 –Present
All Saints Community Hospital, Philadelphia, PA
Clinical Laboratory Scientist

Performed and interpreted laboratory tests. Maintained meticu-■

lous attention to detail on test-result validity, recording/reporting 
results, troubleshooting, and documentation.
Conducted quality control and quality assurance measures.■

Ensured compliance with government regulations and laboratory ■

policies and procedures.
Supervised full- and part-time laboratory personnel in the areas ■

of hematology, clinical chemistry, urinalysis, and phlebotomy.
Evaluated staffing requirements and developed monthly on-call ■

assignments.

Education
2007–2009: Boston College, Boston, MA: MSc in Health Care 

Management
2000–2004: Philadelphia University, Philadelphia, PA: Bachelor of Sci-

ence in Clinical Laboratory Science

Certification
Board of Registry of the American Society for Clinical Pathology 

(BOR)

References
Available upon request.
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SAMPLE THANK-YOU LETTER

Rhonda P. Jackson
1855 West Patterson Street
Philadelphia, PA 19104
(123) 456-7890
May 18, 2009

Fred Clarkson, MBA
Director of Human Resources
Prince George’s Medical Center
323 South Franklin Drive
Bladensburg, MD 20072

Dear Mr. Clarkson:
Thank you for the opportunity to meet with you and to see your fa-

cilities last Wednesday. Both the interview and the tour made for an ex-
citing and complete day. I was particularly impressed with the laboratory 
and the workflow model that you have instituted. It was very apparent 
that your staff enjoys working within this model.

Again, thank you for your kindness during my visit and for your efforts 
in arranging my interview and tour. I look forward to your decision.

Sincerely,
Rhonda P. Jackson
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Appendix C
U.S. Government Visa Information

GLOSSARY OF SELECTED VISA TERMS

Accompanying: A type of visa in which family members travel with the prin-
cipal applicant (in immigrant visa cases, within six months of issuance of an 
immigrant visa to the principal applicant).

Adjust Status: (1) To change from a nonimmigrant visa status or other status, 
(2) To adjust the status of a permanent resident (green card holder).

Admission: Entry into the United States is authorized by a Department of 
Homeland Security, Customs and Border Protection (CBP) officer. When 
you come from abroad and first arrive in the United States, the visa allows 
you to travel to the port of entry and request permission to enter the United 
States. Admission, or entering the United States, by non-U.S. citizens must 
be authorized by a CBP officer at the port of entry, who determines whether 
you can enter and how long you can stay here, on any particular visit. If you 
are allowed to enter, how long you can stay and the immigration classifica-
tion you are given is shown as a recorded date or Duration of Status (D/S) on 
Form I-94, Arrival Departure Record, or Form I-94W, if arriving on the Visa 
Waiver Program. If you want to stay longer than the date authorized, you 
must request permission from the Department of Homeland Security, U.S. 
Citizenship and Immigration Services (USCIS).

Advance Parole: Permission to return to the United States after travel abroad 
granted by DHS prior to leaving the United States. The following categories 
of people may need advance parole: people on a K-1 visa, asylum applicants, 
parolees, people with Temporary Protected Status (TPS), and some people 
trying to adjust status while in the United States. If these categories of peo-
ple do not apply for advance parole before they leave the United States, they 
may be unable to return.

  An alien in the United States and applying for an Advance Parole docu-
ment for him- or herself must attach: (1) a copy of any document issued to 
the alien by USCIS or former INS showing present status in the United 
States; and (2) an explanation or other evidence demonstrating the circum-
stances that warrant issuance of Advance Parole.
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  If the alien is basing his or her eligibility for Advance Parole on a separate 
application for adjustment of status or asylum, he must also attach a copy of 
the filing receipt for that application. If the alien is traveling to Canada to 
apply for an immigrant visa, he or she must also attach a copy of the consular 
appointment.

Agent: In immigrant visa processing the applicant selects a person who re-
ceives all correspondence regarding the case and pays the immigrant visa 
application processing fee. The agent can be the applicant, the petitioner, or 
another person selected by the applicant.

Alien: A foreign national who is not a U.S. citizen.
Applicant (Visa): A foreign citizen who is applying for a nonimmigrant or im-

migrant U.S. visa. The visa applicant may also be referred as a beneficiary for 
petition-based visas.

Appointment package: The letter and documents that tell an applicant of 
the date of the immigrant visa interview. It includes forms that the applicant 
must complete before the interview and instructions for how to get every-
thing ready for the interview.

Approval notice: A Department of Homeland Security, U.S. Citizenship and 
Immigration Services (USCIS) immigration form, Notice of Action, Form 
I-797 that says that USCIS has approved a petition, or request for extension 
of stay or change of status.

Arrival-departure card: Also known as Form I-94, Arrival-Departure Record. 
The Department of Homeland Security, Customs and Border Protection 
official at the port of entry gives foreign visitors (all non-U.S. citizens) an 
Arrival-Departure Record (a small white card) when they enter the United 
States. Recorded on this card are the immigrant classification and the autho-
rized period of stay in the United States. This is either recorded as a date or 
the entry of D/S, meaning duration of status. It is important to keep this card 
safe because it shows the length of time you are permitted and authorized 
by the Department of Homeland Security to stay in the United States. It is 
best kept stapled with your passport, kept in a safe place. The visitors return 
the I-94 card when they leave the country. The I-94W, Nonimmigrant Visa 
Waiver Arrival-Departure Record (green card) is for travelers on the Visa 
Waiver Program.

Asylee: An alien in the United States or at a port of entry who is found to be 
unable or unwilling to return to his or her country of nationality, or to seek 
the protection of that country because of persecution or a well-founded fear 
of persecution. Persecution or the fear thereof must be based on the alien’s 
race, religion, nationality, membership in a particular social group, or politi-
cal opinion. For persons with no nationality, the country of nationality is con-
sidered to be the country in which the alien last habitually resided. Asylees 
are eligible to adjust to lawful permanent resident status after one year of 
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continuous presence in the United States. These immigrants are limited to 
10,000 adjustments per fiscal year.

Biometrics: A biometric or biometric identifier is an objective measurement of 
a physical characteristic of an individual which, when captured in a database, 
can be used to verify the identity or check against other entries in the data-
base. The best known biometric is the fingerprint, but others include facial 
recognition and iris scans.

Case number: The National Visa Center (NVC) gives each immigrant peti-
tion a case number. This number has three letters followed by ten digits 
(numbers). The three letters are an abbreviation for the overseas embassy 
or consulate that will process the immigrant visa case (for example, GUZ for 
Guangzhou, CDJ for Ciudad Juarez).

Certificate of Naturalization: A document issued by the Department of 
Homeland Security as proof that the person has become a U.S. citizen (natu-
ralized) after immigration to the United States.

Child: Unmarried child under the age of 21 years. A child may be natural born, 
step, or adopted. If the child is a stepchild, the marriage between the par-
ent and the American citizen must have occurred when the child was under 
the age of 18. If the child is adopted, he/she must have been adopted with 
a full and final adoption when the child was under the age of 16, and the 
child must have lived with and been in the legal custody of the parent for at 
least two years. An orphan may qualify as a child if he/she has been adopted 
abroad by an American citizen or if the American citizen parent has filed an 
immediate-relative (IR) visa petition to go to the United States for adoption 
by the American citizen.

  In certain visa cases a child continues to be classified as a child after he/she 
becomes 21, if the petition was filed for him/her when he/she was still under 
21 years of age. For example, an IR-2 child of an American citizen remains 
a child after the age of 21 if a petition was filed for him/her on or after Au-
gust 6, 2002, when he/she was still under 21 years old. The child must meet 
other requirements of a child as listed above.

Common-law marriage: An agreement between a man and woman to enter 
into marriage without a civil or religious ceremony. It may not be recognized 
as a marriage for immigration purposes.

Conditional residence visa: If you have been married for less than two years 
when your husband or wife (spouse) gets lawful permanent resident status 
(gets a green card), then your spouse gets residence on a conditional basis. 
After two years you and your spouse must apply together to the Department 
of Homeland Security to remove the condition to the residence.

  The investor visa (EB5 or T5/C5) is also a conditional residence. It re-
quires an application procedure after two years to remove the condition on 
the permanent residence.
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Current/noncurrent: There are numerical limits on the number of immigrant 
visas that can be granted to aliens from any one foreign country. The limit is 
based on place of birth, not citizenship. Because of the numerical limits, this 
means there is a waiting time before the immigrant visa can be granted. The 
terms current/noncurrent refer to the priority date of a petition in prefer-
ence immigrant visa cases in relationship to the immigrant cut-off date. If 
your priority date is before the cut-off date according to the monthly Visa 
Bulletin, your case is current. This means your immigrant visa case can now 
be processed. However, if your priority date is later/comes after the cut-off 
date, you will need to wait longer, until your priority date is reached (be-
comes current).

Cut-off date: The date that determines whether a preference immigrant visa 
applicant can be scheduled for an immigrant visa interview in any given 
month. The cut-off date is the priority date of the first applicant who could 
not get a visa interview for a given month. Applicants with a priority date 
earlier than the cut-off date can be scheduled. However, if your priority date 
is on or later than the cut-off date, you will need to wait longer, until your 
priority date is reached (becomes current).

Department of Labor: The Department of Labor fosters and promotes the 
welfare of the job seekers, wage earners, and retirees of the United States by 
improving their working conditions, advancing their opportunities for profit-
able employment, protecting their retirement and health care benefits, help-
ing employers find workers, strengthening free collective bargaining, and 
tracking changes in employment, prices, and other national economic mea-
surements. In carrying out this mission, the Department administers a va-
riety of Federal labor laws including those that guarantee workers’ rights to 
safe and healthful working conditions; a minimum hourly wage and overtime 
pay; freedom from employment discrimination; unemployment insurance; 
and other income support.

Duration of status: In certain visa categories such as diplomats, students, and 
exchange visitors, the alien may be admitted into the United States for as 
long as the person is still doing the activity for which the visa was issued, 
rather than being admitted until a specific departure date. This is called ad-
mission for “duration of status.” For students, the time during which a stu-
dent is in a full course of study plus any authorized practical training, and 
following that, authorized time to depart the country, is duration of status. 
The length of time depends upon the course of study. For an undergradu-
ate degree this is commonly four years (eight semesters). Normally the im-
migration officer gives a student permission to stay in the United States for 
“duration of status.” Duration of Status (or D/S) is recorded on Form I-94, 
Arrival-Departure Record. The Department of Homeland Security U.S im-
migration inspector at port of entry gives foreign visitors (all non-U.S citi-
zens) an Arrival-Departure Record (a small white card) when they enter 
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the United States. Recorded on this card are the visa classification and the 
authorized period of stay in the United States. This is either recorded as a 
date or the entry or D/S, meaning duration of status. The I-94 is a very im-
portant card to make sure you keep, because it shows the length of time you 
are permitted and authorized by the Department of Homeland Security to 
stay in the United States.

Green card: A wallet-sized card showing that the person is a lawful permanent 
resident (immigrant) in the United States. It is also known as a permanent 
resident card (PRC), an alien registration receipt card, and I-551. It was 
formerly green in color.

I-551 (green card): Permanent residence card or alien registration receipt 
card or “green card.” See Lawful Permanent Resident.

Immigrant visa: A visa for a person who plans to live indefinitely and perma-
nently in the United States.

Immigration and Nationality Act (INA): The Immigration and Nationality 
Act, or INA, was created in 1952. Before the INA, a variety of statutes 
governed immigration law but were not organized in one location. The 
 McCarran-Walter bill of 1952, Public Law No. 82-414, collected and codi-
fied many existing provisions and reorganized the structure of immigration 
law. The Act has been amended many times over the years, but is still the 
basic body of immigration law.

  The INA is divided into titles, chapters, and sections. Although it stands 
alone as a body of law, the Act is also contained in the United States Code 
(U.S.C.). The code is a collection of all the laws of the United States. It is 
arranged in fifty subject titles by general alphabetic order. Title 8 of the U.S. 
Code is but one of the fifty titles and deals with “Aliens and Nationality.” 
When browsing the INA or other statutes you will often see reference to the 
U.S. Code citation. For example, Section 208 of the INA deals with asylum, 
and is also contained in 8 U.S.C. 1158. Although it is correct to refer to a 
specific section by either its INA citation or its U.S. code, the INA citation is 
more commonly used.

In status: It’s important to understand the concept of immigration status and 
the consequences of violating that status. Being aware of the requirements 
and possible consequences will make it more likely that you can avoid prob-
lems with maintaining your status. Every visa is issued for a particular pur-
pose and for a specific class of visitor. Each visa classification has a set of 
requirements that the visa holder must follow and maintain. Those who fol-
low the requirements maintain their status and ensure their ability to remain 
in the United States. Those who do not follow the requirements violate their 
status and are considered “out of status.” For more information see “Out of 
Status” below. In Status means you are in compliance with the requirements 
of your visa type under immigration law. For example, you are a foreign stu-
dent who entered the United States on a student visa. If you are a full-time 
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student and pursuing your course of study, and are not engaged in unauthor-
ized employment, you are “in status.” If you work full time in your uncle’s 
convenience store and do not study, you are “out of status.”

Labor Condition Application (LCA): A request to the Department of Labor 
for a foreign citizen to work in the United States.

Lawful Permanent Resident (LPR): A person who has immigrated legally 
but is not an American citizen. This person has been admitted to the United 
States as an immigrant and has a Permanent Resident Card, Form I-551, 
also known as green card. It is a wallet-sized card showing that the person is 
a lawful permanent resident (immigrant) in the United States. This person 
is also called a legal permanent resident, a green card holder, a permanent 
resident alien, a legal permanent resident alien (LPRA) and resident alien 
permit holder.

Lose status: To stay in the United States longer than the period of time which 
Department of Homeland Security (DHS) gave to a person when he/she 
entered the United States, or to fail to meet the requirements or violate the 
terms of the visa classification. The person becomes “out of status.”

Machine Readable Passport (MRP): A passport that has biographic infor-
mation entered on the data page according to international specifications. A 
machine readable passport is required to travel with a visa on the Visa Waiver 
Program.

Machine Readable Visa (MRV): A visa that contains biometric information 
about the passport holder. A visa that immigration officers read with special 
machines when the applicants enter the United States. It gives biographic in-
formation about the passport holder and tells the Department of Homeland 
Security (DHS) information on the type of visa. It is also called MRV.

National Visa Center (NVC): A Department of State facility located in Ports-
mouth, New Hampshire. It supports the worldwide operations of the Bureau 
of Consular Affairs Visa Office. The NVC processes immigrant visa petitions 
from the Department of Homeland Security (DHS) for people who will 
apply for their immigrant visas at embassies and consulates abroad. It also 
collects fees associated with immigrant visa processing.

Nonimmigrant Visa (NIV): A U.S. visa allows the bearer, a foreign citizen, to 
apply to enter the United States temporarily for a specific purpose. Nonim-
migrant visas are primarily classified according to the principal purpose of 
travel. With few exceptions, while in the United States, nonimmigrants are 
restricted to the activity or reason for which their visa was issued. Examples 
of persons who may receive nonimmigrant visas are tourists, students, diplo-
mats, and temporary workers.

Out of status: A U.S. visa allows the bearer to apply for entry to the United 
States in a certain classification, for a specific purpose. For example, student 
(F), visitor (B), temporary worker (H). Every visa is issued for a particular 
purpose and for a specific class of visitor. Each visa classification has a set of 
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requirements that the visa holder must follow and maintain. When you arrive 
in the United States, a Department of Homeland Security (DHS) Customs 
and Border Protection (CBP) inspector determines whether you will be ad-
mitted, length of stay and conditions of stay in, the United States. When 
admitted you are given a Form I-94 (Arrival/Departure Record), which tells 
you when you must leave the United States. The date granted on the I-94 
card at the airport governs how long you may stay in the United States. If you 
do not follow the requirements, you stay longer than that date, or you engage 
in activities not permitted for your particular type of visa, you violate your 
status and are considered be “out of status.” It is important to understand the 
concept of immigration status and the consequences of violating that status. 
Failure to maintain status can result in arrest, and violators may be required 
to leave the United States. Violation of status also can affect the prospect of 
readmission to the United States for a period of time, by making you ineli-
gible for a visa. Most people who violate the terms of their status are barred 
from lawfully returning to the United States for years.

Port of entry: Place (often an airport) where a person requests admission to 
the United States by the Department of Homeland Security, Customs and 
Border Protection officer.

Priority date: The priority date decides a person’s turn to apply for an im-
migrant visa. In family immigration the priority date is the date when the 
petition was filed at a Department of Homeland Security (DHS), U.S. Citi-
zenship and Immigration Services office or submitted to an Embassy or 
Consulate abroad. In employment immigration the priority date may be the 
date the labor certification application was received by the Department of 
Labor (DOL).

Sponsor: (1) A person who fills out and submits an immigration visa petition. 
Another name for sponsor is petitioner, or (2) a person who completes an 
affidavit of support (I-864) for an immigrant visa applicant.

Spouse: Legally married husband or wife. A cohabiting partner does not qualify 
as a spouse for immigration purposes. A common-law husband or wife may 
or may not qualify as a spouse for immigration purposes, depending on the 
laws of the country where the relationship occurs.

Temporary worker: A foreign worker who will work in the United States for 
a limited period of time. Some visas classes for temporary workers are H, L, 
O, P, Q, and R. If you are seeking to come to the United States for em-
ployment as a temporary worker (H, L, O, P, and Q visas), your prospective 
employer must file a petition with the Department of Homeland Security 
(DHS), USCIS. This petition must be approved by USCIS before you can 
apply for a visa.

Visa Waiver Program (VWP): The Visa Waiver Program (VWP) enables na-
tionals of certain countries to travel to the United States for tourism or busi-
ness [visitor (B) visa purposes] for stays of 90 days or less without obtaining a 
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visa. The program was established in 1986 with the objective of eliminating 
unnecessary barriers to travel, stimulating the tourism industry, and permit-
ting the Department of State to focus consular resources in other areas. VWP 
eligible travelers may apply for a visa, if they prefer to do so. Not all countries 
participate in the VWP, and not all travelers from VWP countries are eligible 
to use the program. VWP travelers are required to apply for authorization 
though the Electronic System for Travel Authorization (ESTA), are screened 
at their port of entry into the United States, and are enrolled in the Depart-
ment of Homeland Security’s US-VISIT Program.

Glossary of Selected Visa Terms From:

http://www.travel.state.gov/visa/frvi/glossary/glossary_1363.html
http://www.cbp.gov/xp/cgov/travel/id_visa/legally_admitted_to_the_u_s.xml
http://www.uscis.gov/portal/site/uscis/menuitem.eb1d4c2a3e5b9ac89243c6a75

43f6d1a/?vgnextoid=b328194d3e88d010VgnVCM10000048f3d6a1RCRD&
vgnextchannel=b328194d3e88d010VgnVCM10000048f3d6a1RCRD

FREQUENTLY ASKED QUESTIONS AND ANSWERS 
ABOUT ADMISSION INTO THE UNITED STATES

Q: What is the Inspection Process?
A: All persons arriving at a port of entry to the United States are 
subject to inspection by U.S. Customs and Border Protection (CBP) 
Officers. CBP Officers will conduct the Immigration, Customs and Ag-
riculture components of the Inspections process. If a traveler has health 
concerns, he/she will be referred to a Public Health Officer for a sepa-
rate screening.

Q: What Does the Law Say?
A: The legal foundation that requires the inspection of all persons ar-
riving in the United States comes from the Immigration and Nationality 
Act (INA), see INA § 235 [8 U.S.C.]. Rules published in the Federal 
Register explain the inspection requirements and process. These rules 
are incorporated into the Code of Federal Regulations [CFR] at 8 
CFR § 235.

Q: What Can I Expect to Happen at a Port of  Entry?
A: Airport
When arriving at an airport, the airline will give all non-U.S. citizens a 
form to complete while still en route to the United States, either Form 

http://www.travel.state.gov/visa/frvi/glossary/glossary_1363.html
http://www.cbp.gov/xp/cgov/travel/id_visa/legally_admitted_to_the_u_s.xml
http://www.uscis.gov/portal/site/uscis/menuitem.eb1d4c2a3e5b9ac89243c6a7543f6d1a/?vgnextoid=b328194d3e88d010VgnVCM10000048f3d6a1RCRD&vgnextchannel=b328194d3e88d010VgnVCM10000048f3d6a1RCRD
http://www.uscis.gov/portal/site/uscis/menuitem.eb1d4c2a3e5b9ac89243c6a7543f6d1a/?vgnextoid=b328194d3e88d010VgnVCM10000048f3d6a1RCRD&vgnextchannel=b328194d3e88d010VgnVCM10000048f3d6a1RCRD
http://www.uscis.gov/portal/site/uscis/menuitem.eb1d4c2a3e5b9ac89243c6a7543f6d1a/?vgnextoid=b328194d3e88d010VgnVCM10000048f3d6a1RCRD&vgnextchannel=b328194d3e88d010VgnVCM10000048f3d6a1RCRD
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I-94 (white), Arrival/Departure Record, or Form I-94W (green), Non-
immigrant Visa Waiver Arrival/Departure Form and Customs Declara-
tion form 6059B. The forms ask for basic identification information and 
the address where you will stay in the United States.

Upon arrival, the airline personnel will show you to the inspection 
area. You will queue up in an inspection line and then speak with a CBP 
officer. If you are a U.S. citizen, special lines may be available to you. 
If you are not a U.S. citizen, you should use the lanes marked for non-
 citizens. If you are a U.S. citizen, the officer will ask you for your passport 
and Customs Declaration form, verify your citizenship, and welcome 
you back to the United States. You may be asked to proceed to a second 
screening point with your belongings for additional questioning by CBP 
Officers. You will then proceed to the Customs inspection area.

If you are an alien, the CBP Officer must determine why you are 
coming to the United States, what documents you may require, if you 
have those documents, and how long you should be allowed to initially 
stay in the United States. These determinations usually take less than 
one minute to make. If you are allowed to proceed, the officer will 
stamp your passport and customs declaration form and issue a com-
pleted Form I-94 to you. A completed form I-94 will show what im-
migration classification you were given and how long you are allowed 
to stay.

Also, if you are an alien, CBP Officers may decide that you should 
not be permitted to enter the United States. There are many reasons why 
this might happen (see INA § 212(a)). You will either be placed in deten-
tion, or temporarily held until return flight arrangements can be made. If 
you have a visa, it may be cancelled. In certain instances, Officer(s) may 
not be able to decide if you should be allowed into the United States. In 
this case, your inspection may be deferred (postponed), and you will be 
instructed to go to another office located near your intended destination 
in the United States for further processing.

Land
At a land border port of entry you will undergo the same general 

process. One officer will conduct the primary inspection in the vehicle 
lane. That officer may send you for further review or issuance of needed 
papers to a secondary inspection area. Once a determination is made to 
allow you into the United States, you may be sent for further Customs 
inspection or immediately allowed to proceed on your trip. Alien truck 
drivers may qualify for admission as B-1 visitors for business to pick up or 
deliver cargo traveling in the stream of international commerce. Please 
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see “How Do I Enter the United States as a Commercial Truck Driver ? ” 
for more information.

Sea
The inspection process at a sea port of entry is similar to the airport 

process if inspection facilities are available. Otherwise passengers will be 
instructed where to report for inspection on board the vessel.

Q: What Documents Must I Present?
A: U.S. citizens must present a passport when entering or departing 
the United States by air. If traveling by land or sea, any proof of U.S. 
citizenship that clearly establishes identity and nationality is permitted, 
such as a birth record or baptismal record, along with government-issued 
photo ID, such as a driver’s license.

An alien who is a lawful permanent resident of the United States 
must present a Permanent Resident Card (Green Card, Form I-551), 
a Reentry Permit, or a Returning Resident Visa. For further informa-
tion, see “How Do I Become a Lawful Permanent Resident While in the 
United States?” and “How Do I Get a Travel Document?”

Q: How Can I Appeal?
A: In certain circumstances, if you used a valid visa to apply for ad-
mission and your application for admission has been denied, you can 
request a hearing before the Immigration Court, where an immigration 
judge will determine your case. A judge’s decision can be appealed to the 
Board of Immigration Appeals (BIA). You will receive instructions on 
where and how to appeal. If you apply for admission to the United States 
under the Visa Waiver Pilot Program, the decision of the officer is final. 
In cases involving fraud, willful misrepresentation, false claim to U.S. 
citizenship or lack of a valid immigrant visa for an intending immigrant, 
the officer’s decision is final.
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Appendix D
Speech-Language 

Pathology Documents

SPEECH-LANGUAGE PATHOLOGY TREATMENT AREAS

Speech Sound Production

Articulation■

Apraxia of speech■

Dysarthria■

Ataxia■

Dyskinesia■

Resonance

Hypernasality■

Hyponasality■

Cul-de-sac resonance■

Mixed resonance■

Voice

Phonation quality■

Pitch■

Loudness■

Respiration■

Fluency

Stuttering■

Cluttering■
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Language (Comprehension and Expression)

Phonology■

Morphology■

Syntax■

Semantics■

Pragmatics (language use, social aspects of communication)■

Literacy (reading, writing, spelling)■

Prelinguistic communication■

Paralinguistic communication■

Cognition

Attention■

Memory■

Sequencing■

Problem solving■

Executive functioning■

Feeding and Swallowing

Oral, pharyngeal, laryngeal, esophageal■

Orofacial myology■

Oral-motor functions■

POTENTIAL ETIOLOGIES OF COMMUNICATION 
AND SWALLOWING DISORDERS

Neonatal problems (e.g., prematurity, low birth weight, substance ■

exposure)
Developmental disabilities (e.g., specific language impairment, ■

autism spectrum disorder, dyslexia, learning disabilities, attention 
deficit disorder)
Auditory problems (e.g., hearing loss or deafness)■

Oral anomalies (e.g., cleft lip/palate, dental malocclusion, macro-■

glossia, oral-motor dysfunction)
Respiratory compromise (e.g., bronchopulmonary dysplasia, chronic ■

obstructive pulmonary disease)
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COMPARISON OF ASHA CERTIFICATION, STATE LICENSURE, AND STATE 
DEPARTMENT OF EDUCATION CERTIFICATION

(continued)

ASHA CERTIFICATION

STATE LICENSURE/
EDUCATION 
CERTIFICATION

ASHA CERTIFICATION, 
LICENSURE, AND EDUCA-
TION CERTIFICATION

Voluntary professional 
credential

Mandatory for practice

Based on validation 
studies of required 
knowledge, skills, and 
tasks for independent 
practice

Established by the state 
legislature and usually 
implemented by different 
state agencies

Portable: national re-
cognition of being a 
qualified professional

Possibly recognized by 
other states

Provides different 
levels of assurances 
to the public, other 
professionals, third-
party payers, and 
employers

Verifies: a master’s 
degree, accredited 
academic program, 
supervised clinical 
experience and 
mentorship, passing 
score on a national 
exam

Dictates: minimal 
qualifications to 
practice, job titles, and 
supervision of support 
personnel, where 
applicable

License and education 
certification require-
ments differ from 
state to state. 
Requirements
for a license and 
for an education 
certification in 
the same state are 
usually different.

Requires continuing 
education/professional
development to main-
tain. Wide range of 
activities and content 
is accepted

Requires continuing 
education/professional
development to renew 
licensure or education 
certification in most 
states; may require 
preapproval of sponsor 
of activities

Accepts only official 
transcripts, test scores, 
and supervision by an 
individual who holds 
the Certificate of 
Clinical Competence 
(CCC) as validation to 
earn the credential.

Many states will 
accept ASHA CCC as 
documentation necessary 
to meet some or all 
requirements.
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Pharyngeal anomalies (e.g., upper airway obstruction, velopharyn-■

geal insufficiency/incompetence)
Laryngeal anomalies (e.g., vocal fold pathology, tracheal stenosis, ■

tracheostomy)
Neurological disease/dysfunction (e.g., traumatic brain injury, cere-■

bral palsy, cerebral vascular accident, dementia, Parkinson’s dis-
ease, amyotrophic lateral sclerosis)
Psychiatric disorder (e.g., psychosis, schizophrenia)■

Genetic disorders (e.g., Down syndrome, fragile X syndrome, ■

Rett syndrome, velocardiofacial syndrome)

Speech-language pathologists provide clinical services that include 
prevention and prereferral, screening, assessment /evaluation, consulta-
tion, diagnosis, treatment, intervention, management, counseling, col-
laboration, documentation, and referral.

ASHA CERTIFICATION
STATE LICENSURE/
EDUCATION CERTIFICATION

ASHA CERTIFICATION, 
LICENSURE, AND EDUCA-
TION CERTIFICATION

Requires 30 contact 
hours of continuing 
education every 3 years 
for maintenance of the 
certificate

Continuing education 
required by most state 
licensing boards and 
some state education 
agencies; number of 
required contact hours 
and the length of renewal 
cycles vary from state to 
state and from license to 
education certificate

Accepts contact hours for 
continuing education 
(CE) activities offered 
by many respected 
educational agencies

Generally requires that CE 
contact hours be from an 
educational agency that 
is preapproved by the 
state licensing board or 
by the state education 
agency; may also accept 
only certain content

What is acceptable for 
ASHA continuing 
education may not 
be acceptable to the 
state and vice versa.

COMPARISON OF ASHA CERTIFICATION, STATE LICENSURE, AND STATE 
DEPARTMENT OF EDUCATION CERTIFICATION (CONTINUED)



369

Appendix E
Communication Aids

SLANG TERMS, IDIOMS, AND JARGON FOR LIVING 
IN THE UNITED STATES

Slang Term or Idiom Actual Meaning

“All in all . . .” Taking everything into consideration. For 
example, “All in all, it was a good day.”

ASAP As soon as possible

“He /she has an attitude 
problem.”

Phrase used to describe someone who is 
antagonistic or argumentative.

“I’m having a bad hair 
day.”

Phrase used to describe a day in which 
nothing seems to go right or the way you 
planned it. 

Bye-bye Shortened form of saying good-bye.

“I’m just chilling.” Phrase to describe a period when you are 
relaxing so that you don’t feel stressed.

“Everything’s cool.” Term used to mean that everything is
all right. 

“Correct!” Term used to assure another that he/she 
understands what you have said. For 
example, the other person says, “So, you’ve 
completed all your work.” Your response 
might be “Correct” instead of “Yes.”

“I have to do the dishes.” Phrase indicating the need to wash and dry 
the dishes used during a meal.

“He/she is driving me 
nuts.”

Phrase used to describe someone whose 
behavior is bothering you.
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“I’m fixing to . . .” “I plan to . . .”

“From now on” From this moment forward.

FYI For your information

“How you doing?” Term used to ask another person how 
they are.

“Later.” Term used to close a conversation, 
meaning that the person will see you or 
talk to you at another time.

“Make up your mind.” Phrase used when telling someone to make 
a decision. 

Messed up Can be used to describe a mistake, e.g., 
“I messed up” or to describe a person who 
is having difficulty managing his / her life, 
e.g., “He’s messed up.”

“Never mind!” Phrase used to tell someone not to do 
something you previously requested, e.g., 
“Never mind doing that assessment.” Can 
also be used in a negative sense or tone 
when you become frustrated when another 
individual does not seem to understand 
what you are asking or saying, e.g., “Oh, 
never mind!”

Off the hook Phrase used to describe no longer 
being required to do something or to be 
accountable for something, e.g., “I’m off 
the hook for that error.”

Pocketbook A purse or handbag

Pop, soda, or Coke Three terms used to mean essentially the 
same thing—soda pop 

Quarter of eight Used as an expression of time, i.e., 7:45

“I’m screwed.” I’m in trouble

“Sorry? ” Way of asking someone to repeat what he/
she said

STAT Immediately
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“Take it easy.” Term used to end an interaction; it is used 
instead of good-bye. Can also be used to 
try to calm someone down.

“What’ve you been up 
to?”

Form of greeting that doesn’t require full 
disclosure of all activities in which you are 
involved. Usually a short answer, such as, 
“I’ve been working a lot of hours at the 
hospital,” will suffice.

“What’s up?” Term used as a form of greeting, instead 
of hello. Does not require a lengthy 
explanation of what you have been doing. 
A simple response such as “Not much” or 
“I’m excited about starting work” followed 
by asking about the other person will 
suffice.

“Y’all” Contraction for you all. Used when 
conversing with a group of people. For 
example, “How y’all doing?” Used more 
frequently in the southern part of the 
United States.

SLANG TERMS, IDIOMS, AND JARGON COMMONLY 
HEARD IN PRACTICE SITUATIONS

Slang Term or Idiom Actual Meaning

“I’ll give him a piece of 
my mind.”

To give another your opinion, usually in anger.

Badge Identification card
“I can’t seem to get my 
wind.”

Indicates that the person is short of breath

Code blue; Call a code General terms used to indicate the need to 
mobilize the emergency team (physician, 
anesthesiologist or anesthetist, nurses, and 
other health care personnel) when a patient 
experiences cardiac arrest, respiratory arrest, 
or life-threatening cardiac arrhythmias. 
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Come down with Phrase used to describe becoming ill, e.g., 
“I seem to be coming down with a cold.”

“I can’t seem to come 
out of it.”

Can’t seem to move on with one’s life after an 
illness or depression.

“Will you crank up my 
bed?”

Term used to mean raise the head of the bed.

“I’m under the 
weather.”

Term used to mean that the person is feeling 
ill.

Goof off Term used to describe not working or doing 
something else when one should be working, 
e.g., “He’s goofing off.”

“He’s a pain in the 
neck.”

Phrase used to describe someone who annoys 
you.

“I’m tied up right now.” “I don’t have time to help you.”
“I need to have a BM.” “I need to make a bowel movement.”
“We need to run 
fluids.”

Need to give intravenous fluids to rehydrate 
a patient.

“I need to do number 1.” “I need to urinate.”
“I need to do number 2.” “I need to move my bowels.”
“She’s out to lunch.” Phrase describing someone who is oblivious 

to what is happening.
The patient passed or 
passed away

The patient has died.

“Do you have to pee?” Slang way of asking if a person has to urinate.
“Do you need to use 
the restroom?”

Refers to using the toilet or bathroom.

“I’m going to throw up.” “I’m going to vomit.”
“It really tickled my 
fancy.”

Something that appealed to you, e.g., “Seeing 
him really tickled my fancy.”

“What’s cooking?” Form of greeting asking about what is going 
on in your life. Similar to “What’s happening?” 

“I’ll push it through.” Making sure that what you are requesting is 
done, e.g., “I’ll push through your request for 
additional staff.”

Yo! Form of greeting comparable to saying hello.
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LISTING OF COMMON ABBREVIATIONS

Abbreviation Meaning

ABD Type of abdominal pad or dressing

ABGs Arterial blood gases

ABT Antibiotic therapy

ac Before meals

AMA Against medical advice

APAP Automatic Positive Airway Pressure. An APAP 
machine automatically adjusts on a breath-by-breath 
basis to deliver the minimum pressure needed to keep 
an airway open while asleep. 

ARDS Acute respiratory distress syndrome

ASAP As soon as possible

bid Twice a day

bpm Beats per minute

CA Cancer

CABG Coronary Artery Bypass Graft 

CAD Coronary Artery Disease

CCU Critical Care Unit

CHF Congestive Heart Failure

COPD Chronic obstructive pulmonary disease

CPAP Continuous Positive Airway Pressure (CPAP), a 
common treatment for obstructive sleep apnea. CPAP is 
produced by a machine that delivers pressurized air to 
a nasal mask. This airflow acts like a splint to the airway, 
keeping it open and enabling uninterrupted sleep.

C-section Cesarean section

CSF Cerebral spinal fluid

CVA Cerebral vascular accident

Detox Detoxification

Dig Digoxin
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DNR Do not resuscitate

DOA Dead on arrival

DOB Date of birth

Drsg Dressing

DSD Dry sterile dressing

Dx Diagnosis

ER Emergency room or department

Foley Foley catheter; a type of indwelling, urethral catheter 

FYI For your information

GERD Gastroesophageal Reflux Disease

GVHD Graft versus Host Disease, seen following organ 
transplantation; usually indicative of organ rejection

Hep-C Hepatitis C

Hoh Hard of hearing

Hs Hour of sleep

Hx History

I&O Intake and output

IV Intravenous

IVPB IV piggyback; secondary intravenous connected to 
primary tubing

K Potassium

KCl Potassium chloride

KUB An examination of the kidneys, ureters, and bladder

KVO Keep vein open; intravenous fluids are run at a slow 
rate so that the vein is preserved for subsequent IVs.

Labs Laboratory values

LOC Level of consciousness

Lytes Electrolytes 

MOM Milk of Magnesia (a laxative) 

MRSA Methicillin resistant staphylococcus aureus
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MS Multiple Sclerosis

MVA Motor vehicle accident

NANDA North American Nursing Diagnosis Association 

NIDDM Non–Insulin-Dependent Diabetes Mellitus; Type 2 
Diabetes

Nitro Nitroglycerin 

NKA No known allergies

NPO Nothing by mouth

NSAID Nonsteroidal anti-inflammatory drugs; used to relieve 
pain and inflammation 

NVD Nausea, vomiting, and diarrhea

OB Obstetrics

od once daily

OOB Out of bed

os Left eye

ou Both eyes

PCA Patient-controlled anesthesia

PD Peritoneal dialysis

PEEP Positive End Expiratory Pressure; parameter used as a 
measure of maintaining acceptable gas exchange and 
to minimize adverse effects in patients on ventilators

PICC Peripherally inserted central catheter; used for long-
term, intravenous administration of drugs, such as 
antibiotics

Pit Pitocin

po By mouth

prn As needed

ptca Percutaneous Transluminal Coronary Angioplasty; 
procedure used when coronary arteries are blocked.

ROM Range of motion

stat Right away/immediately
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tid Three times a day

Vanco Vancomycin (an antibiotic) 

Vent Ventilator

VS Vital Signs

Note: The Joint Commission has attempted to limit the use of abbreviations in health care settings. 
This list was identified by foreign-educated health care professionals as abbreviations they had seen 
on patient charts and could not understand. The editors of this book do not suggest that you use 
these abbreviations in your practice.
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Glossary

Academy of Rehabilitative Audiology (ARA): An organization that pro-
motes hearing care through the provision of comprehensive, rehabilitative, 
and habilitative services.

Accreditation Council for Occupational Therapy Education (ACOTE):
The accrediting body of the American Occupational Therapy Association. 
ACOTE accredits approximately 275 occupational therapy and occupational 
therapy assistant educational programs.

Accreditation Commission for Audiology Education (ACAE): Organiza-
tion whose mission is to assure the public that only those programs that have 
complied with this agency’s standards and that graduate competent audiolo-
gists trained at the AuD level will be accredited.

Accreditation Review Commission on Education for Physician Assistants 
(ARC-PA): The accrediting agency that defines the standards for physician 
assistant education and evaluates physician assistant educational programs 
within the United States to ensure their compliance with those standards.

Accrediting Bureau of Health Education Schools (ABHES): An indepen-
dent, nonprofit agency recognized by the U.S. Secretary of Education for 
the accreditation of private, postsecondary institutions in the United States 
offering predominantly allied health education programs, and the program-
matic accreditation of medical assistant, medical laboratory technician, and 
surgical technology programs.

Acculturation program: A system of procedures or activities that has the spe-
cific purpose of training individuals to understand another culture and its 
practices.

Advocacy: Active support for a cause or position.
Affidavit: A sworn statement or a written declaration made in the presence of 

someone authorized to administer pledges.
Allied health professionals: Clinical health care professions distinct from 

medicine, dentistry, and nursing. Allied health professionals work as part of 
the health care team.

Alternative therapies: A variety of therapeutic or preventive health care prac-
tices, such as homeopathy, naturopathy, chiropractic, and herbal medicine, 
that complement generally accepted medical methods.
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American Academy of Audiology (AAA): An organization that promotes qual-
ity hearing and balance care by advancing the profession of audiology through 
leadership, advocacy, education, public awareness, and support of research.

American Academy of Physician Assistants (AAPA): National professional 
society, founded in 1968, that represents physician assistants in all 50 states, 
the District of Columbia, Guam, and the Federal Services.

American Board of Audiology (ABA): An organization dedicated to enhanc-
ing audiologic services to the public by promulgating universally recognized 
standards in professional practice.

American Medical Technologists (AMT): Established in 1939, the Ameri-
can Medical Technologists (AMT) is a national, not-for-profit agency that 
certifies health care professionals, such as medical technologists and medical 
technicians.

American Occupational Therapy Association (AOTA): The national profes-
sional association established in 1917 to represent the interests and concerns 
of occupational therapy practitioners and students of occupational therapy 
and to improve the quality of occupational therapy services.

American Physical Therapy Association (APTA): The national professional 
organization for physical therapists representing more than 72,000 mem-
bers. Its goal is to advocate for the advancement of physical therapy practice, 
research, and education.

American Speech-Language-Hearing Association (ASHA): The profes-
sional, scientific, and credentialing association for audiologists, speech-
language pathologists, and speech, language, and hearing scientists.

Americans With Disabilities Act: The 1990 civil rights law that prohibits, 
under certain circumstances, discrimination based on disability.

Articulation agreements: Agreements between academic institutions that 
facilitate the transition of a student from one academic institution to an-
other, or from one level of education to the next, with minimum duplication 
of coursework.

Assertiveness: The ability to state one’s position positively and in a self-confident 
manner.

Associate degree: A degree earned on completion of a 2-year program of study 
at a community college, junior college, technical school, or other institution 
of higher education.

Asylum status: Protection and immunity from extradition granted by a govern-
ment to a foreign political refugee.

Attestation: A statement that something is true, especially in a formal written 
document.

Audiologists: Professionals that work with people who have hearing, balance, 
and related ear problems, especially diagnosing and treating hearing loss. 
Audiology is regulated by licensure or registration in all 50 states.
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Automated teller machine (ATM): A street-side computerized device that 
provides bank customers with access to their accounts and the ability to with-
draw money from a remote location.

Baby boomer: Individual born during a period of extreme population increase 
due to high birth rates. Generally refers to those born in the period following 
the end of World War II.

Backlog: A quantity of unfinished business or work that has built up over a 
period of time and must be dealt with before progress can be made.

Bias: Term used to describe an action, judgment, or other outcome influenced 
by a prejudged perspective.

Biomedical research: Medical research and evaluation of new treatments for 
both safety and efficacy, in what are termed clinical trials, and all other re-
search that contributes to the development of new treatments.

Board of Registry of the American Society for Clinical Pathology (BOR):
The Board of Registry (BOR) was founded in 1928 by the American Society 
for Clinical Pathology (ASCP), 6 years after the society was founded in 1922. 
The BOR is a separate certifying body within the organizational structure of 
the ASCP. To date, over 430,000 individuals have been certified by the BOR, 
which is recognized as the preeminent certifying agency for clinical labora-
tory personnel.

Botanicals: Drugs or products made directly from plants.
Brain drain: The large emigration of individuals with technical skills and 

knowledge from one (usually developing) country to another (usually devel-
oped) country. It generally occurs when a professional is faced with lack of 
opportunity, political conflict and instability, and poor working conditions in 
the home country.

Breach of contract: A legal concept in which a binding agreement is not 
honored by one or more of the participants.

Bureau of Labor Statistics: The principal fact-finding agency for the federal 
government in the broad field of labor economics and statistics.

Canadian Association of Speech-Language Pathologists and Audiolo-
gists (CASLPA): The national body that supports and represents the pro-
fessional needs of speech-language pathologists, audiologists and supportive 
personnel inclusively within one organization. The organization supports and 
empowers its members to maximize the communication and hearing poten-
tial of the people of Canada.

Career mobility: Progress in a chosen profession or during a person’s working 
life.

Centers for Medicare & Medicaid Services (CMS): The federal agency 
responsible for administering the Medicare, Medicaid, SCHIP (State Chil-
dren’s Health Insurance), HIPAA (Health Insurance Portability and Account-
ability Act), CLIA (Clinical Laboratory Improvement Amendments), and 
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several other health-related programs. Formerly known as the Health Care 
Financing Administration (HCFA).

Certification: A process indicating that an individual or institution has met 
predetermined standards.

Certificate of Clinical Competence (CCL): ASHA offers the Certificate 
of Clinical Competence in two areas: speech-language pathology (CCC-
SLP) and audiology (CCC-A). All applicants must possess an earned 
graduate degree (master’s or doctoral degree) in order to meet application 
qualifications.

Certificate of Clinical Competence in Audiology (CCC-A): The Ameri-
can Speech-Language-Hearing Association, ASHA, offers the Certificate of 
Clinical Competency in two areas: Speech-Language Pathology and Audi-
ology. All applicants must possess an earned graduate degree (master’s or 
doctoral degree) in order to meet application qualifications.

Certification: A process for verifying that an individual or institution has met 
predetermined standards.

CGFNS International: CGFNS International is an internationally recog-
nized authority on credentials evaluation and verification pertaining to the 
education, registration, and licensure of nurses and health care professionals 
worldwide. Named in the 1996 immigration law to screen all health profes-
sionals (except physicians) seeking an occupational visa to practice in the 
United States.

Check card purchase: Buying an item that reduces the balance in your bank 
account using a bank debit card.

Clinical practice acuity: The complexity of care required to meet patient care 
needs and goals. 

Codes of Conduct: A set of rules outlining the responsibilities of, or proper 
practices for, an individual, a profession, or an organization.

Cohort: Statistically, a group of subjects defined by their common experience 
of an event in a particular time span.

Collective bargaining: Negotiations between management and a union 
about pay and conditions of employment on behalf of all the workers in the 
union.

Commission on Accreditation in Physical Therapy Education (CAPTE):
The accreditation agency recognized by the U.S. Department of Education 
and the Council for Higher Education Accreditation to accredit entry-level 
physical therapist and physical therapist assistant education programs.

Community-based care: Services provided in one’s own home or other com-
munity settings that supply a variety of health care options. These options 
allow people to stay in their homes, while still providing important health 
care support.

Community colleges: Two-year public institutions of higher education; once 
commonly called junior colleges.



Glossary 381

Compliance: A state in which someone or something is in accordance with 
established guidelines, specifications, or legislation. The adjective form is 
compliant and indicates readiness to conform to or agree to do something.

Coordinated care: Strategies to make health care systems more cost-effective 
and responsive to the needs of people with complex chronic illnesses.

Consul: An official appointed by the government to reside in a foreign country 
in order to represent the commercial interests of foreign citizens from the 
official’s home country.

Continuing education: Regular courses or training designed to bring profes-
sionals up to date with the latest developments in their particular field.

Council for Clinical Certification: ASHA council that defines the standards 
for clinical certification and applies those standards in the certification of 
individuals; may also develop and administer a credentialing program for 
speech-language pathology assistants.

Council for Clinical Specialty Recognition (CCSR): An agency that imple-
ments, monitors, and revises as may become necessary the specialty recogni-
tion standards in audiology and in speech-language pathology.

Council of State Association Presidents (CSAP): An organization that pro-
vides leadership training for state speech-language-hearing association presi-
dents and provides a forum for collaborating and networking.

Council on Academic Accreditation in Audiology and Speech-Language 
Pathology (CAA): Accreditation board responsible for evaluating and ac-
crediting master’s programs in speech-language pathology and clinical doc-
toral programs in audiology.

Credentials evaluation: An analysis of an individual’s qualifications, such 
as education and licensure, to ensure that they are comparable to U.S. 
qualifications.

Credit history: Record of an individual’s past borrowing and repayment of 
money. Includes history of late payment and bankruptcy.

Credit rating: An estimate of somebody’s ability to repay money given on 
credit based on credit history.

Credit union: Owned and controlled by its members, a cooperative bank as-
sociation that provides loans and other financial services to its members.

Cross-cultural communication: Interactions between two or more individu-
als of different cultures.

Cultural competence: An ability to interact effectively with people of differ-
ent cultures, often in the context of health care.

Cultural conflicts: Disagreements that arise due to misunderstandings in 
communication and personal interpretations of words and actions.

Curative care: Refers to treatment and therapies provided to a patient with 
intent to improve symptoms and cure the patient’s medical problem.

Debit card: A plastic card that provides an alternative payment method to cash 
when making purchases; also known as a bank card or check card.
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Default clause: Section in a document; part of a contract that explains the con-
sequence if someone fails to pay a debt or other financial obligation.

Department of Homeland Security (DHS): A government agency created 
in 2003 to handle immigration and other security-related matters. A compo-
nent of DHS is the Citizenship and Immigration Services, the government 
agency that oversees lawful immigration to the United States of America.

Direct deposit: Electronic delivery of a paycheck directly into an individual’s 
bank account by the individual’s employer.

Disaster preparedness: Process of ensuring that an organization is prepared 
in the event of a forecasted disaster to minimize loss of life, injury, and dam-
age to property; and can provide rescue, relief, rehabilitation, and other ser-
vices after the disaster.

Electronic transfer: Computer-based system used to perform financial trans-
actions electronically.

Endorsement: Acceptance by one state of a professional license issued to an 
individual by another U.S. state or jurisdiction. Also, an amendment to a 
contract or license allowing a change in the original terms.

Entitlement: Guarantee of access to benefits because of right or by agreement 
through law. Also refers to one’s belief that he or she deserves some particu-
lar reward or benefit.

Federation of State Boards of Physical Therapy (FSBPT): Organization 
that develops and administers the National Physical Therapy Examinations 
for both physical therapists (PT) and physical therapist assistants (PTA).

Focus group: A small group of people who are questioned about their opinions 
as part of research.

Foreign Credentialing Commission on Physical Therapy (FCCPT): A 
nonprofit organization created to assist the U.S. Citizenship and Immigra-
tion Services (USCIS) and U.S. jurisdiction licensing authorities by evalu-
ating the credentials of foreign-educated physical therapists who wish to 
immigrate and work in the United States.

Garnished wages: Monies taken from payroll or royalty checks, or from in-
vestment checks, to pay a debt.

Grandfathering: To exempt a person involved in an activity, business, or pro-
fession from new regulations.

Health Care Worker Certificates: Health care worker certification provides 
documentary proof that the education, training, licensure, and English lan-
guage proficiency of a foreign health care worker has met U.S. comparability 
standards.

Homeless shelter: Last resort in temporary housing for people in need who 
do not have a place to live.

Hospice: A usually small residential institution for terminally ill patients where 
treatment focuses on the patient’s well-being rather than a cure and includes 
drugs for pain management. It often includes spiritual counseling.
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House staff: Individual employed directly by a health care institution, usually 
a hospital.

Human resource department: Section of an organization responsible for co-
ordinating the recruitment and hiring of employees as well as maintaining 
the organization’s adherence to labor laws.

Identity theft: Theft of personal information such as someone’s bank account 
or credit card details.

Idiom: An expression of speech whose meaning is translated figuratively rather 
than literally.

Internship: The program through which an individual can work as a trainee to 
gain practical, on-the-job experience for a specified amount of time. 

Jargon: An informal language used by people who work together within a spe-
cific occupation or profession or within a common interest group.

Junior colleges: Two-year, postsecondary schools that provide academic, voca-
tional, and professional education.

Mandatory overtime: Term for overtime that is required by an employer 
rather than being optional for the employee.

Meals on Wheels: Provides home-delivered meals to people in need, usually 
the elderly or the disabled.

Medical technicians: Medical technicians, or clinical laboratory technicians, 
perform less complex tests and laboratory procedures than medical tech-
nologists, typically have a 2-year specialized education, and are supervised 
by a medical technologist. 

Medical technologists: Health care professionals who perform chemical, 
hematological, immunologic, microscopic, and bacteriological diagnostic 
analyses on body fluids. Medical technologists, also known as clinical labora-
tory scientists, have at least a baccalaureate degree and work in clinical labo-
ratories at hospitals, doctor’s offices, and biotechnology laboratories.

Mentor: A senior or experienced person in a company or organization who 
gives guidance and training to a junior colleague; a wise and trusted teacher 
and counselor.

Municipal hospitals: Hospitals controlled by the city government.
Mutual Recognition Agreement: An international agreement by which two 

or more countries agree to recognize one another’s education, programs, li-
censure, and so forth, in an effort to increase mobility between and among 
the nations that sign the agreement.

National Accrediting Agency for Clinical Laboratory Sciences (NAACLS):
An agency for the accreditation and approval of educational programs in the 
clinical laboratory sciences and related health care professions.

National Board for Certification in Occupational Therapy, Inc. 
(NBCOT®): A not-for-profit credentialing agency that provides certification 
for the occupational therapy profession and federal screening for interna-
tional occupational therapists seeking a visa to practice in the United States.
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National Commission on Certification of Physician Assistants (NCCPA):
The credentialing organization for physician assistants in the United States 
that administers the Physician Assistant National Certifying Exam (PANCE).

National Credentialing Agency for Laboratory Personnel (NCA): A vol-
untary, nonprofit, nongovernmental organization that conducts certification 
of medical laboratory personnel.

National Labor Relations Board: An independent federal agency created by 
Congress in 1935 to administer the National Labor Relations Act, the pri-
mary law governing relations between unions and employers in the private 
sector. The statute guarantees the right of employees to organize and to bar-
gain collectively with their employers, and to engage in other protected con-
certed activity with or without a union, or to refrain from all such activity.

National Physical Therapy Examinations: Examinations that assess the 
basic, entry-level competence for first-time licensure or registration as a 
physical therapist (PT) or physical therapist assistant (PTA) within 53 U.S. 
states and jurisdictions.

Networking: Making connections among people or groups of a like kind.
North American Free Trade Agreement (NAFTA): A trade agreement that 

allows for the exchange of products and services in North America, involving 
the United States, Canada, and Mexico.

Occupation: The means through which a client achieves therapeutic goals 
for maximum independence and life satisfaction.

Occupational Therapist Registered (OTR): Designation for an individ-
ual who has passed the national certification examination for occupational 
therapy.

Occupational therapists: Occupational therapists use treatments to develop, 
recover, or maintain the daily living and work skills of their patients. They 
work with individuals, families, groups, and populations to facilitate health 
and well-being through engagement or reengagement in occupation.

Occupational therapy assistant (OTA): Occupational therapy assistants 
work under the direction of occupational therapists to provide rehabilita-
tive services to persons with mental, physical, emotional, or developmental 
impairments.

On-the-job training (OJT): Employee training at the place of work. On-the-
job training takes place in a normal working situation, using the actual tools, 
equipment, documents or materials that are part of the real-life job.

Palliative care: A specialized form of care focused on the pain, symptoms, and 
stress of serious illness.

Pen pals: Two people, usually in different countries, who become friends 
through an exchange of letters but who may never meet.

Petition: To appeal to or request something of a higher authority.
Phlebotomist: An individual trained to draw blood either for laboratory tests 

or blood banking.
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Phlebotomy: The medical practice of opening a vein to draw blood, usually for 
diagnostic tests.

Physical therapists: Physical therapists provide services that help restore func-
tion, improve mobility, relieve pain, and prevent or limit permanent physical 
disabilities of patients suffering from injuries or disease. They restore, main-
tain, and promote overall fitness and health.

Physical therapist assistants: Physical therapist assistants and aides help 
physical therapists to provide treatment that improves patient mobility, re-
lieves pain, and prevents or lessens physical disabilities of patients.

Physical therapy: A health care profession that provides services to clients in 
order to develop, maintain, and restore maximum movement and functional 
ability throughout life.

Physician assistants: Individuals formally trained to provide diagnostic, thera-
peutic, and preventive health care services, as delegated by a physician.

Physician Assistant National Certifying Exam (PANCE): Credentialing ex-
amination for physician assistants that entitles those who pass it to use the 
designation PA-C.

Physician Assistant National Recertifying Exam (PANRE): Examination 
required to maintain certification as a physician assistant.

Portfolio: A collection of items or documents outlining one’s work experi-
ence, achievements, and skills that is organized in a binder, file, or electronic 
format.

Postsecondary education: Education that occurs following completion of 
high school (secondary school) in the United States. Colleges and universi-
ties are examples of postsecondary institutions. 

Praxis examination: The national examination in speech-language pathology 
and audiology required for certification.

Preceptor: A specialist in a profession, especially health care, who gives practi-
cal training to a student or novice in the profession.

Prescriptive authority: Right granted by law to prescribe medications, usually 
under the supervision of a physician.

Professional autonomy: Responsible discretionary decision making by a pro-
fession or an individual within the profession; the quality or condition of 
being self-governing.

Professional fluency: The ability to discuss the motivation and reasoning be-
hind research or general research trends in a particular field or profession.

Professional  / practice doctorates: Practice-focused doctoral degree programs 
as opposed to a research-focused doctorate degree, such as a PhD.

Proprietary colleges: For-profit academic institutions operated by their own-
ers or investors, rather than a not-for-profit institution, religious organiza-
tion, or government.

Reciprocity: Recognition by a state or territory of a license acquired in another 
state or territory.
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Refugee status: Protection granted by a government to someone who has fled 
another country, often because of political oppression or persecution.

Reimbursement: Payment by government or private insurers for services pro-
vided by certain allied health professionals.

Remittances: The portions of migrant income that, in the form of either funds 
or goods, go back into the home country.

Residency programs: Working for a specific period of time in a community 
or a facility to gain experience. In many U.S. facilities such programs are 
structured learning experiences.

Retribution: Something given or demanded in repayment, especially punish-
ment.

Retrogression: The procedural delay in issuing an immigrant visa when there 
are more people applying for immigrant visas in a given year than the total 
number of visas available.

Role-playing: Practicing how you will respond in a situation by playing the part 
you will take or that of another person, for example, practicing your interac-
tion with a physician who has written an order that you must question.

Scam: A scheme for making money by dishonest means.
Security deposit: A sum of money required by somebody selling something 

or leasing property as security against the buyer’s or tenant’s failure to fulfill 
the contract.

Self-learning modules: Activities designed for participants to do indepen-
dently when they are unable to attend traditional education sessions.

Slang: Highly informal words or expressions that are not considered standard 
in the language.

Speech-language pathologists: Individuals with specialized education who 
assess, diagnose, treat, and help to prevent disorders related to speech, lan-
guage, cognitive communication, voice, swallowing, and fluency.

Third-party authorization: Occurs when the individual for whose benefit a 
contract is created gives another person the right to act on that individual’s 
behalf.

Third-party payers: Any insurer, nonprofit hospital service plan, health care 
service plan, health maintenance organization, self-insurer or any person or 
other entity that provides payment for medical and related services.

Trademark: A distinctive sign or indicator used by an individual to identify 
that the services provided by the individual are unique. The trademark dis-
tinguishes the services provided from those of other entities. Occupational 
Therapist Registered (OTR) and Certified Occupational Therapy Assistant 
(COTA) are examples of trademarks.

Unencumbered: Not held back or delayed because of difficulties or problems, 
for example, a professional license that is not revoked, suspended, or made 
probationary or conditional by a licensing or regulatory authority as a result 
of disciplinary action.
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Union: A trade union or labor union is an organization run by and for workers 
who have banded together to achieve common goals in key areas and work-
ing conditions.

U.S. Citizenship and Immigration Services (USCIS): The government 
agency that oversees lawful immigration to the United States. It establishes 
immigration services, policies, and priorities, and adjudicates (decides upon) 
the petitions and applications of potential immigrants.

U.S. Department of Labor (DOL): The government department responsible 
for improving working conditions and promoting opportunities for profitable 
employment in the United States.

U.S. Department of State: The U.S. government department that sets and 
maintains foreign policies, runs consular offices abroad, and makes decisions 
about nonimmigrant visas and immigrant visas that are processed through 
U.S. consulates.

Videoconference: Live audio and visual transmission of meeting activities that 
enables people at different sites to interact remotely in real time.

World Federation of Occupational Therapists (WFOT): Key international 
representative for occupational therapists and occupational therapy around 
the world and the official international organization for the promotion of 
occupational therapy. Founded in 1952, WFOT currently has 66 member 
associations.
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in U. S., 147–148

Alternative therapies, 121, 142 –143, 377
Ambulatory care, 126 –128
Ambulatory surgery, 127–128
American Academy of Audiology (AAA), 
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