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Preface

This study wa. undertaken at the suggestion of what is now
the Division of Manpower Intelligence, Burcau of Health
Ma yower E. - ition, National Institutes of Health. The purpose
of %“e uiudy s to bring together availatle materials on the
fo~ation, activity, and function of the more than 63,000 foreign
trained physicians in the Unitec States; to revievs the political,
economic, and organizational factors which have led to the
current manpower situation; and to analyze these data in terms
of phyician manpower policies and research. This monograph is
the result. it offers a state-of-the-art review of *vhat is presently
known about foreign trained physicians in thie United States and
the imnlications of this knowledge for future policy develop-
ments and academic research.

Such a study would not have been possible without
substantial assistance from the organizations most closely con-
cerned with physician immigration, certification, manpower
statistics, and research, and from numerous individuals. Speciaf
thanks are die to Dr, Halsey Hunt and to Dr. Aims C,
McGuinness of the Educational Council for Foreign Medical
Graduates; to Dr. William Sodeman, Executive Director, Com-
mission on Foreign Medical Graduates; to James N. Haug,
Director, and to Beverly C. Martin, Department of Survey
“Research of the American Medical Association's Center for
Health Service Research and Development; and to Drs. Henry
van Zile Hyde and L. Thompson Bowles, Division of Interna-
tional Medical Education of the Association of American Medical
Colleges. '
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Introduction

One of every six physicians now practicing in the United
States is a graduate of a medical school outside the United States
and Canada. If Canadian graduates are also included, the
proportion of foreign medical graduates in the United States rises

to almost one-fifth. Altogether there are more than 63,000 -

foreign trained physicians in the United States.!

Approximately 25,000 of these p~sicians received their
medical education in Europe. Another 21,000 are drawn from
countries in Asia, notably from the Philippines, India, and Kcrea
There are 10,000 physicians from medical schools in Latin
America, 6,000 from Canada, and 1,000 from countries in
Africa.

Many physicians come to this country for graduate medical
education. There is now one foreign trained physician to every
two graduates of American schools serving on hospital house
staffs in approved graduate educational positions.2 But the line
between graduate medical education and hospital staffing may be
exceedingly thin. To a greater or lesser degree all interns and

_ residents engage in direct patient care, with the amount of
supervision they receive varying from hospital to hospital.
Furthermore, as members of house staffs they are at the point of
access to permanent practice in the United States. Indicative of

- this is the fact that over one-half of the candidates for state
licensing examinations are now foreign trained physicians.3

As this study will show, the majority of foreign medical

- graduates in internship and residency positions in this country —
whatever their initial intentions — elect to remain in the United

- - States. Thus, this country is the recipient of substantial ‘‘reverse

* - foreign aid.” The United Stutes is reaping the rewards of

. investments made by other countries in the education of
physicians, and those countries are suffering a iong-term loss of
physician services.

xi

1. Appendix Table A10. Much of the basic
statistical information about foreign trained physk
cians comes from the American Medical Association,
which tends — because of equivalent standards of
medical education — to group Canadian medical
gaduates with graduates of U.S. medical schools,
retalning the term “‘forsign medical graduats” to
apply to everyone else. The three groups (United
States, Canadian, and other foreign) are carefully
distinguished in the Appendix Tables,

2. Appendix Table B2,

3, Appendix Table C10,



4 Appendix Table D9, This situation did not arise overnight, For many reasons
5. See"the study by Irene Butter and Richard educational, economic, and social ~ foreign physicians have long
:":l:z"‘ig Mig:gg"cg:gf‘;'“g'c:‘;"ai:.“gd( 1‘;‘;‘;;{ been attracted to the United ‘S.tate.& The ra.pidly increasing
13643, number of foreign trained physicians in the United States in the
last few years, however, has made it impossible to ignore their
increasing contribution to the American health carc system.
Excluding Canadians, the number of foreign medical graduates in
this country rose from 31,000 in 1963 to 57,000 in 1970 — a net

gain of 26,000 physicians in a seven year period.4

The influx of foreign trained physicians is primarily a market
response to a shortage of physicians in the United States. While
there Is a continuing demand for additional physicians, most
notably for hospital house staffs, economics alone would suggest
a continuing flow of doctors, particularly from countries with
relatively low income levels for professionals and limited
openings for medical practice. Economic factors undoubtedly
provide other incentives which draw individual physicians to the
United States: the opportunities to work with sophisticated
equipment, for example, and the virtually unlimited op-
portunities to practice medicine in major cities.

The nature of the “pull” factors deserves special scrutiny,
however. Has the United States been training too few physicians
to meet current needs? Current efforts toward a rapid increase in
the number of medical students would suggest that it has. Yet in
comparative terms the United States s already one of the world’s
richest countries in terms of its production and supply of
physicians. It is perhaps more accurate to say that the American
health system encourages a relatively prodigal use of physicians,
compared with the more tightly organized heaith systems
elsewhere, and that this, in turn, reflects the absence of goals and
policies for physician manpower distribution in America. If so,
domestic and foreign policies cannot be considered separately.

As will be seen, the United States Government discriminates
strongly in favor of admitting phiysicians in its otherwise highly
restrictive immigration laws. This process raises questions from
both the domestic and the foreign points of view. By effectively
reaching outside this country for additional physicians, the

S = ~ - - - - United States, while temporarily alleviating its own situation,
makes little progress toward a long range domestic strategy for
an adequate supply of health care personnel. In the meantime,
the influx of foreign medica! graduates enables American trained .
physicians to continue to enjoy the luxury of unrestricted choice
of type and location of practice. One of the side-effects of this
situation is that the entry of foreign graduates into the picture
appears to heighten rather than reduce pre-existing inequalities in

the distribution of physicians between urban and rural areasand -

by state.’

As well as postponing serious planning and preserving the
laissez-faire aspects of American medical care, the drain of
foreign medical graduates to this country has equally important
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international implications. While the United States dominated 6. See studles by Roland Knobel and by jacob
world politics and “American omnicompuignce’ was rarely Halberstam, Michael Dacso, Howard Rusk, et al.
challenged, weither the developed nor the underdeveloped noted In the bibliography.
countries, who saw their medical graduates leave for the United
States in the certain knowledge that many wou'd never return,
felt able to register serious complaints, With the growth of the
“low protfile,” coupled with the pricking of the myth of
omnicompetence, however, forcign governments have become
less likely to accept in silence the loss of some of thoir best
medical talent; and the Department of State has alrcady had to
become more sensitive to their complaints. *
Even in terms of domestic policies, the arguments advanced
in favor of the present arrangements are frequently unsatis-
factory. Hospitals continually claim to need more house staff
and insist that the number of internships and residencies cannot
be reduced without a significant decline in the quality of patient
care. These positions are nominally established for educational
rather than service nceds. In reality, however, hospitals have
become dependent on their house staffs for the provision of
routine medical services, both for inpatients and for their
expanding emergency rooms and clinics. As a result, foreign
physicians, together with their American counterparts, have been
eagerly sought, reflecting an apparent staffing shortage in the
hospitals. Without the benefit of foreign graduates, what would
have happened? it is unlikely that hospitals would have closed;
other staffing solutions would have been found.  There would
probably have been an earlier interest in paramedical personnel,
particularly the currently developing vocations of the nurse:
practitioner and the physician assistant, thus enabling doctors to
utilize their specialized training more efficiently. The residency
system might have been radically revised. These possibilities
remain. But the presence of a short term solution to staffing
problems effectively postpones a serious redefinition of these
roles.
The question of relative competence also demands careful ' .
appraisal. While foreign medical graduates are actively recruited '
by hospitals for training and staff positions, the notion persists
that, as a group, they are somehow second-rate physicians - -
compared with American graduates. The tendency to portray
“foreign trained physicians as a homogeneous group (which they
are not) does not help the situation. To take an obvious example,
those physicians who have been trained in English have, at least
in the beginning, a clear advantage over their colleagues whose
training has been in another language. The same is true for those
physicians coming from cultures similar to that of the United
States. Some recent studies have indicated that the performance
level of foreign medical graduates, even when taken as a group, is
related to specialty and to type of hospital, rather than to
national origin.6 Yet the varying quality of education in
different schools around the world is a major headache for those
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7 American Medical Assoclation, Digest of trying to assess the potential competence of those wishing to
Offlcslol .Ax::lamd '18::::'9.5(.:99, April (1926), 30. enter this country. 4 hvsic
« Appendix 1 avle (9, The conflicting purposes and policies surrounding physician
om;;, :c';‘,:',::"';u::'(‘:';;'a) ?;"2'{"""' Digest of  \igration stem from a series of historical events. Certainly the
‘ P presence of foreigh medical graduates in the United States is
hardly a recent phenomenon, Even before World War |, when the
United States was far behind Germany as a center for medical
techniques, there was a steady flow of physician immigrants.
From the 1920's, as Americans achieved eminence in scientific
medical research, a second wave of physicians seeking techniques
and skills as yet unavailable in their own countries began to
arrive, generally with the intention of returning home at the
completion of their training. These developments had the
blessing of the medical profession. As earlyas 1926, the Council
on Medical Education and Hospitals of the American Medical
Assoclation recorded its opposition to the establishment of any
undue restrictions on foreign physicians seeking graduats medical
education in the United States.’

Such benevolent sentiments were relatively easy to make in
the prosperous 1920', a time of sharp cut-backs in the future
supply of American physicians as a result of the closing of
proprietary medical schools following the Flexner report of 1910
— the basis of modern medical education. This generosity was
harder to express amidst the general deprivations of the
Depression. In a situation of declining professional incomes and
even financial hardship in private practice during the 1930's,
however, compared with the relative security of hospital resi-
dency posts, the influx of foreigners, even for training, was seen
as a threat. .

During this period, a number of state medical associations
prevalled on their state licensing boards ¢n tighten the require-
ments for out-of-state practitioners. The 1930's saw the develop-
ment of basic science examinations and citizenship requirements
as prerequisites for licensure, characteristics which have not yet
vanished. Eight state boards still require physicians to be U.S.
citizens for licensure, and the majority of the other boards
require at least a declaration of intent to become a citizen.8 This ,
generally restrictive movement against foreigners, or at least

~ against those who wished to move directly into practice, was

- reflected in aresolution by the AMA House of Delegates in 1938

that United States citizenship be required of all foreign phy-
sicians seeking ticensure.?

World War [l began in Europe with the response of American
hospitals and the medical profession to the arrival of foreign
physicians still undecided, fragmented, and conflicting. Licensing

- requirements designed to curb the influx of new physicians were
maintained by state medical examining boards. On the other
hand, the development of well-equipped hospital medical centers
in the 1930, with their array of specialized departments and
clinics, and the scientific excellence of the university medical
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schools testified to the potential role of the United States in
providing advansed training for the world’s physicians. |f foreign
physicians came to the United States for training, and then went
home again, of course, no conflict arose between these two
positions. But there was already a dichotumy between the rule
for professional practice for foreign trained and American
trained physicians. A foreign trained physician could be accepted
for advanced taiming in a spacialty at a major American
institution, learning side by side with his American peers, but
then fail to meet certain requirements for licensure that bore no
relationship to professional ability. '

With the 1950's and the recognition of a doctor shortage,
attitudes toward foreign trained physicians began to change.
Hospitals, experiencing staffing vacancies as a result of the
Korean War and the physician draft, began to de-emphasize the
issue of competence, In a total reversal of the ‘philosophy
underlying the Flexner report, it was argued that even a poorly
trained doctor was still better than no doctor at all. Indicative of
such thinking was the passage of the Brydges Act in New York in
1953. This enabled the hospitals to appoint foreign house staff
by exempting them from licensing requirements. Seen as a source
of readily available house staff, foreign medical graduates were
enthusiastically recruited and even encouraged to stay.

This contribution of foreign trained physicians to the
United States has always been immense. At least one American
specialty, psychiatry, owes much of its development to those
who immigrated before World War Il in terms of individual
contributions to medical progress in this country, an enumera-
tion of foreign educated physicians would include prominent
teachers and researchers in most, if not all, American universities.
By the 1960's, however, there was another stresm of foreign
medical graduates, brought in to staff hospitals rather than to
develop the frontiers of medicine, either in the United States or
in their home countries.

Since World War 1, the time period with which this study is
concerned, an important mechanism for bringing foreign physi-
cians to this country has been the educational exchange program.
The program was originally intended primarily to facilitaie

international transmission of knowledge. With the intervention
" of the Culd War in the 1950's, however, its purposes were
- enlarged to foster a favorable image of the United States and to
counteract unfavorable propaganda from abroad. The assump-
tion was, of course, that foreign trainees, among them physi-
cians, would return home. Once again the training of foreign
physicians was to become secondary to national and local
interests.

In this respect the government's attitudes parallel those of
the hospitals. At present, with the new immigration laws and
current Congressional attitudes both encouraging an influx of
foreign trained physicians, one can expect more physicians to
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come intending to practice, For those who continue to come as
interns and residents, the new laws (discussed in Chapter 1lI)
facilitate their remaining here after training.
As for those foreign medical graduates who intend to return
home to practice, the question of the relevance ot their
American training remains. n many countries of the world the
type of medical skills most urgently required are those of the
general practitioner and the public health professional. America -
with its highly specialized physician training, and a heaith care
system which emphasizes sophisticated forms of treatment rather
” than disease prevention - is an unlikely focus for these types of
training. It is noteworthy, too, that specialties with high
concentrations of foreign trained physicians in residency posi-
tions, notably anesthesiology, pathology, and physical medicine,
tend to be fields with limited appeal to American graduates.
indeed, the possibility exists that at the conclusion of their
experience ‘many foreign physicians will no longer, either
professionally or culturally, be able to fit into their own
countries.

In short, many elements combine to form a web of
conflicting policies and objectives in which the present situation
of foreign medical graduates must be appraised. As a result of
immigration and educational exchange policies,foreign physicians
have cometo the United States in numbers that have benefited
this country without much regard to the effect on the remainder
of the world. They have been welcomed, in particular, to
hospital staffing positions. Yet, in some respects, they are still
treated as second-class citizens. The United States is no worse
than many other advanced industrial nations in utilizing talent
from other countries, particularly Third World countries, to fill
professional manpower shortages. The fact remains that for over
20 years the United States has provided advanced medical
training for tens of thousands of foreign physicians without ever
developing a clear-cut policy as to what its responsibilities are
with regard to the sharing of its advanced medical knowledge
and technology. Under the guise of being a donor, it has become
a donee nation, counselling other countries to look after
themselves — advice which, while comporting with the American
SR tradition of ..aximum free choice for the individual, is some-
LT times regarded as hypocritical by other nations. '

' This study examines the various interlocking strands of
activity which have created the ‘“‘foreign medical graduate
situation,” Of equal importance, it offers basic information from
which — we hope — responsible policies will be developed.
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FOREIGN MEDICAL GRADUATES AND
MEDICAL MANPOWER IN THE UNITED STATES

1

It is essentially as hospital employees that foreign medical
graduates enter the United States. At the end of 1970, 28,000 of
the 63,000 physicians from foreign schools were working
full-time in American hospitals as interns, residents, or full-time
staff. While constituting less than one-fifth of all the physicians
in this country, they provide about one-third of all physicians in
hospital-based practice (Appendix Tables D3, D4). In anesthesi-
ology, nearly one-half of the 2,700 full-time hospital physicians,
including Interns and residents, are graduates of foreign medical
schools {Appendix Table D6).

The placement of foreign medical graduates on hospital
staffs raises a number of implications for American medicine, in’
terms both of graduate education and of future physician supply.
Most physicians entering the United States do so early in their
carcers. Almost one-half (27,033) of all foreign graduates in this

~ country (excluding Canada) are under the age of 40; the majority
(34,744) graduated from medical school within the fast 15 years.
Foreign trained physicians under age 40 include 1,000 graduates
from Thailand, 1,700 from South Korea, 3,500 from schools in
India, and 5,600 from the Philippines (Appendix Table D1 1.

: Some of these physicians undoubtedly come with the

- intention of remaining; for these, a hospital post offers the
vehicle for assimilation — socialization — into the American
medical profession. Some intend to return home. Their needs fall
more nearly under the rubric of international education. But
many, if not most, may have no clear-cut career intentions, or

" may change these (generally to remaining in the United States) as
they move through the 4 or 5 years of graduate education. The
impact of the internship and residency (and to a lesser degree
other hospital positions) on the individual is thus a critical factor
in the process of physician migration.




1. This section draws in part on Rosemary
" Swvens, American Medicine and the Public interas:,
‘New Haven, Yale University Press, 1971), ch. 17,

The numerical aspects of graduate niedical education also
desurve to be strossad. Of the total of 28,000 foreign trained
physicians on hospital stalfs, 17,000 are interns ang residents. It
is from this large and promising pool that future American
physicians can be drawn. ,

Any review of the role of the forcign trained physician in
American medicine inust regard the internship and residency as
the hinge on which otker questions swing. This chapter thus
begins by reviewing the status of graduate niedical education in
the United States, and the type and distribution of positions held
by foreign trained pnysicians, The role of foreign trained
physicians in other — presumably more permanent — positions is
then cxplored. Fine'ly, the reverse side of the coin, we look at
American citizens who be:some foreign medical graduates by
virtue of attending a medical school abréad and return to
practice in the United States,

Hospital House Staffs: Graduate Studer.ts or Employees?
Graduate education of physicians, in the United States as
elsewhere, has long been the respunsibility of the hospitals, with
standards set and overseen by national professional groups. The
internship was claimed half-heartedly from time to time as the
fifth year of medical school, although by the 1950’s most
medical schools (though not state licensing boards) had dropped
it as part of the requirement for the MD degree. The specialty
certifying boards put their stamp on the residency program. Even
in 1960, only 38 percent of the internships and 54 percent of the
residencies were in hospitals affiliated with university medical
schools. Moreover, even in affiliated hospitals, the organization
of graduate medical education as a journeyman apprenticeship
sharply distinguished the interns and residents from their juniors
who were full-time university students working toward the MD
degree.! It was into this milleu, of learning through doing, that
the foreign physicians were dropped. Because the nature (and
vaiue) of residency training is the provision of services under
supervision, foreign trained physicians become de facto junior
members of the American medical profession for the duration

- -of their graduate education.

Internships and residencies are now offered in 1,400
hospitals which contain among them almost one-half of the
hospital beds in the country. These hospitals, togetner with their
attending medical staffs, have a vested interest in retaining the
scattered system of graduate apprenticeship which has become
the basis for one-half of the physician’s professional education.
Thus the medical profession itself — or at least that substantial
part of it which relies on house staffs to give invaluable
professional service to their own hospitalized patients — has little .
incentive to suggest radical change. Rather, there has been every
incentive to encourage the employment of foreign trained
physicians.
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In the crucial expansion period of internships and residencies
after World War I, the Council on Medical Education of the
American Medical Association imposed controls neither over the
total number of house staff positions whic were being offered
by hospitals nor over the number of programs or teaching
hospitals approved for such training, Between 1940 and 1960, at
a time when entry into medical school was being tightly
controlled, the number of physicians in internship and residency
training programs trebled from less than 12,000 to nearly
38,000. Bv 1960, one out of every seven physicians was an intern
or resident. Since then the ratc of increase has siowed, but the
aggregate number has nonetheless continued to grow until the
number of house staff now exceeds 50,000 (See Appendix Table
B1).

The Council viewed (and still views) its role as one of
accreditation of programs which meet rather minimal educa-
tional criteria, rather than as an educational planning agency.
Because of the generally high standards of American hospitals,
coupled with the desive of hospitai boards for residency coverage
and the interest of physicians in teaching, large numbers of
training posts are potentially available. There is no educational
rationing process linking the supply of training posts to the
supply of graduates from American medical schools. As a result,
in sharp contrast to the vompetitive entry to American medical
schools, there are far more approved internship and residency
positions offered each year than there are physicians available to
fill them. In 1940, more than 90 percent of the internships
offered were filled; in 1950 the proportion was less than 70
percent; it is currently 75 percent.2 Competition among hos-
pitals has become intense, with some Institutions inventing
ingenious methods of recruitment and inducement, others in
despair of recruiting any house staff, and many relying on
foreign trained physicians. So intense has the competition
become, indeed, that some degree of control over entry into
graduate medical education has become essential. The questions
are how much control, for what purposes, and by whom control
should be exerted.

These questions have not been answered; but the history of
various attempts to answer them is instructive. One resolution,
_referred to the AMA Council on Medical Education in 1948,
would have set up a rationing system for house staff on the basis
of a hospital’s annual patier:t admissions. In theory, this scheme
~ would have given small hospitals a better chance of attracting
interns and residents against the competition of large, more
~ prestigious institutions. But this suggestion could hardly appeal
" to those interested in developing the internship as an integral
part of the system of medical education, irrespective of the
service needs of hospitals,

Instead, as a measure to regulate competition among
hospitals and to introduce some order into the selection process

3

2, Figures for internships and residencles ara
gven In: “Amwal Report on Graduate Medical
Fducation in the United States,” Journal of the
American Medicat Assoclation and the AMA’s Direc-
tory of Approved Internships and Kesidencies.



3. See “Special Studies in Graduate Medical
Education,” Directory of Approved Internships and
Residencies, 196970, 20-21. .

for prospective interns, the National Intern Matching Program
was set up in 1951, Under the guidance of the Council on
Medical Education, the Association of American Medical Col-
leges, and various hospital organizations, the Program developed
a procedure and a set of rules by which hospitals and prospective
interns could make their selection of, respectively, house staff
and posts, including an agreed time for hospitals to offer their
appointments. Since 1968, the matching plan has also been
available for rcsidents.

The matching plan brought a welcome degree of organiza-
tion to a chaotic situation, protecting both hospitals and house
staffs — at least, those interns and residents who are graduates of
American schools. Medical students could henceforth become
interns through a process of orderly change. The process did not,
however, affect the nature of the internship itself, poised
uneasily between undergraduate education and specialist resi-
dencies, part an educational experience, part a job.

Nor did it provide the same orderly process of change for the
growing throng of foreign medical graduates. Since there is no
compulsion on hospitals (or for that matter on prospective house
sta{fs) to use the matching plan, one primary result was a more
efficient system for distributing American graduates to the most
prestigious hospitals. Few benefits have accrued to most foreign
physicians. The time lag alone required for the latter to enter the
matching plan has proved a barrier. In any event, few foreign
t-ained physicians have made use of the matching program as a
guide for entering the American hospital system. Only 353
participated in the program in 1971 (Appendix Table B9) out of
at least 5,000 new foreign trained physicians who entered house
staff training that year. Whether this is due to the degree of
foresight needed for foreign physicians to enter the program, or
to ignorance, or to a feeling that it is not particularly useful, or
for whatever other reasons, is not clear.

Altogether, the matching program matches over 8,w(C
interns a year; thcse run about 3:1 in favor of universisy-
affiliated hospitals Interns in these hospitals are also, one
assumes, more likely than those in nonaffiliated hospitals to

~continue in residency posts in the university setting. Un-

doubtedly the operation of the matching program is one factor
in the differential placement of American and foreign trained
physicians in affiliated and nonaffiliated institutions. Foreign
medical graduates represented only 27 percent of house staff in
university-affiliated hospitals in 1970, as against 61 percent of
the house staff of nonaffiliated hospitals (Appendix Table BS ii).

The difference in goals between community hospitals and
university educators has dominated discussions of house staff
since the 1950’s, the former looking for the service of house
staff, the prestige of educational accreditation, and perhaps an
enhancement in the quality of service given in a teaching
environment; the latter viewing interns and residents more in the
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light of graduate students who might more properly be con-
centrated in a relatively small number of institutions, and as a
welcome source of teachers for the growing numbers of medical
students. This dichotamy of views has been reflected over the
years in the differing pronouncements emanating from the AMA
House of Delegates and from its Council on Medical Education,
One example of this was a suggsstion by the Council on Medical
Education in 1951 that there should be an overall reduction in
the number of internships in approved hospitals, At that time,
more than 2,000 approved internships were lying vacant; the
reduction would thus have recognized an established fact.

It was suggested that hospitals approved for intern training
in 1952-53 should be cut back to 80 percent of the number
offered in 1950; and in those approved for both mtemships and
residencies the number was to be reduced to 70 percent. But
this plan,not surprisingly, held little appeal to medical staffs in
approved hospitals, and no action was taken. For hospitals which
had been able to fill their internships, the suggestion threatened
an unwelcome staffing cut-back. For those unable to fill their
places, it cut off the possibility of their ever being able to do so.
And, more generally, a reduction in available places was seen as
mdlcating that there was less of a “shortage” of house staff than
the hospitals themselves were experiencing.

As the number of foreign physicians began to rise rapidly in
the 1950's, the special manpower needs of hospitals created a
situation whereby a supposed sufficiency of doctors in practice
was matched by a shortage of graduate medi.al students. This
paradoxical situation, however, has little to do with the future
production of private physicians; the shortage is with house staff
per se, not necessarily with trainees in different specialties. In
1970-71, over 15,000 internships were offered by American
hospitals; only 8,213 were filled by American or Canadian
graduates; the respective figures for residencies were 46,000 and
26,000. At present, then, little more than one-half of the
internships and residencies being offered in American hospitals
are filled by graduates of American or Canadian medical schools
(Appendix Table B7).

The fact that 1,400 independent hospitals determine the
number of house staff positions to be offered needs to be
stressed, for their uncoordinated decisions have led directly to
. the present number of foreign medical graduates in the United
States, a move facilitated (but not caused) by relatively
permissive visa arrangements and requirements for professional
certification. Whatever the individual motivations urging physi-
cians to come to the United States, without job offers most

- would probably have been unable to do so. According to figures

collected by the American Hospital Association, in collaboration
with government agencies, American hospitals are currently short
10,000 physicians, the addition needed to provide optimal
patient care (Appendix Table E4). Presumably, then, their

4, For hospitals approved after 1950, a formula
was to be developed. ““Establishment of a Quota Basis
for the Appointment of Interns,” Journal of the
American Medical Association 146 {1951), 365- 66.
And see AMA Digest of Official Actions, 421,
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demand for more foreign physicians will continuc.

Distribution of Foreign Medical Graduates in House Staff
Positions

Alniost 20,000 foreign trained physicians were in graduate
educational positions in American hospitals and universities in
1970-71. Of these, approximately 3,000 were interns, 13,000
were residents, and another 3,000 were in other graduate training
positions (Appendix Table B2). The latter category includes
posts classified as research or teaching fellowships, clinical

- traineeships, and other types of work leading toward specializa-

tion and possible specialty board certification.

This “other” category grew from a mere 1,024 foreign
medical graduates in 1962-63 to 4,046 in 1968-69; it is now
down to 3,331 foreign trained physicians, but these represent
over 40 percent of all trainees in the category. The proportions
are of particular note in general practice, where 69 percent of the
156 trainees were foreign graduates in 1970; in obstetrics and
gynecology (60 percent of 313); anesthesiology {56 percent of
207); radiology (56 percent of 284); surgery (54 percent of 872);
and pathology (53 percent of 593). There is a suspicion in these
figures that at least some of the foreign medical graduate
“trainees” are classified as such for reasons relating to program
accreditation, e.g., a hospital may employ a “fellow” in
anesthesiology even if it does not have an approved residency
training program. Some of the physicians in this category may
also be working in nonpatient care activities which do not
require physicians to have the ECFMG certificate.

The great rise of foreign physicians in internship and
residency programs in the last 20 years has been noted. In
1950-51, foreign graduates represented only 10 percent of the
interns and 9 percent of the residents in American hospitals. The
figures for 1970-71 were 29 percent and 33 percent, respectively
(Appendix Table B2). Throughout the1950's there was a marked
tendency for forelgn house staff to receive appointments in
hospitals not affiliated with medical schools. Indeed, by 1960,
there were nearly twice as many foreign physicians in non-

- affiliated as in affiliated hospitals (Appendix Table BS i).

The majority of internships and residencies now being
offered are in hospitals affiliated with university medical schools.
In large part, these are the same hospitals as before, but they
have entered into affiliation agreements with medical schools for
the purpose of graduate education. One great impetus for so
doing has been the expectation that more applicants will be
available for house staff appointments in the affiliated hospital,
and that an increasing number of Americans may apply. Of the
total 15,000 internship positions offered in 1970-71, only 5,226
(36 percent) were in nonaffiliated hospitals; and of the 46,000
residencies, only 10,447 (23 percent).’ Interestingly, the tide
may be about to turn, with an increasing number of American
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medical students seeking out community hospitals — to get away
from the medical “establishment,"” as well as in search of a wider
and fuller period of training. Foreign trained physicians still,
however, play a much more substantial role than American
graduates in the nonaffiliated institutions.

One illustration will suffice to emphasize these differential
distributions, which are being examined by Roland Knobel of
Georgia State University. In 1970 there were 8,213 interns who
were graduates of American or Canadian schools. Of these, 90
percent were in affiliated hospital positions. Similarly, of the
26,277 American and Canadian graduates who were residents, 92
percent were in university-affiliated programs. These percentages
have been increasing steadily, and it is expected that virtually all
American graduates will be in university-affiliated programs in
the next few years. Thus nonafitiated programs will be virtually
nonexistent — except perhaps as a training locale for foreign
graduates, The two classes of institution could, as a result,
become more distinct: on the one hand, the university-affiliated
hospitals with thair cadre of American graduates and a minority
of hand-picked foreign trainees; on the other, the nonaffiliated
hospitals staffed with foreign graduates who are technically also
in educational positions.

The proportion of foreign graduates who are in affiliated and
nonaffiliated programs has also been shifting. By 1970, as many
as 75 percent of all foreign trained residents were working in
affiliated hospitals (Appendix Table B6). Nevertheless, there
remains a solid group of 4,700 foreign trained physicians
working as interns and residents in nonaffiliated hospitals as
against 3,000 Americar and Canadian graduates in the same
group of institutions. The major contribution of foreign grad-
uates is in the small and middie-size community hospital with
200 to 500 beds (Appendix Table BS ii).

Nor is the proportion of foreign graduates evenly spread
within the various categories. Many hospitals have house staffs
which are composed entirely or predominantly of foreign
physicians. A statistical review of affiliated and nonaffiliated
hospitals by the AMA in 1967 found more than 300 hospitals
(31 percent of the hospitals reporting) in which foreign medical
~ graduates comprised more than 75 percent of the residents
(Appendix Table B8). The figures are not broken down into
affiliated and nonaffiliated hospitals; but it is evident that if they
were, the proportion for the nonaffiliated hospitals alone would
be more striking. In terms of both education and acculturation,
the foreign intern or resident in those hospitals staffed pre-
dominantly with other foreign graduates — in many cases with a
group of his fellow nationals — is disadvantaged, assuming he is
seeking an American education and an American experience.

Mumford has pointed to some advantages for American
graduates in seeking appointments in hospitals where there are
foreign graduates. Assuming that physicians gravitate to training
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in hospitals in areas where they wish to settle, a lack of potential
competition among tihe other house staff for recognition by
attending physicians is a definite career advantage, and may
mahe for a more refaxed atmosphere for all the house staff.5 She
concludes that there midy be an optimum number of American
trained to foreign trained house staff. There is, however, at
present no wavy of defining what the balance should be with
respect to the general education of all physicians. The continuing
difference in the type of responsibility and teaching available to
students between (for example) a rajor university hospital and «
relatively small community hospital, well documented by Mum-
ford, probably makes any ger. «al distinctions untenable.
~ Interestingly, the AMA Council on Medical Education dig
try in 1962 to impose a quota-mix system on hospitalt.
dependent on the citizenship of its interns and residents. This
followed the report of an ad hoc Advisory Committee on
Internships and Hospital Services set up by the AMA to close the
gap between supply of and demand for house staft, and alsu
State Department concern that foreign graduates were not
mixing sufficiently with Americans. The committee recom-
mended that a hospital’s total house staff of interns and residents
should include at least 25 percent U.S. or Canadian graduates
and that failure to fill this proportion for 2 successive ycars
would endanger subsequent program approval. The Council on
Medical Educaticon, in endorsing the report, stated its belief ““that
all hospitals with approved programs share equally in the morat
responsibility to participate in the educational exchange pro-
gram.”7 But, once again, as in previous suggestions for quotas,
the AMA House of Delegates did not agree; the Council was
instructed the same year to drop any such requirement. Instead,
in June 1963 the House of Delegates merely adopted a general
statement which urged hospitals to appoint a reasonable number
of foreign medical graduates into their training programs,
“Reasonable’’ was not defined. Here the matter rests, with the
machinery of program accreditation not being deliberately used
to affect the distribution of foreign trainees {or for that matter
of American graduates}. That the relatively permissive system of
. accreditation does affect the distribution of graduates is incon-
trovértible, If, for example, thc number of approved training
posts had been limited to the available number of American
graduates, the influx of foreign physicians would not have
occurred; or if it had, it would have been much smaller.
Accreditation remains a potentially powerful vehicle for develop-
ing physician manpower policies.

The relative distribution of American and foreign trained
house staffs in affiliated and nonaffiliated hospitals is a matter of
concern on several levels. The amount arnid type of education
actually being given to foreign graduates demands critical
evaluation, as docs their role and function in hospital staffing.
The recent survey of house staff policy by the Council of
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Teaching Hospitals (COTH) of the Associatien of American
Medical Colleges has made a beginning in this direction.? But this
study was primarily concerncd with stipends, funding sources,
and organization of house staff, and the results were not broken
down between American and forcign graduates, As yet, far too
little is known of what house staffs in hospitals actually do and
what teaching they receive,

The COTH study found that nearly 7 percent of the budget
of the average teaching hospital is spent for house staff stipends
and fringe benefits.? The predominant pattern of funding intern
and r-sident salaries is out of the revenue from patients in the
teaching hospitals; i.e., it is the sick American patient (and his
insurance coverage) which pays the costs of “educating” the
American and foreign trained physician at.the graduate level,
Quite clearly, however, the hospitals are reaping substantial
servizes in kind, in return for the physician’s education. Carroli’s
pilot study of program costs in the Y.ale-New Haven Hospital
fourd that the 140 interns and residents surveyed spend an
average of 58.8 hours a week on patient care, out of a total
working week of 79.4 hours.!® While “patient care” and

——--#aducation” -are difficult-concepts to disentangle-in-an-educa-..- .-

tional period which is primarily an apprenticeship, these results
point to the substantial service contributions of house staffs even
in &« major university hospital,

Cost benefit studies of the rolc of foreign medical graduates
in all types of hospitals remain to be undertaken. It should be
noted as one aspect of the largely nonaltruistic role of hospitals
in the educational area, however, that even though house staff
stipends have risen very rapidly in the last 5 years, the number of

" foreign trained interns and residents has not decreased; hospitals
do not seem to have been discouraged from providing such
“education.” The average salary of an intern in 1970 was $8,031,
and of a resident $7,542;” since then the latter category in
particular has risen substantially, But even in 1970, assuming
that foreign graduates received a salary similar to that of their
American counterparis (in fact on average they probably receive
more, since salaries in nonaffiliated hospitals tend to be higher
than in affiliated hospitais), the aggregate amount spent by
-American hospitals on internship salaries for foreign graduates

- was in the region of $26.8 million, and on residency salaries of
about $97.8 million, plus fringe benefits, If forcign trained
physicians 1n these positions are providing value equal to their
salaries, it would appear that they are contributing work worth
at least $125 million a vear to patients in American hospitals.
Assuming, again, the privilege of averages, it can be estimated
that the nonaffiliated hospitals are receiving about $36 million of
service and the affiliated hospitals about $89 million. Such a
system inevitably develops vested interests, ranging from the
community hospital’s reluctance to abandon its graduate training
program, to the urge by hospitals to become at least nominally

8, COTH Survey of House Staff Policy - 1970
Part 1, (Evanston, Assoclation of American Medical
Colleges, August 1970).

9. Ibid., 20, 22,

10. Augustus J, Carrcll, Program Cost Estimating
in 4 Teuaching Hospital, A Pilot Study, edited by
Thomas |. Campbell and Mary H. Littlemeyer
(Evanston, Association of American Medical Collcges,
1969), 76 and passim.

11, “Graduate Medical Education,” Journal of
the American Medical Assoclation, 218 (1971), 1240,



university-affiliated, even though interns and residents may
spend little or no time in university courses, to the disinclination
of university hospitals to put their own residents in affiliated
hospitals for training, although there might be opportunities for
a wider range of experiences in such hospitals.

One further point relating to affiliated and nonaffiliated
prugrams is the .ifferential distribution of foreign medical
graduates by specialty. As might be expected, foreign trained
physicians piay a relatively large role in short-supply hospital
service specialties (anesthesiology and pathology) in non-
affiliated hospitals, and also in specialties devoted to general or
primary care. Thus, 66 percent of the first year general practice
and pediatric residencies in nonaffiliated hospitals were filled by
foreign trained physicians in 1968; 65 percent of those in
obstetrics; and 61 percent in internal medicine.and surgery. In
each case the proportion of foreign medical graduates was much
lower in university-affiliated programs (Appendix Table B4).

Distribution of Foreign Medical Graduates by
Speciaity and Area

"T"Thé pattern of residencies by specialty also shows marked

diffarences in the relative contributions by American and foreign
trained graduates, taking all types of hospitals together (Appen-
dix Table B3). Foreign medical graduates represent at least
one-half of all residents in general practice (69 percent), physical
medicine(62 percent), colon and rectal surgery (55 percent),
pathology (54 percent), pediatric cardiology (54 percent), and
anesthesiology (52 percent). On the other hand, they make a
relatively small contribution to such specialties as ophthaimology
(8 percent), orthopedic surgery (11 percent), new family practice
programs (11 percent), dermatoiogy (12 parcert), and otolaryn-
gology (14 percent). Quite clearly, the foreign trainee who comes
for advanced training in pediatric cardiology or thoracic surgery
in a major American institution befoe returning for a teaching
or research career in his own country is fulfilling a different role
in the American heaith care svstem than the foreign medical
graduate in the average general practice residency in a nonaffili.

~ atsd hospital. In the first case, the student is seeking advanced

American skills. In the second, the educational benefits are
doubtful, for general practice in the United States is very
different from the general practice role accepted in many other
parts of the world. '
Detailed analysis of foreign trained physicians in different
specialties has still to be undertaken, specifically their educa-
tional expectations from the training in different specialties, and
the relevance of this training to their long term career intentions
at the time of seeking entry to the United States. Analysis of
speciaity distributions by country of primary medical education
is also needed, and the appropriateness of their distributions to
apparent manpower needed both in iiic home countries and in
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the United States must also be examined. Knobel's work
(discussed in Chapter I1) is a good beginning, and it is hoped that
his present studies and similar data from the AMA will shed
further light on who is doing wnat, for what apparent purposes,
in the various specialty areas. The relative work and educational
instruction of Americans and foreign graduates needs to be
analyzed. But, above all, studies are required which establish
educational and manpower projections, by specialty, for all
physicians in the country. Only after such studies are completed
can gross distributions be interpreted with any confidence,
except insofar as they represent the hospitals’ desire for house
staff in the rclovant speciaities.

The uneven geographical distribution of foreign trained
physicians should also be stressed. About one-fourth of all
foreign trained physicians (10,999 of 45,816) in the United
Staies are in New York City (Appendix Table D8). Taking the
state of New York as a whole, foreign medical graduates
represented about 19 percent of all physicians in 1959; the
proportion has risen steadily, until now about 36 percent of
physicians in the state are graduates of foreign_schools (Appen- ____.

“dix Table D1 iii). Other states notable for a rising and substantial
proportion of foreign trained physicians are Connecticut,
Delaware, illinois, Maryland, Michigan, New Jersey, Ohio, Rhode
Island, and West Virginia. In each of these states, foreign medical
graduates now represent at least 20 percent of all physicians. In
contrast, states such as Arkansas, daho, Nevada, Mississippi, and
Utah have an insignificant proportion of foreign trained physi-
cians. These patterns are expected to continue.

Some further comments should be made with respect to

* foreign trained house staff — again, as an indication of the
hospitals’ perceptions of need. Some observations can be made
by comparing the proportion of residents who were foreign
medical graduates by state (Appendix Table B10); foreign
medical graduates as a percentage of the new medical licenses
issued in each state (Appendix Table C10); and the percentage of
total physicians in each state who are graduated from foreign
schools (Appendix Table D1 ii). :

Of the 12,943 residency positions filled in 1970 by foreign

~ medical graduates, 5,276 were in the Middle Atlantic states of --
New York, New jersey, and Pennsylvania. For sheer numbers of
* foreign trained residents, New York leads all other states, as it
" does in the number of forsign trained physicians as a whole. in
terms of the relative contribution of foreign trained residents,
however, New Jersey is the outstanding area. In that state in
1970, as many as 78 percen. of all hospital residents were foreign
medical graduates. Among other ‘“high” states were Delaware
(with 66 percent foreign trained residents), Rhode Island (60
perzent), New York (52 percent), lltinois (49 percent), and
Conneuticut (48 percent). In these states, hospitals are substan-
tially dependent on foreign medical graduates. At the other end

1n




12, J. N. Haug, B.C. Martin, Foreign Medicul
Graduutes In the United States, 1970, (Chicago,
American Medical Assoclation, 1971},

13, Figures are drawn from “Medical Licensure
Statistics," Journal of th e Americun Medicdl Assoclae
tion, 212 (1970), 1936-37.

of the scale are states with relatively few foreign trained residents
compared with the number of American and Canadian graduates:
Alaska, Vermont, Nebraska, Mississipgi, Arkansas, Oklahoma,
Colorado, Utah, Calfifornia, and Washington. Internships follow .
a similar pattern, but in some cases the differences are even more
marked. For example, in New Jersey, 84 percent of the
internships in 1970 were filled by foreign medical graduates.

The marked differences in the recruitment of foreign house
staffs by state, city, and hospital, demands attention which has
not yet been forthcoming., Why, for example, does Nebraska
have a much lower proportion of foreign medical graduates
working as residents (6 percent) than Kansas (29 percent) or
Missouri (33 percent)? Is this because some states are more
attractive to American graduates than are others; or that they
offer a relatively modest number of house staff openings, so that
additional (foreign) graduates are ot necessary? Or are there
factors which pull immigrant physicians to some states over
others? If the hypothesis is rejected that the physician about to
take his ECFMG examination in Manila, Addis Ababa, or

“Rangoon’is able to distinguish the relativé educational advantages

of residencv training in his specialty in hospitals in Nebraska,
Kansas, and Missouri (or for that matter in any other state), it
must be that factors such as word of mouth, hospital recruitment
techniques, or other public relations activities are in operation.
These relatively straightforward questions have not yet been
answered. As with much of the current debate over foreign
medical graduates, observations rely not on adequate informa-
tion but on speculation. For example, is the rumor that
Colombians tend to congregate in New Jersey, Chicago, and
Long Island borne out by the data?

Some basic information for analysis is now available in a
detailed breakdown of 1970 statistics on foreign medical
graduates, published in 1971 by the American Medical Associa-
tion.!2 These figures provide a fruitful source for research. Some
preliminary analysis has been undertaken by Dr. Thomas D.
Dublin of NIH. But as yet no detailed research has been done
utilizing the raw data.

A brief review of the statistics for the large group of

~ Philippine medical graduates taking licensing examinations in the

different states in 1969 did indicate some state preferences by
these physicians, who presumably intend to remain in the United
States to practice. As many as 985 Philippine graduates took
state licensing examinations in 1969 (572 of whom passed). The
candidates were bunched in California (107), Indiana (143), New
Jersey (101), and Pennsylvania (153). Other states with 50 or
more Philippine candidates in 1969 included Maryland (50) and
New York (63). The remainder were scattered over the states,
with most states having at least one Philippine candidate.!3
Presumably some factors are working in the large supply states to
encourage these patterns, and it is reasonable to expect the
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distribution of Philippine graduates in internships and residencies 14, Kelly M. West, “Foreign Interns and Resi:
to follow a similar pattern. Statistical analysis of data in AMA dents In the United States,” Journal of Medical
files will readily determine the interrelationships. It is worth Education, 40 (1965), 110- 29,
15. J.N. Haug, B.C. Martin, Forelgn Medical
remarking, however, that the fact that such analyses have not Graduates in the United States, 1970, 142- 43,
been made, at least until the present, is an indication of a general
fack of interest in the plight of the foreign medical graduate.
Logic would suggest a pattern of hospital recruitment of
foreign trained physicians to internship and residc.icy posts,
subsequent employment of some of these house staff in full-time
senior hospital positions and, for those who remain in the United
States, permanent location (and licensing) in the same state.
Some interrelationships have been poiitted out in an
article by West.' They can be illustrated by alook at
current  figures in New Jersey — a state which deserves
particular analysis with respect to the flow of foreign trained
personnel, from the time of recruitment to full-time careers.
There were 3,224 foreign trained physicians in New Jersey in
1970, of whom 982 were interns and residents and 657 on
- full-time hospital staffs. Thus, one-half of the foreign trained
physicians were working in hospitals; most of the remainder
(1,291 of 1,585) were in private office-based practice. Countries
contributing the greatest number of interns and residents
included the Philippines (288), india (160), and South Korea
(58). Many other countries were represented but no other
country contributed as many as SO physicians to graduate
medical education.!3

New Jersey has a high proportion of foreign medical
graduates in house staff positions, in full-time hospltal staff
positions, and in private practice. Indicative of the considerable
flow of physicians from training into full-time practice (in
hospitals or office-based), New Jersey also has an exceedingly
high proportion of foreign trained physicians who have bcen
granted new licenses in the past few yeas. As many as 78
percent of new licentiates in New }ersey in 1970 were foreign
.medical graduates {(Appendix Table C10). It is presumably the
result of the total recruitment and licensing process that foreign
medical graduates now represent 30 percent of all physicians in
the state (Appendix Table D1 iii), with substantial clusters in
Atlantic City, Jersey City (where 38.5 percent of all physicians
were foreign trained in 1967, and the current percentage may

" well be higher), Long Branch, Newark, New Brunswick, Paterson,
and Trenton (Appendix Table D8). It is still not known,
however, exactly how far New Jersey is training her own supply
of physicians, from the point of immigration to permanent
practice, and how far the state is a beneficiary of physicians who
took graduate training in other states.

Cohort studies of foreign trained physicians in other states
are beginning, however. Preliminary findings of a study by
Stevens, Goodman, and Mick of a cohort of foreign trained
physicians who were appointed to internship and residency
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16, Rosemary Stevens, Louls Wolf Goudman, positions in all hospitals in Connecticut in 1964 show that 24
:::’M" M:“'“FO"‘S" Graduatesin Connecticut: A percent of the cohort were still in Connecticut in 1972, and that

ow-up Study of Forelgp Trained Ph'yslclaﬂs work- 79 percent were still somewhere in the United States.!6 In
ing in Connecticut Hospitals in 1964,” unpublished dditi Knobel' i . foll dv of .
manuscript, Yale University, 1972, a 'mon, nobe is undertaking a fo m:v.up study of foreign

17. Kelly M. West, “Training for Medical Re- trained physicians in Georgia. These studies should do much to
search: The World Role of the United States,” clarify the total process of assimilation of foreign physicians not
Journal of Medical Education, 39 {1964), 238 - 64, only into house staff positions, but from these positions into

American medical practice.

Contribution of Foreign Trained Physicians to
Manpower in the United States

Foreign medical graduates in house staff positions are a
major aspect of the whole “brain drain” phenomenon, be-
cause these positions act as a point of ready access to per
manent practice in the United States. But by no means all
foreign physicians are in hospital practice. More than 20,000
foreign medical graduates were in office-based practice in 1970;
these, of course, include phyiicians who have arrived in the
United States at any time in their careers. Over 4,000 foreign
trained physicians were in medical teaching or res .rch, and
1,200 in administration {Appendix Table D3).

Relatively speaking, however, foreign medical graduates
contribute only a small amount to office practice; only 11
perceni of the physicians in office practice in 1970 were
graduates of foreign medical schoois. This may be axpected to
increase in the future, however, as more physicians pour out of
graduate educational posts. Foreign medical graduates have long
made a substantial contribution to American medical. research,
however. Even after the slow-down in federal biomedical
research funds over the last few years, foreign trained physicians
still comprise 28 percent of those in medical research {(Appendix
Table D4). It would appear, then, that the United States is not
only benefiting from practitioners trained abroad, but is also
developing its own knowledge substantially.

A study undertaken by West a decade ago attempted to
throw light on the “brain drain" effects resulting from the
substantial sums of money available for biomedical research in
the halcyon days of research funding, which began in the early

" 1950's and ended only in the late 1960's.!7 His interest was in .
the situation and future plans of foreign research trainees on
National Institutes of Health {NIH) grants, many of whom were
physicians, and In the impact their choices would have on world
health manpower. Data for the project were derived from a great
variety of sources, including an analysis of the status of past and
present NIH supported foreign investigators and assistants
working on NIH supported rescarch projects; questionnaire
interviews with all foreign research workers under the age of 40
and trainees at four academic medical centers in different parts
of the United States (a survey of 81 individuals, or an estimated
90 percent of all the young foreign investigators and research
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trainees in these institutions); and informal interviews with other 18, See c.g Blomedical Research Monpower —
foreign trainees. This selected group of foreign trainees appeared For the Eighties, Resources for Medical Research,
to be successful in acquiring positions at institutions where the Report No. 11, United States Department of Health,
competition was most intense; about 15 to 20 percent of the Education, and Welfare, Decomber 1968,

group expected eventually to immigrate permanently to the

United States. Not surprisingly, he concluded that the United

States is the recipient of substantial foreign aid in terms of the

number of biomedical scientists. {t was noted, too, that even if a

foreizn country loses only an average of two to three of its

biomedical personnel in a year, these numbers build up over a

period of time; in some countries the magnitude of loss that

might be reached after a neriod of 10 years could be serious.

‘Yest also argued that more attentlon should be paid to the fact

that the appointment of a large number of trainees from

developing countries serves to direct the limited medical man-

power of these countries away from areas of higher priority, even

if the trainees do return to their ccuntries of origin. Instead of

returning to public heaith practice and rural health programs —

the most pressing needs in most undeveloped countries — they

will be likely to remain iii research activities.

These observations cre still valid, even though ‘the study

itself needs updating in the light of the manpower and funding
situation of the 1970'. To date, manpower studies of resources
for medical research undertaken by the National Institutes of .
Health have taken little note of the substantial role of foreign
medical graduates.'8 This whole area demands examination, if
only in terms of the development of future educational and
immigration policies for physicians wishing to come to this
country to learn specialized research techniques.

The pattern of immigration to jobs in hospitals and in
research has résuited in relatively few foreign medical graduates
in federal employment; most are employed by nonprofit
hospitals or universities, or are in private practice. A 1359 survey
found 781 foreign trained physicians in federal employment out
of a total of 15,154 (Appendix Table D1 i). Eleven years later
there were 3,637 fedcially-employed foreign graduates out of the.
total of 57,217 (Appendix Table D7). in the former year the
foreign trained group represented 4.5 percent of federal physi-
cians; in the latter 6.4 percent. The latter figure was less than the
proportion of foreign graduates in the physician population at
large.

Other ascriptive attributes of foreign medical graduates
should be noted in comparison with overall physician manpower
distributions in the United States, for they throw into relief
some of the major characteristics and problems of the American
medical system. Foreign medical graduates, while predominantly
male, include a much larger percentage of females (15.3 percent)
than among their American counterparts (6.0 percent) (Appen-

_ dix Table D12). The difference undoubtedly reflects the very
small number of women accepted into U.S. medical schools
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19, irene Butter, Richard Schaffner, *Foreign
Medical Graduates and Equal Access to Medical
Care,"” Medical Care, 9 (1971}, 136 - 43,

compared with other countries, rather than any particular
immigration or recruitment policy. Indeed, there are actually
more foreign trained women than American trained women in
graduate medical education in the United States: 2,800, as
against 2,500 American and Canadian graduates (Appendix Table
B11).

The distribution of foreign medical graduates by sex
emphasizes the overwhelming masculinity of the American
medical profession. Other characteristics of the foreign trained
physician population throw different clements to light. Beside
being predominantly male, the American medical profession is
also overwhelmingly white. Of the 34,708 U.S. and Canadian
medical graduates who were in internship and residency positions
in 1970, only 632 were black U.S. citizens. One interesting
factor in the present situation is that black students, having had
difficulty in securing admission to American medical schools, or
for other reasons, have sought medical education abroad in
relatively high numbers. Besides the 632 black American
graduates in 1970, there were another 360 black U.S. citizens in
house staff positions who were graduates of foreign schools
(Appendix Table B12),

A further distinctive characteristic of American meadicine is
its focus on major cities, a characteristic shared by the foreign
trained population. Foreign medical graduates, like their Ameri-
can counterparts, gravitate toward large urban areas. Less than
10 percent of all foreign medical graduates were located in
nonmetropolitan areas in 1970 (Appendix Table D9).

In theory one would expect the influx of foreign medical
graduates to fill gaps in the geographical distribution of
physicians in the United States. A study by Butter and Shaffner
has disproved the theory with some force, however.!? The
investigators compared the spatial distribution of all physicians
with that of American trained physicians, making a distinction
between the aggregate impact and the distributional impact of

. foreign trained physicians. Their results indicated that in the

" nation as a whole, foreign medical graduates have increased

rather than decreased the inequality among states in terms of

~ physician distribution. Indeed more than one-half of the foreign

trained physicians in the United States are located in states
where their presence makes the already existing inequalities more
extreme, The same holds true for the inequalities between urban
and rural areas. Although doctor/population ratios are a rela-
tively crude way of measuring the availability of health care, the
study’s results have important implications in terms of health
manpower problems and planning from the American po:nt of
view, for it appears that foreign physicians are serving 0 make
the “rich" states richer, rather than to help areas in this country
which need physicians the most. Yet perhaps even this statement
is too simplistic, given the enormous variations in types of care
and different kinds of institutions among particular regions of
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the United States.

New York is a cogent example of a broadly “rich" state in
terms of physicians, yet one with serious manpower problems in
certain sectors — most notably the public hospitals in New York
City — and one in which the use of foreign trained physicians is
high. In the early reports of Open Doors, the Institute of
Interna:ional Education surveyed patterns of institutional staff-
ing of interns and residents; it no longer does so. The early
patterns of public hospital staffing were clear. Bellevue Hospital,
for example, had 114 foreign interns and residents in 1957,
King” County Hospital Center, Brooklyn, had 104 foreign house
staff in 1964, a greater number of foreign trained physicians than
was congi.jated for advanced medical training at the Mayo
Clinic in that year.20 Similar patterns have undoubtedly con-
tinued. Indeed, the New York public hospitals, despite efforts to
upgrade their teaching role and status through affiliations with
voluntary hospitals, might well have sunk without the substantial
help of foreign trained physicians. Similar statements can be
made of public hospitals in a number of other major cities, and
of at least some large state psychiatric institutions.

But, while throwing into relief the problems of the American
medical manpower system, the existence of an army of foreign
trained physicians has delayed constructive criticism of the
utilization and distribution of American trained physicians.
There has been an Alice-in-Wonderiand discrepancy between the
array of educational opportunities made available for American
graduates and the supposed major needs for physicians in actual
practice. When proportional distributions of trainees and practi-
tioners by specialty are viven {as in the AMA’s annual *‘Graduate
Medical Education’ repoit), they tend to include the foreign
trained physicians in inte nships and residencies, thus clouding
the long term picture. B'; enabling decisions to be delayed about
the number and distribution of physicians who ought to be
trained for the American health care system, the availability of
thousands of foreign medical graduates has allowed American
interns and residents the privilege of virtually unlimited choice of
specialty and practice area, and hospitals to substitute internship
and residency posts for staff positions.

Some emerging patterns of American trained medical man-
power with regard to specialty can be seen in Appendix Table
. B4: the major emphasis on training surgeons, the small number
of general practice trainees, the relatively large number of
psychiatrists. The development and indications of these trends
have been explored elsewhere.2! Suffice it to say here that the
geograpnical and speciaity distributions of graduate {vocational)
training posts for American graduates bears little promizt for a
more balanced distribution of physicians in practice in the
United States. As with the foreign trained physicians, all else
being equal, the richer are.s and the more glamorous speciaities
will get more physicians, thereby widening the gap between
them.
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22, “Medical Lducation in the United States,” Recent Trends

Journal of the American Medicul Association, 214 It is into this largely unplanned and unregulated training
(1970), 151213, situation that the foreign medical graduate has been injected. A
23, See Rosemary Stevens, American Medicine .
and the Public Interest, $30.35 and passim. major evaluation of the number and types of graduate educa-
24, Lowell T. Coggeshall, Planning for Medical tional positions cannot fong be delayed, however, and any such
Progress through Education; A Report, (Evanston, evaluation will inevitably demand an assessment of the role of
Assoclation of American Medical Colleges, 1965). the foreign graduate. First, since 1968, the professional associa-
The Graduate Education of Physicians. Citizens Com- tions as well as the federal government and other groups have
mission of Graduate Medical Education, john S, . . .
Millis, Chairman, (Chicago, American Medical Assock strongly articulated the view that a general shortage of physicians
ation, 1966). exists in the United States. This view has led to a rapid increase

in the number of students in American medical schoo's. Recent
estimates indicate a rise in the number of first-year students from
8,700in1965 to 13,600 in1974-although it is possible that this
latter figure may be reached this year.22 It appears too that
there will be increasing federal support earmarked for American
medical schools for undergraduate medical education. Both of
these movements will generate increasing concern over the
subsequent distribution of American trained physicians by
geographical area and specialty; for if federal tax dollars merely
acceler-te existing trends toward (for example) more and more
surgeons in New York and relatively fewer pediatricians in
Mississippi, the manpower *shortage” will, if anything, get worse
and not be eased. The omens are thus toward influencing, if not
regulating, the career choices of American physicians.23
A second factor influencing physician manpower is the
impending passage of some kind of national health insurance
legislation. It is outside the purposes of this paper to speculate
on which bill, which combination of proposals, or which
compromise is likely to be most successful; or what the expected
results will be. Any accepted entitlement to a standard package
of insurance benefits, however, will have marked resuits on
physician manpower distributions: whether through increased
expectation on the part of the population that a standard
insurance enti..:ment should mean a reasonably egquitable
package of services (including appropriate physician manpower
in an area); or through new forms of rei-nbursement tc hospitals,
- which will affect the amounts they can charge in patient fees for
house staff education; or throigh more direct controlling
mechanisms. '
—to T Finally, there is a general movement toward university
responsibility for graduate medical education, a movement
accelerated by the Coggeshall report of 1965, and the report of
the Millis Commission in 1966.24 If this is in fact to be achicved,
the universities will have to reassess their own educational role in
the vocational education of physicians, including the desired
distributions of foreign trained to American trained physicians in
their affiliated programs.
All these movements demind the establishment of man-
power norms, however crude, for the development of an
appropriate suppiy ot physicians in the United States. The
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current situation is one of an implied shortage of physicians in 25. See e.g, W. Lee Hansen, “An Appraisal of
this country, the corollary of which is supposedly the importa- l"g;si‘c;aﬂ Manpower Projections,” Inquiry, 7(1970),
tion of foreign trained physicians. So many qualifications hedge * 19 o e
both of thes'e statements that the areas for a precise assessment " azz'e::':z ?;,M;:;}“i: " '73:,,;‘,“?; f,f: ‘m‘
of the contribution of foreign medical manpower to the United tional Assoclation of College Admissions Counselors,
States are extremely limited. The concept of “shortage” is 5{1970), 16-20.
uncertain and relative. In terms of other countries, the United
States has an abundance of physicians. Even in terms of attempts
to project the size of the shortage in the United States, tiere are
vast differences of opinion.25
Whether foreign physicians have been imported to meet this
shortage is a statement which needs to be questioned. Available
evidence indicates that foreign manpower has been imported to
serve specific roles, particularly in hospitals, rather than to fill a
general manpower need. The fact that many foreign physicians
have stayed in the United States is largely a secondary result of
this primary activity. Nevertheless, the cold fact remains that
63,391 of the 334,028 physicians in the United States in 1970
received their primary medical education outside the United
States. This education represents a huge net gain to this country
in terms of value received for medical education.

Contribution of Other Countries to the
Medical Education of Americans '

One question to be faced is whether the increasing number
of places being made available in American medical schools will
(or should) serve to reduce this intake of foreign graduates. A
special feature of this question is the contribution now being
made by foreign countries to the education of American students
in their schools.

Applications to U.S. medical schools since World War 11 have
consistently exceeded the number accepted by about two to one
(Appendix Table E1); despite a relatively rapid increase in the
number of places, the excess is expected to increase in 1972. In
1970-71 alone, nearly 13,500 applicants were turned away from
American medical schools. Paradoxically, many of these unsuc-
cessful applicants have a much better basic premedical education
than many foreign medical graduates who are imported from - -~ -~ - - - - - oo
abroad as interns. Yet, at the internship level, as has been
remarked, there are now nearly two posts available for every
American raedical graduate (Appendix Table £2). In short, there
{is an appaient bottleneck in undergraduate (MD) education.

in the interirn, many American students have chosen, for
one reason or another, to seek their medical edu: ation abroad.

~ The Institute of International Education es..mates that in
1969-70 there were more than 3,300 Americans studying
medicine abroad (Appendix Table A11). U.S. students are
believed to be enrolliny; in schools outside the U.S. and Canada at
a rate of 500 per year.26 It is also estimated that less than
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27. Henry R, Mason, ““A Protile of 314 Americans one-half of those Americans entering foreign schools actually
Graduating From Foreign Medical Schools,” journal finish the full course and return to the United States with

of the Americun Medical Association, 209 {1970),  cceptable credentials.2” These figures may be underestimates.

"962'8.9%3% McL. Greeley, “American Foreign  Jhe licensing statistics in the United States poir)t to a steady

Medical Graduates,” Journal of Medical Education in-flow of American graduates of foreign schools in the order of

41(1966), 641-50, 200 to over 400 a year {(Appendix Table C12); and these figures
29, Aims C. McGuinnes, “ECFMG Examinations, include only those successful in the licensing examinations.

United States Citizen Candidate Performance,” Jour-  Apooether, 5,972 U.S. born physiclans from foreign schools

?‘gs'z:ge American Medical Association, 214 (1970), were identified in the United States in 1970 (Appendix Table
o A12).

The most interesting study yet done about Americans in
medical schools abroad is Greeley’s analysis of ECFMG candi-
dates for 1964.28 Greeley estimated that of the 500 to 550
Americans abroad at that time, about 300 received degrees and
took the ECFMG examination. He reviewed the records of 303
persons who had taken their premedical education in the United
States and then gone abroad for their medical education. The
great majority (72 percent) had applied to American medical
schools. Their performance on the standard Medical College
Admissions Test was significantly lower than that of students
who were accepted by American medical schools. Most were
from the Northeastern states; more than one-third were of {talian
descent. Of the whole sample, 40 percent had attended schools
in Italy, 15 percent in Switzerland, 10 percent in Germany, and
9 percent in Mexico; thc remainder were scattered among a
variety of countries. Most of the students thus took their medical
education in a foreign language. Only 57 percent passed the
ECFMG examination the first time, but Greeley expected at least
70 percent would pass eventually. What would happen to the
others was not clear.

A more recent analysis of ECFMG applications from U.S.
citizens by McGuinness found a similar predominance of
students in Italy2% A total of 1,165 examinations were taken by
U.S. citizens (including 123 Puerto Ricans) between September

1968 and February 1970, an average of 290 for each of the four
~ examinations given in this period. Of the 1,165 candidates, 426
were from medical schools in ltaly, another 199 in Spain, 140 in
~ Mexico, and 109 each in West Germany and Belgium. Other
countries, with a smaller number of U.S. candidates, were
- Austria, France, Ireland, the Netherlands, and Switzerland. in
T this study, under 30 percent of the candidates passed the
ECFMG examination.

The foreign aid implications of these distributions are
interesting. Many foreign schools are subsidized by the govern-
ments of the countries concerned, thus providing a direct
governmental form of U.S. fiscal relief. In some cases, too, the
American students may represent an indirect form of relief by
taking places which would otherwise be filled by nationals of
those countries, thus removing a source of long term future
investment. Assuming that the United States is experiencing a
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doctor shortage and welcomes such physicians back, a policy of
U.S. Government subsidy to such schools would seem logical,
particularly if current proposals for per capita grants to medical
schools for medical students are enacted. The problem is,
however, extremely complex, given the very varying standards of
medical education abroad, as well as the varying admissions
standards.

In fact, for most schools concerned, American students
represenu substantial benefits, The schools benefit from Ameri-
can fees; the foreign communities from dollar incomes. Pre-
sumably the United States also benefits, from not having to build
additional educational facilities. But whatever the economics,
some schools clearly welcome Americans. It is no coincidence
that agencies exist to help Americans enroll in foreign schools,
and that some schools (notably those in Mexico) advertise for
students in the American press.

The mixed responses in the United States to the presence of
Americans in training abroad are reflected in as yet unimple-
mented provisions in the Comprehensive Health Manpower
Training Act of 1971, This Act allows for a prograni of both
loans and scholarships for qualified American students to study
medicine abroad, on terms similar to those made for study in
American schools. In an attempt to maintain equivalent stand-
ards, three special requirements would be imposed on the
recipients. Students would have to produce a letter from an
American medical school stating that they had met the qualifica-
tions for admission, but were not accepted because of space
limitations. In addition, after their third year abroad they must
have passed Part | of the National Board examinations and have
applied for transfer to an American medical school. Finally, they
would have to provide assurances that they intended to return to
the United States to practice for at least 5 years. These
provisions contain some difficult questions for implementation
(notably, how precise American medical schools can be in
certifying that admission was denied solely because of space
limitation). Even if implemented, the provisions would probably
apply only to a minority of Americans in joreign schools. Since
no funds have been made available to implement the provisions,
however, these concerns may remain academic. Meanwhile the

. underlying questions remain, including the financial and policy
" implications of foreign medical education of Americans, for both
respective foreign ccuntries and the United States.

McGuinness found 329 American candidates for the ECFMG
at Bologna in a two-year period, 71 at Louvain, 63 at
Guadalajara, 54 at Salmanca, 53 at Rome, and 52 at Heidelberg.
Mason's studies of foreign schools have also thrown light on the
total number of American students in some institutions. He
founda total of 630 Americans at Bologna, many of whom had
apparently gravitated there because “it is a matter of putting in
the time to complete the courses requited for a degree.”
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30, A study of interns in New jersey hospitals
bears out this assumption. American graduates and
foreign medical graduates were tested pre and post
{nternship through scares on Part iH of the National
Board examinations, Marked improvements were
shown in both groups; 33 percent of the foreign
medical graduates in the study converted from a
“fall” to a “pass’ score during the one-year intern-
ship period. Edwin O. Hirsch, “An Evaluation of the
internship Experience in New Jersey Hospitals
(1966-67)," Journal o the American Medical Associ-
ation, 209 (1969), 20° 1-34,

31. A recent stu ly has indicated, however, that
Part | of the National Boards is a reasonable predictor
of success. See Jos ph C. Bamford, Jr., “Student
Transfers from Fore:gn Medical Schools,” Journal of
Medical Educatior, 46 (1971), 431-35. See also
Henry R. Mason, C.H. Willlam Ruhe, “Students
Traneferring from Foreign to U.S. Medical Schootls in
Advanced Standing, 1959-1968,” Journal of Medical
Education, 44 {1969}, 56170,

Students are usually required to study there for 7 years. In other
schools in Italy, Mason found 100 American students in Rome
(where the third and fourth years of course work, pathology and
pharmacology, appeared to be a major stumbling block), and
about 60 at the University of Padua. He also reviewed schools in
a number of other European countries and in Mexico, where the
Autonomous University of Guadalajara is the major attraction
for Americans, All told, he found a total of 2,343 American
students in the 16 schools surveyed {Appendix Table ES). Each
school was thus making a substantial contribution to American
medical education (or, assurring that many of the Americans Jid
not complete the courses, was wasting part of its resources).

“The experience of Amer.cans in foreign medical schools, and
after, has barely been explored. Mason’s profile of 314 successful
applicants to state licensing boards in 1963-1965 is one effort in
this direction. These physicians reprcsent the cream of U.S.
foreign medical graduates, in that they achieved equal standing
with their American trained peers through the licensing examina-
tion. On average, they spent longer than if they had attended
American schools (5.43 years, with longer required for those
who had to learn a foreign language). Most stated that they were
satisfied with the quality of education they received abroad; it
was claimed that clinical training was insufficient, but that this
could be compensated for by an Amcrican internship. Many
comnlaints voiced by individual Americans who have been to
foreign schools related not to their education, but to a feeling of
discrimination on returning to the United States, in terms of jobs
available, licensing, and incorporation into the American medical
profession. One physician interviewed by the authors, remarked:
“l couldn’t get into an American medical school and felt
basically discriminated against. | then went to a medical school
in Switzerland and was discriminated against because | was an .
American. And then | came back and found it ditficult to get the
kind of internship | wanted. Now I’m in practicc |’ve also found

It difficult getting hospital staff privileges.”” We suspect these

feelings are general, although as yet confirmatory findings are
not available.

) The differences between an American medical education and
that of many countries abroad can be significant, and the
mechanisms of transfer into the U.S. system are still far from
easy. The Association of American Medical Colleges has set up a
coordinated transfer service, COTRANS, to help Americans
abroad transfer into American medical schools. Registered
students may take Part | of the National Board Examinations
(basic sciences);30 if they pass, they have a reasonable chance of
entering an American school. Many schools appear reluctant to
admit foreign transfer students because of the difficulty of
evaluating their performance.3! A total of 76 students trans-
ferred to American schools in 1969-70, chiefly into the third
year of medical education, most of them from schools in

22



Switzerland (Appendix Table E6). Such transfers are trivial
compared with the total number of Americans in foreign schools.
Transfers at a later stage of education are more difficult, and
are currently a cause of concern and complaint from American
foreign medical graduates. The ECFMG generally requires not
only the full completion of the medical educational requirements
in the country of medical education before granting eligibility
for its certification, but also that the candidate have reached the
point in his education where he is eligible for licensure in the
country of his medical education. Since some countries require
students to take an internship there before issuing, a license, and
since hospitals will not usually appoint physicians directly into a
residency, this means that American foreign medical graduates,
like their foreign counterparts, may have to take an additional
year of internship — in some countries comparable to an
American internship, but in others more like an undergraduate
clerkship - after receiving their dipluina for didactic work.
Mexico is one country with such a requirement and a place
where many Americans go to study medicine. Graduates of
Mexican schools must serve a one-year internship and 6 months
cf social service after medical school before being eligible for a
license; only then are they considered truly medical “graduates.”
having been thwarted in attempts to circumvent this require-
ment, six American medical students at Guadalajara have filed a
suit in the Federal Court for the Southern District of New York,
on behalf of all the American students at the University, charging
the AMA, the American Hospital Association, the ECFMG,and
the joint Commission on the Accreditation of Hospitals with
violation of the Sherman and Clayton Anti-trust Acts. They
maintain that the ECFMG’s policy of requiring foreign trained
physicians to reach the po:nt of licensure eligibilty before being
admitted to its examination discriminates against American
students in Mexico, by forcing them to spend an extra 2 vears

before being able to take an American internship. This in turn, it,

is alleged, is compounded by the policies of the AMA, the AHA,
and the Joint Commission which effectively penalize hospitals
which accept Americans from foreign medical schoois who do
not hold ECFMG certification, through loss of accreditation of
both the graduatz medical education program and the hospital
_itself. A decision in this litigation is still awaited.32
_ American foreign medical graduates have found support for
their cause from several states interested in attracting more
" doctors to both their public and private hospitals. New jersey
-has been in the forefront of this movement. In April 1971,
- legislation was passed in that state exempting American foreign
. .medical graduates from any internship or service requirements
" outside the United States and from ECFMG certification, a
" measure that was immediately appealed by the AMA. Similar
legislation is now on the books in Connecticut and California. In
addition, New Jersey has developed a new examination to
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32, In point of fact, the medical education
curriculum in Mexico is meant to be a six year
program, with the internship more nearly resembling
the clinical clerkship of an undergraduate medical
student in an American school. More often than not
it is the student’s first coniact with patients. The
ECFMG, commenting on these features, has argued
that if it were to allow Americans to fulfill only a
portion of the curriculum it would in effect be
making a qualitative judgment on the medical educa-
tion program in Mexico, which is not its function.
Such a measure woulu also, of course, discriminate in
favor of Americans and reinstate citizenship as a
component in determining fitness for patient care in
American hospitals.



replace the ECFMG. Lacking any change in policy on the part of
the AMA, most hospitals in New Jerscy have declined to take
advantage of the new law, Nevertheless, the issue remains of who
is to set standards for those coming into residency training. Is
this a matter of safeguarding hospital patients, selecting foreign
students for advanced specialist training, or providing prufes-
sional treatment for Americans?

The AMA has been the focal point of many of the pressures,
and its policy with regard to American foreign medical graduates
has been modified in light of them. As of july 1971, foreign
medical graduates are being allowed to substitute a year of
supervised medical training under the direction of a medical
school approved by the Liaison Committee on Medical Educa-
tion for the internship required by a foreign school. To gain such
i position, the student must pass a screening examination such as
Part | of the National Boards, the ECFMG, or the FLEX
examination. After successful completion of this supervised
clinical training, the student is eligible to enter an AMA-approved
graduate training program. While not nearly as permissive as the
New Jersey legislation, the new AMA policy, appealing as it does
primarily to Americans, is potentially an opening wedge toward
differential treatment for American citizens anid foreign nationals
graduating from foreign medical schools.

This confusion in direction reflects the general confusion in
physician education and manpower development in the United
States. As long as foreign medical graduates are seen and used as
a reserve pool to supplement a shortage of American medical
manpower, there will be .ittle chance for new approaches to
physician manpower, or for effective policies and planning in
terms not only of the absolute number of physicians, but also
their distribution, both geographically and by specialty. Hospital
staffing shortages are critical to the current situation. As long as
these can be met by the use of outside resources, there is {ittle
impetus to consider the role of the physician in the hospital or to
reevaluate the service versus the educational functions of the
internship and residency. For example, the development of
paraprofessional roles, such as those of the physician assistant
and nurse practitioner, is in a rudimentary state. Yet a clearer
concept of these positions could be a positive movc away from
total reliance on physicians for all the functions they are
currently performing. If such a situation developed,it might then
be possible to conceive of bringing foreign physicians to the
United States for educational programs which are geared toward
their necds and those of their home countries. For the moment,
the United States is able to avold coming to grips with many
educational and manpower problems through the use of foreign
physicians who flock enthusiastically to her shores. In such a
situation, both the foreign medical graduates and the American
public may be victims.
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QUALIFICATIONS, TESTING,AND LICENSURE:
THE ROLE OF PROFESSIONAL ORGANIZATIONS

2

A continuing difficulty in approaching the migration of
medical personnel is the variety of background and experience
represented by physicians from different schools and different
countries. In terms of immigration regulations,there clearly has
to be an occupational definition of “physician.” But the notion
that foreign medical graduates constitute a homogeneous group
breaks down in the face of individual realities: the diverse
abilities of persons from different countries, with differing types
of medical education, and unequal facility with the English
language. The throng of foreign trained physicians contains a
wide variety of potential talents: graduates of excellent medical
schools in English-speaking developed and developing countries;
the cream of a nation’s medical talent coming for further
education before returning to medical school teaching or

. research; American citizens who are undertaking medical educa-
tion in a4 foreign language, in ccuntries such as Mexico, italy, or
Switzerland; and graduates of large schools of varying quality in
both developed and developing countries throughout the world.
In addition, regardless of the innate ability and knowledge of the
practitioners, foreign medical graduates come from a wide
variety of cultural settings. - D

) While there is now suostantial information about the

- characteristics and distribution of the total pool of foreign
medical graduates in the United States, precise figures are not yet
available as to the professional intention of each new crop of
physicians who enter the United States every year. The majority
of foreign trained physicians undoubtedly come to this country
with the primary intention of acquiring further training. But, in
addition, a significant number seek to enter directly into some
type of professional practice in the United Siates; and these
presumably include many of the 29,000 physicians who entered
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. on immigrant visas in the 10-year period 1962-1971 (Appendix
Table A2). Even in the case of those physicians whose original
intention was to return home, the attractions of practicing
medicine in the United States can be strong. In any event, all
physicians in graduate medical training are at a convenient point
of entry into the American medica! professions. As a result, the
predominant reaction to the ‘“foreign medical graduate' from
the professional organizations of medicine, traditionally respon-
sible for physician competence, has not been one of controlling
numbers, nor even of reviewing the type and appropriateness of
their American education, but rather of designing measures and
tests to safeguard standards in American medicine.

Development of the ECFMG

The medical profession was clearly not prepared for the
influx in the 1950's of a substantial number of physicians trained
outside the United States or Canada. No overall selection
procedures existed whereby competence could be measured and
house staff chosen on the basis of some recognized criteria.
Compounding this difficulty was the fact that even interns and
residents engaged in direct patient care; thus, more than
educational questions were involved. A means of exercising a
degree of control over those who were to fill these positions
became a pressing professional concern.

There are two clearcut ways in which candidates can be
screened: by careful review of the education which led to the
MD degree or its equivalent, or by an independent examination.
The first in effect tests medical schools; candidates from
approved schools are accepted, candidates from unapproved
schools are disallowed. The second method tests individuals. In
lieu of an inspection of the medical school attended, each
individual is rated on the basis of scores on a standard test.

All American and Canadian medical schools are accredited
by joint professional committees; there is thus a continuing
watch on standards as a whole. In addition, the great majority of
American medical students now take Parts | and II of the
examination given by the private National Board of Medical
Examiners, the first usually after two years of medical school,

L .- - = .- ... 2. ""the second at the end of the fourth. This too acts as a
standardizing device. Such mechanisms are not available for
foreign schools. While medical schools tend to offer the same
types of curriculum, there is no international accrediting
committee, nor accepted reciprocal standards from one country
to the next. Any country attempting to measure the standards of
immigrating physicians, therefore, must develop its own list of
approved schools according to some criterion or require an
examination, :

The American approach began with an attempt to approve
foreign schools. Beginning in February 1950, the Council on
Medical Education and Hospitals of the American Medical
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Association and the Executive Council of the Association of
American Medical Colleges (AAMC) cooperated in the joint
publication of a list of foreign medical schools, whose graduates
they recommended for consideration on the same basis as
graduates of approved medical schools in the United States and
Canada. This list, which was designed primarily ‘to be of
assistance to licensing boards, was always qualified to the effect
- that it was tentative and not complete. Schools not on the list
were neither approved nor disapproved; information on which to
evaluate them. was simply insufficient.! It was further stated that
this list should not be considered equivalent to the granting of
approval to medical schools in the United States and Canada.
Ultimate responsibility for evaluating the medical credentials and
qualifications of individual foreign trained physicians, whether
from listed or unlisted schools, rested with those organizations
secking their services, not with the sponsors of the list.2

The method by which the list was compiled was haphazard
to say the least. Foreign medical schools were included in the list
strictly on the basis of information furnished by recognized
American medical educators who were able to visit these schools
during their travels abroad.3 No school could be included on the
list solely upon information furnished by the school itself, by its
graduates, or by any foreign government or agency. Fur-
thermore, the Councils were unable to maintain sufficient staff

to carry out appraisal visits, nor would they accept offers of

subsidized inspections for their representatives.4

It is not unfair to say that the list reflected the travel biases
of its compilers.5 Of the 39 schools listed only three were
located outside western Europe, despite the fact that a substan-
tial proportion of foreign medical graduates came to the United
States from developing nations.® Although the list was reviewed
each year until 1960, it reached its peak in 1954 and no new
schools were added after this time.

It became increasingly apparent that it was impossible for
the two Councils to acquire and maintain continuing and
adequate knowledge of the educational programs of all foreign
medical schools whose students come to the United States for
graduate medical education. To begin with, the vast majority of

" foreign trained physicians entering the United States were from
- schools not on the list. Furthermore, the list itself had certain
built-in drawbacks. The method of evaluation excluded those
physicians who graduated from schools offering sound education
in medicine but whose programs had deteriorated during or after
‘World War 1, while at the same time aiding those doctors who
graduated from what had previously been a weak schoo! that by
then had a strong medical program.? Finally, the notion of
evaluating schools rather than individual accomplishment was
recognized to be unsatisfactory.
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1. “Medical Education In the United States,”
Journal of the American Medical Association, 161
(1956), 1661,

2. Ibid., 159 (1955}, 601

3, 1bid., 161 (1956), 1661.

4, Ibid., 156 {1954), 16S.

5. The final listing of recommended foreign
medical schools included four schools in Belglum; one
In Brazli; one in the People’s Republic of China (this
recommendation appiled only to those indlviduals
who had been awarded their MD degrees up to and
including the class of 1943); one in Denmark; two in
Finland; one in Lebanon; four in the Netherlands;
one in Norway; three In Sweden; five in Switzerland;
and 16 In the United Kingdom. /bid., 159 (1958},
602,

6. According to J. E. McCormack and A. Feraru
(“Alien Interns and Residents in the United States,”
Journal of the American Medical Assoclation, 158
(1955), 1357-60), the 12 countries having the largest
number of foreign medical graduates in the United
States during 1954-1955 were Philippines (776),
Canada (520}, Mexico (425), Germany {323), Turkey
(253), taly (242), Cuba (184), China (170), India
(165), Korea (151), Greece (144), and Japan {139).

7. “Medical Education,” (1956), 1661.



8. The ECFMG was Initially called Evaluation In 1954,a Cooperating Committee on Graduates of Foreign
Service for Foreign Medical Graduates. Medical Schools, including members of the AMA, the AAMC, the

9, “Bylaws of Educational Council for Foreign . .
Medical Graduates (As Amended through July 14, AHA, and the Federation of State Medical Boards, was formed.

1969),” Annual Report 1970: The Educational Coun- While recognizing America’s responsibility to share its educa-
cil for Foreign Medical Graduates, 2. tional advantages, the Committee felt that its primary concern

10, “The Present and Future Status of Foreign must be with the quality of medical care in the United States; in
Medical School Credentials in the United States,” order to insure that medical care continued at its present high
Journal of the American Medical Association, 167 calibre, all foreign trained physicians should be able tu give

(1958), 1526 . evidence of having reached a level. of medical knowledge

comparable to that achieved by physicians trained in the United
States and Canada. The primary objective of the Committee,
therefore, was to create a mechanism for measuring educational
attainment independent of a thorough and continuing knowledge
of numerous foreign medical schools. Instead of attempting to
appraise the educational programs of hundreds of foreign
schools, it was deemed more sensible to evaluate the medical
qualifications of individual foreign medical graduates. 1n 1956,
the Cooperating Committee endorsed the concept of an examina-
tion program and set up an organization, the Educational
Council for Foreign Medical Graduates (ECFMG), to organize and
administer this.8

The intent was two-fold: to assist in preserving the high
standards of health care in the United States by determining the
competence of individual foreign physicians, and to facilitate the
entry of those of proven ability who were ready to benefit from
the unique qualities of graduate education in American hospitals.
The by-laws of the new organization made these objectives
explicit. The ECFMG was to serve the public interest through the
establishment of a program of education, testing, and evaluation
of foreign trained doctors, in order to insure that these
physicians were properly qualified to assume the responsibility

.for patient care in an American hospital. At the same time,it was
to promote and expand graduate ¢ducational opportunities for
foreign medical graduates, thereby assisting these doctors in
raising the level of medical care and education in their countries.
Toward this end it was to disseminate information concerning
programs, requirements, and procedures for internships and
residencies in the United States, so that foreign physicians might

R 7 " be in a position to receive maximum bencfit from these
programs.? It was not intended, however, that the ECFMG
should act in any way as a placement agency. ndividuals were to
continue to make their own arrangements with the hospitals,10
The first examination was given in March 1958, and they have
been given semi-annually since then.

The AMA took two important policy positions which greatly
helped the establishment of the ECFMG. First, in 1958, the
AMA and the AAMC announced the withdrawal of their list of
recommended foreign medical schools, effective January 1,
1960. In lieu of this list, it was recommended that certification
by the ECFMG be accepted as evidence that the applicant’s
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medical knowledge was comparable to that of uates of
approved American and Canadian medical schools.! © Luring the
interval between July 1958 and January 1, 1960, both forms of
recommendation would be honored.?2

Second, the AMA stated that after July 1, 1960, no hospital
should expect to maintain an approved internship or residency
program unless its appointees who were foreign trained either:
(1) had a full and unrestricted state license to practice; (2) were
in their final six months of training; (3) had secured certification
from the ECFMG; or (4) had been given a contingent appoint-
ment for not more than 6 months based on their having been
accepted for the September 1960 ECFMG examination. Any
extension of the appointment beyond December 31, 1960 would
depend on certification by the ECFMG.13

This announcement carried considerable weight. Experience
in an approved graduate educational program is necessary for a
physician to become a candidate for the examination of one of
the 20 American specialty boards, and thus (if successful) to
receive specialist certification. Almost all states require candi-
dates for licensure to have completed an approved internship.
Approval as a teaching hospital also carries with it a certain
prestige for the individual hospital. Thus, the accrediting process
for graduate medical education could be used effectively to
enforce the employment of foreign trained physicians with the
ECFMG certification. Only recently, as will be discussed, has this
chain of authority been challenged. In addition, the AMA’s
endorsement of the ECFMG was joined by the American
Hospital Association (AHA); future hospital registration by the
AHA would be dependent upon meeting these requirements.

Nevertheless, implementing the policy was somewhat more
difficult than merely enunciating it, and considerable complaint
was heard from the hospital administrators. The latter estimated
that 15 percent of the foreign trained physicians in the United
States would have to return home after June 30, 1960, because
of their failure to secure ECFMG certification.!4 As a result,
these changes did not go into effect until July 1, 1961, a year

later than originally intended. Once implemented, however, the -

policy was largely effective. All interns and residents had to have
- the ECFMG certificate. :

For hospital administrators, the development of the ECFMG
examination was a mixed blessing. While not disagreeing with the
principal of an examination to evaluate individual competence,
many objected to the restrictions which were put on whom they
could appoint to house staff positions. As one New York
hospital administrator put it: “The ECFMG should simply
publish the results and let the hospital decide whether it wants a
man who got a score of, say, 50. In my opinion, it's better to
have a poorly trained intern than no intern at ail.”!3
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11. 1t Is interesting to note just how fong use was
made of this outdated list. As late as February 1967,
an AMA survey of the state boards found that a few
states continued to use the list, If a candidate in these
states was a graduate of one of the schools on the list,
he was - - :pted for examination, If his school was
not on i..z list, the board was inclined to search the
school’s curriculum and credentlals, In addition, four
boards, Connecticut, Kentucky, Maine, and Minne-
sota, maintained thelr own lists of acceptable foreign
medical “schools. Clearly, efforts to regularize the
situation of foreign medical graduates have been
made more difficult because of the autonomy of the
state boards. ‘‘Medical Licensure Statistics,” Journal
of the American Medical Association, 200 {1967),
1084,

12, “Present and Future Status,” 1527,

13, Councll on Medical Education and Hospitals,

“Policy for ForelgnMedical Graduates,” fournal of the
American Medical Association, 172 {(1960), 1045,

14, E. Kirsch, “Proposed Modification of For-
eign Physiclan Program, A Program to Facllitate
Certification of Forelgn Physicians So That They May
Serve as Interns In the U.S.,” fournal of the American
Medical Association, 176 (1961}, 603,

15. L. Hoffman, “Forelgn Graduates: What's
Being Done to Make Them More Helpful to You in
the Hospital,” Medical Economics {1960}, 110.



16. Ibid., . 105. Predictions of an intern shortage if ECFMG certification was
‘}7- L. R. Chevalier, “The Foreign Doctor Dilem- required were wide spread. According to the New York Hospital
ma,"’ Medical Economics (1961), 114, Council, this would not be a major problem for uni.ersity
' affiliated hospitals, but the nonaffiliated ones might weil be in
serious difficulty.!6 1f these hospitals were not able to obtain an
adequate supply of interns and residents, the work they normally
did would have to be done by someone else — presumably
someone fully trained. Thus, if the number of foreign medical
- graduates on staffs were cut, the cost to patients for hospital care

could be expected to rise.

But the hospitals were concerned for ceasons other than
economics. There was a strong feeling that the quality of patient
care was as likely to suffer in an under-staffed hospital as in one
that had foreign trained physicians who could not reach the level
of ECFMG certification. According to the director of a Paterson,
New Jersey hospital: “It's easy to sit behind a desk in Chicago
and frame ideals about quality of care. But a supposedly
norqualified doctor can put on a tourniquet and give the usual
drugs and plasma for shock to tide the patient over until an
American trained doctor gets there. And that's better than
having the patient die.”17 The quote encapsulated the crisis in
American medicine. Chauvinism, Flexnerism, and paraprofession-
alism were all at stake.

However imperfect it might be, and viewpoints on this
varied, the formation of the ECFMG represented the first
attempt on the part of the medical profession to develop a policy
toward foreign medical graduates. This was largely a negative one
of exclusion and restriction, however, with poor doctors being
kept out through the traditional means of a testing system. With
respect to standards, the establishment of the ECFMG was a
recognition that the uncontrofied entry of foreign trained
physicians could jeopardize the quality of health care in the
United States and a denial of the hospital administrator’s view
that any doctor was better than none. The ECFMG was never

cme- =0 - -- oo oo - intended to be a panacea for all the various problems attendant
on the rapid influx of foreign trained physicians. o

Unintentionally, the new examination emphasized the
dilemma of the foreign graduate in American graduate medical
education. The ECFMG might take as its primary measure the
candidate’s potential for learning during his American experi-
ence, but linked to this — because of the very nature of the
residency as an apprenticeship — was the possible harm he might
do to patients in hospitals in the United States. Supervised
education and service could not be distinguished.
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Function of the ECFMG

The ECFMG has developed fronmi its relatively modest
~ beginnings in 1957 to a major professional regulatory organiza-
tion. Its examination is given in 42 centers in the nited States,
4 in Canada, and over 120 centers in other countries (Appendix
Table C1). By the end of 1971, more than 144,000 foreign
trained physicians had sat for the examination, of whom slightly
less than 95,000 had ultimately passed (Appendix Table C2).
t"“imately is an important qualification. Applicants are allowed
unumited opportunity to take the examination. Thus the overall
rate of success is 65 percent, whereas the pass rate for any
particular test is appro..imately 38 percent. Some physicians take
the test at 14 or more sittings. The total number of candidates
sitting the examination is now almost 30,000 a year. The
ECFMG is thus handling mcre candidates than its companion

organiz "‘an, the National Board of Medical Examirers;in its -

three-pa:t examination for U.S. medicsl students and gradu-
ates.!8
The. development of examination centers abroad his allevi-

ated the sometime: desperate situation of foreign physicians

coming to the United Staies belore having passed the ECFMG
examination. Because candidates n.ay take the examination as
often as they wish, there is . continuing pool of repeat
candidates for each e:ami' ' :n (about 40 percent). What
happens to repeatedly unsuccessful candidates, particularly those
already in the United States, deserves careful examiration, for
the present requirement of ECFMG certification for ivouse staff
appointments and most of the state licensing examina*ions
effectively bars these candidates from working as c'inicians. Of
the 30,000 examinations taken at the two sessions in 1970, more
than 22,000 were conducted abroad (Appendix Table C3). There
- still remains, however, a shifting group of 4,000 ¢ 5,000 foreign
trained physicians in this country who appear at U.S. examina-
tion centers and who ar¢ presumably in jobs in laboratories and
in other roles which do not involve responsibility for patients. In
passing it should be remarked that while many in the group will
eventually pass the ECFMG, they represent ine equivalent of the

total annual output of physicians from_several underdevelcped

countries.
To pass the examination,candidates have to score a grade of
75 or higher in a muiltiple-choice medical test, pass an English
- test, and produce acceptable credentials as to their education and
- training. In recent years the passing rate on the medical portion
_has been between 32 and 46 percent (Appendix Table C4).
The ECFMG is thus acting as a potent screening test (even
though its standards are still lower than many would like). The
English test is also of the multiple-choice variety, with the
candidate responding to questions in a narrative preseiced in
spoken English. The inability to speak fluent English has been
one of the more frequent criticisms made of foreign trained
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Board examinations; the ECFMG examinations, also
hassd on Nationa! Board materials, handied 29,890
candl)dms. National Boerd Examiner, 18 (March
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19, A. Foraker, A Positive Approach to the
Foreign Pathology esideni,” Archives of Pathoiogy,
88 (1969}, 453-54,

20. J. N. Haug, B, C. Martin, Foreign Medical
Graduates in *he United States, 1970, S.

21, A. Sutnick, “The Trairee from Abroad,”
Annals of Internal Medicine, 68 {1908}, 1127-28.

22 S. Ovcorstreet, “Foreign Medical Trainees,”
Journal of the K:ntucky Medicai Association, 68
(1970), 115-16.

physicians. Interestingly, however, most candidates pass the
ECFMG English test; the pass rate was over 90 percent in
September 1970. As might be expected, candidates who passed.
the medical test did rather better on English than those who
failed.

What one makes of this ucpends on a varicty of factors.
Testing to determine language ability, parsicviarly the kind of
idiomatic, spoken English with which the interns and residents
will have to deal, is a highly specialized ptocess, and one, it
should be underscored, which is not the primary purpose of the
ECFMG. Whereas it Is clearly the underlying responsibility of the
ECFMG to test medical competence and to determine a basic
knowledge of English, it is more appropriately the job of the
employing hospital to ensure that its house staff can effectively
communicate with patients. A few hospitals have in fact
attempted to provide solid teaching of English as part of the
house staff program. For example, to avoid the danger of foreign
physicians without a good command of the language being
“more or less sloughed off into a corner and told to look at
slides,” the pathology staff in a Jacksonville, Florida hospital
developed a system of deliberate language training, including a
rule that only English would be spoken in the hospital, close
individual supervisicn and review of house staff, and a require-
mont that house staff dictate (rather than write) their findings.1?

But languags remains a fundamenta: obstacle. Only 7.6
percent of the total foreign medical graduate population in the
United States come from countries where English is the primary
language.20 The hospitals thus nave a de facto responsibility to
give or to arrange language training. Unfortunately, few have
done so. A survey of hospitals in Philadelphia in the late 1960%
found that at least one-half of the 700 foreign trained interns
and residents in that ar:a would have benefited from one or
more language courses and that the great majority were not
gefting them,21

That the English language vannot be autnmatically absorbed

" from conversations on the wards (even if this were desirable) can
be illustrated by a recent editorial on the high failure rate of
foreign medical graduates in the licensing examination in
Kentucky. The editorial noted the inability to understand
English as a factor in the failurc rate22 — even though applicants
for the Kentucky license must have completed at least 5 years of
training in the United States in an institution approved by the
licensing board and be U.S. citizens. What languages were the
applicants using during their 5 years in training? Such comments
raise questions not only of the responsibility for language
education, but also about the peculiar culture of American
hospitals {perhaps a reflection of a general depersonalization of
Americain medicine), which rates personal communication as of
little importance to patient care, and education of graduate
students as a matter of laboratory tests and the acquisition of
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other “scientific” techniques, These questions should be laid at 23. This requirement m-y sound simple. It
the doors of the empioying hospitals and their medical staffs, should be noted, however, *hat candidates who have
however, rather than it those of the ECFMG. taken the examination several times may ,have spent a
In contrast to the ECFMG’s English test, a minimal screen to ;lgni,f:::n:oiunn‘\t;:lxl:eﬁ:; ::::;?::::;:n:a‘sn:"g: (l:;
eliminate those v/ho clearly cannot comprehend spoken English, $65, and each subseqt ~* examination one of $45.
the me-tical to¢t and evaluation of credentials are ambitious. As a
general policy, the ECFMG require: that each candidate have
passed Loth parts of the examination, have successfully fulfilled
the complete medical curriculum required by his medical school
or ine country in which it is located, and have completed
satisfactorily all of the educational requirements for a full and
unrestricted license to practice mec.wine in his country of
miedical education. These requireinents are equall binding on all
foreign medical graduates r~gardless of citizenship or nationality.
A successful candidate usually first recelves an interim certifi-
cate, valid for 6 months once he is in the United States, Caiada,
or Puerto Rico. To obtain the standard certificate, the candidate
must clear his financial account.23
Candidates are not supposed to sign a contract of employ-
ment with a U.S. hospital until they have received an interim or
standard ECFMG certificate. In applying for such a post, the
candidate may send the hospital a photocopy of the letter from
the ECFMG stating that he has passed the examination, even
though the check of his credentials may not be complate. There
is thus a delay of at least several months between the
examination and a hospital appointment. I n theory, the candidate
first passes the ECFMG, then writes to U.S. hospitals (using as a
basis the AMA’s annual Directory of Approved Internships and
Residencies or direct personal contact). He may then have to
wait further for the ECFMG to document his credentials, gain an
employment contract, and obtain avisa for the United States.
The time lag involved means that there is at any one time a
pool of successful ECFMG candidates who have not yet arrived
in the United States. Thus, any restrictive change in ECFMG
requirements would not be immediately effective. For example,
11,916 candidates (most of whom were abroad) passed the
medicdl test in 1970, but only 5,436 standard certificates were
issued in that year, almost all to physicians who were by then in
the United States or Canada. - Coo
The majority of . CFMG certificates are now being granted
to graduates of developing countries. The biggest single group of
certificates awarded in 1970 was to graduates of schools in India
(791 certificates), with the Philippines second (366); these two
countrics accounted for over one-fifth of the ECFMG certificates
" in 1970. Other countries ‘vith relatively large numbers included
~ Korea (229), the United Arab Republic (278), the United
~-Kirgdom (220), and West Germany (203). One-fifth (1,080) of
all the standard certificates issued in 1970 were to physicians ir.
“the state of New * ork. Other relatively large importing states, in
- descending order, are lllinois, Ohio, Maryland, New Jersey,
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24. “FMG Certification Warning,” - American Pennsylvanii, and Massachusetts, each of which attracted more

Medical News, March 8, 1971, than 200 foreign medical graduates with new ECFMG certificates

25. “AMAgrams,” Journal of the American Med- i 1970, These 7 states accounted for over 50 percent of all the

ieal Association, 207 (1969), 451-52. ECFMG certificates issued to physicians in the United States in
1970 (Appendix Table C6).

The ECFMG, as a screening examination for hospitals,
cannot be held personally accountable for physician manpower
distributions in other countries, any more than it can in the
United States. But the ECFMG has acquired quasi-public
importance in American medicine through the recognition of its
certificates by other agencies; specifically, the Residency Review
Committees of the various specialties and the AMA Council on
Medical Education. As has been noted, removal of approval for
internship and residency training seriously jeopardizes the
position of the hospital in attracting house staff, in addition to
lowering its professional standing.

It is interesting to note, however, that as late as March 1971
the Council on Medical Education felt compelled to issue a
warning to hospitals, state medical societies, and state licensure
boards about the seriousness of appointing foreign medical
graduates without ECFMG certification to graduate educational
programs. The statement cited *'repeated episodes” of individuals
receiving certification and subsequently requesting credit for
time spent in training programs prior to certification. Yet the
requirement for internship and residency positions are distinct

- and unambiguous on this matter: ECFMG certification, a full

and unrestricted state license to practice, or, in the case of

American foreign medical graduates, provisional possession of a

- state license, to be issued upon the successful completion of an
internship or residency in that state.2 Without speculating as to

the intent of such practices, a warning of this nature would

appear to indicate a significant effurt to circumvent the ECFMG.

The Joint Commission on Accreditation of Hospitals (JCAH)
is a second, largely professional group with enormous influence
over hospitals. One reason used by the JCAH for nonaccredita-
tion is the employment by hospitals of foreign medical graduates
without license or ECFMG.25 Since accreditation is necessary
for hospitals to participate in the large governmental Medicare

L L _ . __ _ program, this kind of recognition is a potent force. Most state
licensing boards require foreign medical graduates to hold the
ECFMG certificate as a prerequisite for licensure. In addition,
the majority of the specialty certifying boards also expect
foreign graduates to hold the ECFMG certificate. It is true that
the requirements in some cases state the possession of the
ECFMG or the National Board cert:ficate, but since the foreign
graduate is specifically excluded from the examinations of the

latter, the result is the same. The American i{ospital Association . -

also supports the ECFMG certificate, both in policy statements
which stress its “*material assistance to iiospitals by screening
foreign medical graduates and identifying those who are compe-
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tent to - -« patient care activities in our hospitals,””26 and in 26. Quoted in Annual Report 1969: ECFMG,

the mo . -angible professional activity of refusing to allow 29'30.; Seo: P. C “An U ved Problem f
reie ate ccrtificate 27. See: P. Crane, n unresolve robiem for
hosl)pjtals" whicg empl:y fo;e:::n iradlff tcis without the Developing Countries: Korea as Exhibit A,” Journal
to be registered members of the Association. of the American Medical Association, 209 (1969),
'n a“ these I'GSPOCts, the ECFMG CertiﬁCdle asts as a kind of 2039-4]; B. Pasamanlck’ “American International
“license” for forelgn medical graduates to practice as interns and Medical Immorality,”’ American Journal of Orthopsy-
residents in U.S. hospitals, and to move from these positions into Ch/af;z, ‘;0(19;?). 11;13. e role and function of
: : : . : . For a discussion on the role and function o
lnfiepetl_dent practlce.‘As with other forms o:; license, it tests at a the National Board, see John F. Hubbard, Measuring
mlnir.ne‘n level, hopefully sc-reening o.ut the patently unsafe Medical Education: The Tests and Procedures of the
practitioner, but not pretending to certify excellence or to act as National Board of Medical Examiners (Philadelphia,
a manpower policy-making body. From time to time it has been 1970).

suggested that reglonal quotas be established for the number of
ECFMG certificates issued,27 or that the ECFMG should stop
certifying specialists from countries with physician-population
ratios of, say, less than 1:2,000. These suggestions, if acted on,
would change the nature of the ECFMG, making it more of an
immigration-control organization on the one¢ hand, and an
educational planning unit on the other. But while the ECFMG
has been involved since 1963 in a number of informational and
advisory services for foreign physicians, and is now making a
substantial financial contribution to the ‘new Commission on
Foreign Medical Graduates (which is studying the effects of
existing policies and programs), there has been no indication that
it wishes to go any further than this.

As it is, the ECFMG is in a position rather similar to that of
the National Board of Medical Examiners, another private testing
organization with substantial derivative authority. Both will
inevitably be forced to evaluate tie uses being made of their
certificates and the alternative channels for regulation in unsatis-
factory educational and manpower situations. The reduction of
graduate educational positions in U.S. hospitals, in terms of both
absolute numbers and in their distribution by specialty, would
clearly have a substantial impact on the importation of foreign
physicians. So would any attempt to make medical schools
directly responsible for foreign graduates. So, too, would
restrictions in the immigration laws and visa regulations. As in
much of the debate over foreign physicians, however, the
arguments tend to be circular, of the “‘pass-the-buck” variety. At

- present the ECFMG is a major vehicle for criticism of the - -~ - - -- - S e S
“foreign medical graduate situation” — perhaps for the reason
that it is a national, centralized (and efficient) agency, with high

~ visibility, It is, morcover, in a strategic position to effect change.

The ECFMG, National Board, and Licensing
The existence of two private examining agencies, one for
American graduates, the other for foreigners (including American
- -graduates of foreign medical schools) has itself been a cause of
concern. The relationship between the ECFMG and the National
Board is close, with the National Board's own pool of questions
being drawn upon for both sets of examinations.28 But the
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29, “Committees of the House of Delegates: ECFMG has always been an independent organization, and the
Council on Medical Education,” fournal of the lines between it anu the National Board have rec :ntly become
Americar‘)' Medical Associat,i’or 198 (1966), 437, more distinct. As early as 1954, the National Board agreed to
We dz?,'" g’;’,"ﬁ&"%";‘:;.h:;w England Journal of  unis admission to iis certifying examinations to graduates f

31. National Advisory Commission, Report, 74,  approved medical schools in the United States and Canada.

’ Foreign traiied physicians are thus automatically excluded from
these credentials. Until 1969, the National Board acted as the
agent for the ECFMG, setting up test centers and administering
the examinations. The increasing volume of candidates for bath
organizations led to these functions being separated in July of
that year. There is thus a separate system of ciedentialing for
U.S. and foreign trained physicians.

The two examination systems are struciured very differ
ently. The National Board provides a progressive series of three
“examinations for American and Canadian medical studeats,
usually taken after the second and fourth year of medical school,
and after a year of post-graduate internship., The ECFMG can
ex2mine physicians only after their basic medical educa ion.
Instead of providing the equivalent of the 6 day series of the
National Board tests, which altogether are commonly used as a
basis for licensure, the ECFMG offers a 1 day screening
examination (supposedly the equivalent of Part Il of the
National Board examinations) that is designed not for licensure
but for readiness for graduate education in the United Status.
The purposes of the twn systems are thus basically distinct.
How the ECFMG results actually compare with those of the
National Board has been a subject of much debate. Rumblings
that the ECFMG certifies at a lower level of competence than is
expected of American graduates led tu a statement in 1966 from
the AMA Council on Medical Education, the ECFMG, and other
groups that “agencies in the United States concerned with the
medical qualifications of graduates of foreign medical schools
consider certification by the ECFMG as evidence that recinients
of such certification have medical knowledge at least comparable
. to the minimum expected of graduates of approved medical
- : . . schools in the United States and Canada.”29 But the rumblings
' were not quieted. In a rather bitter series of letters in the New
England Journal of Medicine in 1967, several foreign trained
physicians aired their grievances concerning the differing treat.
ment given to U.S. and foreign graduates by having separate-but-
equal examination systems. One physician teaching in a New
York medical school pointed out that the fact that he had
graduated from a Swiss and not an A:nerican meuical +~nool
meant that he could act as an examiner for the National soard,
but not be a candidate.30 Yet another criticism of this dual
testing system came from the 1967 Report of the National
Advisory Commission on Health Manpower, which recom-
mended substituting Part Il of the National Board examina-
tion for the ECFMG.31 Nothing, however, has come of this up
to the present.
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The intrinsic labeling process involved in having the two sets
of examinations — one for foreign medical graduates {including
Americans trained abroad), the other for domestic graduates —
has been a matter of some concern. Neither the ECFMG nor the
National Board is a licensing agency, and they have no direct
influence over the state medical examining boards. But the
existence of two exaininations makes it possible for a state to
allow American graduates to be licensed on the basis of National
Board qualifications (i.e. by endorsement, with or without
additional examinations and requirements), but not give similar
endorsement for the ECFMG. While the whole licensing system,
even for American graduates, is fraught with provlems of
interpretation of the state variations, licensure by endorsement
of credentials or reciprocity is relatively widespread.32 In
contrast, the foreign medical graduate usually starts from scratch
in each state. Derbyshire’s survey (1969) of the 25 states which
refused to license foreign medical graduates by endorsement of
other qualifications included the question, “If a world-famous
medical scientist or professor, a foreign graduate, applicd for
licensure by endorsement would you make an exception for
him?" The answer for 22 of the states was a flat “No;” all had to
take the state examinations.33

The variations in requirements among the various jurisdic-
tions are summarized in Appendix Table C9. They have been
amply criticized by Derbyshire.34 The ECFMG certificate is
required in 47 jurisdictions. Eight boards require physicians to
have full U.S. citizenship, and another 32 required a declaration
of intent. Until recently, several states also required citizenship
within a specified period. Virginia still automatically voids the
license if citizenship is not acquired within 7 years. Citizenship is
thus apparently recognized by the examining boards as a
necessity for effective medical practice (in part a heritage of the
restrictive requirements built into licensing in the 1930').
California takes this implication to its logical extent. It requires
less of a foreign trained physician who happens to be an
American citizen than it does of a foreign naticnai. The latter
must hold an actual license to practice in his home country,
while the American need not even get to the educational point
where he could be licensed if he were a foreign national. This
practice has reportedly brought about threatened legal action by
the government of the Philippines, charging that the California
licensing law discriminates against foreigners.35 S

A number of boards require more than 1 year of interaship
(the usual requirement for American trained physicians), and
several specify graduate education in the state. Louisiana, which
has reciprocal agreements with most other states for American
..and Canadian graduates if the candidate has 1 year of internship
.or experience, provides no similar reciprocity for foreign
graduates; the latter must take an examination, have passed the
- ECFMG, and have had 3 years of graduate training, of which 1
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32, Altogether, 27,068 licenses were issued to
physiclans in 1970, Of these, 17,733 were on the
basis of reciprocity or endorsement. “Medical Licen-
sure Statistics, 1970,” Journal of the American
Medicatl Association, 216 {1970), 1784,

33. Robert C. Derbyshire, Medical Licensure and
Discipline In the United States {Baltimore, The Johrnis
Hopkins Press, 1969), 144,

34, Ibid., 143-49,

35. The requirement of citizenship imposed by
some boards and some state licensing agencles may
well be unconstitutional as the result of recent iegal
decisions. {n particular, in Graham v. Richardson, 91
S. Ct. 1848 (1971), the Supreme Court unanimously
held that states could not discriminate against aliens
with respect to welfare laws. Mr, justice Blackmun, in
speaking for the court, conceded that under the
principles of "‘equal protection” states had discret.on
to classify on “a reasonable basis.”” But the Court’s
decisions have established that classifications based
on alienage, like those based on nationality or race,
“are inherently suspect and subject to close judiciai
scrutiny.” His further reasoning suggests that the
Supreme Court, as presentiy constituted, would not
look favorably on citizenship requirements by public
agencies such as state medical licensing boards or
quasi-public agencies such as specialty boards. On a
rather different basis, the Supreme Court of Alaska
struck down the citizenship requirement for admis-
sion as an attorney (Application of Daiil Park, 1971);
cf. the Supreme Court of Connecticut (Application of
Fre’ La Poole, 1972).



36, “Licensing Rules Said to Plague Foreign MD year must be in Louisiana. It is not surprising that foreign trained
School Graduates,” Medical Tribune, November 16, physicians feel discriminated against. Indeed, the maze of
1970, requirements for licensing, sometimes involving a loss of five

years of professional practice while awaiting citizenship, was a
major topic for complaint at a meeting of the new American
Association of Foreign Medical Graduate: at the end of 1970,36

In addition, a number of states offer limited licenses or
educational permits in large part as a means of waiving licensing
restrictions for employing institutions which seek the services of
foreign medical graduates. In Alabama, for example, a limited
license is available for foreign trained physicians teaching at the
University. Connecticut and several other states require forcign -
medical graduates to have a temporary permit to serve as an
intern or resident in the state. West Virginia issues an annual
license to foreign medical graduates working in state hospitals
(whick do not require the ECFMG examination) and in private
hospitals {(which do); a distinction is thus made as 1o relaiive
basic quality between these two types of institutions, presuma-
bly to meet the former’s greater staffing needs. And so on.

The injection each year of several thousand foreign trained
physicians into the state licensing system has thrown into relief
the rather unreal function of the licensing system as presently
operated. In 1970, candidates before th. state examining boards
numbered 12,087 physicians. About one-half of thcse (6,124)

-were foreign medical graduates (Appendix Table C10). The
licensing system supposedly tests a physician’s competence.
American graduatcs are able to take the examination after only a
vear of graduate education, however, even though they will not
be regarded as fully trained until three or more years of graduate
education have been undertaken. in fact, the examination
primarily tests a candidaic’s basic knowledge of medicine; in
some respects it is a gauge of his undergraduate education rather
than his fitness to practice in his chosen specialist area.

For American and Canadian graduates, success in Part {1} of
the National Board .xaminations provides a gauge of a candi-
date’s abilities at the point of licensure. There is no equivalent
for foreign medical graduates since they are, at least at present,
-excluded fromi the National Board examinations. The ECFMG
examination (paralie! to Part il of the Nat|onal Boards) was not
designed with licensure in mind. -

As a result, most state examining boards rely on the
performance of foreign medical graduates in licensing examina-
tions. State boards are iwt usually generous about admitting
foreign medical graduates without examinaticn, even when the
physician has already received a license in another state. in the
years 1966-1970, only 535 of 11,299 licenses issued to foreign
trained physicians were by reciprocity and endorsement, the
majority in New York. In contrast, the great majority of
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American trained physicians received licenses through endorse- 37. A sidelight on the convolutions of licensure
ment of their National Board qualifications or through recogni- - is a legal case, Lindsey v. Michigan Mutual Liabllity
tion of a license in another state. The relationship oi licensing to Insurance Coy, (156 So 2d. 313, La 1963). In this

. . \ case, 2 Mexican-trained intern was sued by a patient
the Nationa! Board examination is thus clearly different from for negligence. The patlent also sought to find the

that of the ECFMG, and statements about their equivalency — as hospital negligent in appointing a graduate from a
presently utilized - can be misleading. Mexican school who was not a citizen and could not

Quite clearly, there is a difference in purpose between a qualify for i"license to practice, sut this plea was
screening examination that helps hospitals choose qualified disapproved. “Law and Medicine," Journal of the

American Medical Association, 214 {1970}, 209,

house staffs, and a thorough examination for full licensure 38, Derbyshire, Medical Licensure, 146.
designed to protect the general public. In theory, house siaffs 39. Nation:! Advisory Commission, Report, 74.

work under supervision. The license, in contrast, is supposedly a 40. ECFMG, Annual Report 1970, 12,
sign that the physician is ready for independent work. Thus the ) .
degree of responsibility for patient care is t.chnically different,
although it is very difficult to be precise. On the one hand, house
staff are clearly engaged in patient care.37 On the other, the
license, examining physicians after only 1 year of graduate
training rather than after the 4 or 5 years necessary for the
acquisition of specialist techniques, is not examining the level of
competence required for specialist practice. Within this frame-
work, there has been a continuing difference of opinion between
hospitals and state examining boards over the purpose of the
ECFMG examination, the latter taking the view that the ECFMG
“still feels primarly obligated to the hospitals.’*38
in turn, the hospitals would suffer if, as was suggested by the
National Advisory Commission on Heaith Manpower, the passing
score for the ECFMG were raised from 75 to 80.39 So, of
course, would many hundreds of physicians aspiring to specialist
training in the United States. Only 12 percent of the candidates
sitting the ECFMG examination in February 1969 would have
passed, instead of the 38 percent who attained the passing score
of 75.40 If standards were raised, the pool of potential house
staff for American hospitals would be substantially reduced. (In
addition, assuming the score of 75 is indeed equivalent to the
passing score of the National Board Part Il examination, such a
move would be discriminatory, requiring more of foreign than of
American trained physicians). There is thus a continuing discrep-,
ancy in expectations between the licensing agencies and the
hospitals. The ECFMG stands in the middle. ' Coe o
One potential instrument for rationalizing the thorny prob- - .. S ST N
lems of licensing is the recent development of a movement to = - - '
standardize state requirements for licensing through a common
federal examination. Aware of the problems of state variations,
for those who have passed the National Board examination as
well as foreign medical graduates, the Federation of State
Medical Boards established a new Federation Licensing Examina-
- tion (FLEX) in 1968, designed specifically as a standard test for
- licensure in the states. FLEX draws on the National Board's pool
“of questions and has been developed closely with the Board. In
_effect, it combines the three parts of the Natlonal Board
examinations which are now taken over a time span of about
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41. Derbyshire, Medicul Licensure, 144, three years {Part |, basic science; Part 11, clinical science; Part 11i,

42. In 1970, FLEX was administered to 4,032 (3506 and clinical judgment) into asingle, 3 day examination.
e O o o 7o Jomar of e Unlike the National Board tests, which begin in medical school,
American Medical Association, 216 {1971}, 1806. FLEX is designed for physicians who are in house staff positions
or in practice {c.g., a physician desiring to move from one state
to another).

In theory, the new examination offers a standard test of.
competence for both American and foreign medical graduates.
As FLEX becomes widely adopted by the states, it could have
two important implications for foreign trained physicians. First,
it would clarify and ease the licensing requirements for for-
eigners, and facilitate geographical mobility. Second, it would
release the ECFMG from the responsibility of bemg the sole
standard setter for foreign trained physicians.

By the end of 1971, the FLEX program had been adopted
by 29 states for use as their official board examination. One
further state will begin using it in 1972, and other states are
expressing interest. It appears that FLEX will indeed become a
standard test for licensing for those without the National Board
examinations. The latter will be recognized as the primary
vehicle for licensing-by-endorsement for American and Canadian
medical graduates. There will thus be two forms of licensing by
endorsement, through the National Boards or through FLEX.

States do not have to apply FLEX both to American and to
foreign graduates, however. How far the states will actually
accept foreign medical graduates on the same terms as American
medical graduates waking FLEX remains to be seen. Derbyshire’s
poll of boards which refuse to license foreign medical graduates
by endorsement discovered only five which would consider the
foreign trained physicians who passed FLEX as qualifying for a
license by endorsement; another 19 said they would not, and one
did not know.4! The FLEX program is still too new for final
patterns to be determined; in 1970, however, it was already
serving one-third of all licensing examinations, and it appears
that a majority of physicians taking examinations are now taking
FLEX.42 .
. : Logic would suggest that foreign physicians seeking full

... .. . .7 . . . licensure in the United States should pass the FLEX examina-
' o tions, assuming that these do in fact provide the best testing of
knowledge and capabilities that exists. Assuming that these
examinations have some validity, there should not be two sets of
criteria for physicians {domestic and foreign) who will have one
legal entitlement: recognition by a state for full, unrestricted
_ practice.

o Determination of competence, however, is always a slippery
issue. it has plagued not only the licensing boards, but also the
specialty certifying boards, some of which also have special
examinations for foreign medical graduates as well as special
certificates for them. There are, however, a number of disturbing
questions in considering the response of professional agencies to
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foreign trained physicians. If state licensing examinations cannot
judge competence, why have them at ali? 1f the foreign trained
physician who undertakes a full-length program (approximately
4 years) of graduate cducation in an American hospital, in an
approved position as specified by the appropriate sg-cialty
boards, is still inferior to the U.S. graduate, where have the
graduate educational programs failed? At the point of accept-
ance? Or during training? What do the great discrepancies in
failure rates of foreign trained physicians in the states really
mean — the lack of failures in lowa, as against the 92 percent of
failures in Ohio (Appendix Table C10)? These and similar
questions color any examination of the response by the medical
profession to the influx of foreign trained physicians. All deserve
examination in the broad context of graduate medical education
in the United States, and in terms of the goals and implications
of licensure and certification.

These general questions are beginning to be scrutinized by
the professional organizations. The establishment of FLEX, the
announcement of a major evaluation of its aims and policies by
the National Board, and the attempts at closer federation of the
specialty certifying boards in the American Board of Medical
Specialties, are three notable current activities. Until a major
overhaul is made of existing policies toward testing and
evaluating competence by such professional groups, the plight of
the foreign trained physician will probably be neglected. Recog-
nized goals as to :the-regulation of education, testing, and
manpower distributions of a// physicians in the United States are
needed before the foreign graduate can be fully assimilated.

But, while the policy issues are paramount, to await the
ponderous circle of events begs the question of competence per
se. A growing body of evidence indicates that as a total group,
and for whatever reasons, foreign medical graduates do less well
on standard tests than their American counterparts. Part and
parcel of. the discussion of the machinery of organization,
therefore, are a series of question niarks: about relative knowl-
edge and/oi competence, about what examinations'are really
testing, and about the relations between testing and education.

The Question of Competence : - -
The ECFMG annual reports contain a distribution curve of
the actual performance of foreign trained physicians on that

. examination compared with what would be expected for

American graduates, on the basis of the latter’s performance on

_the same questions in National Bcird examinations. This

indicates a markedly higher theoretical score for Americans than

that actually achieved by the fareign graduates. It is estimated
" that almost 80 percent of the former would achieve a score of

80, compared with only 12 percent of the foreign graduates

~(Appendix Table C5). It is difficult to interpret such figures in
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43, “Medical License Statistics 1969, Journal of
the American Medical Assoclation, 212 {1970},
1944-47,

44, Harold Marguties, Lucille S. Bloch, and
Francis K. Cholko, “Random Survey of U.S. Hospi-
tals with Approved Internships and Residencies: A
Study of the Professional Qualities of Foreigh Medi-
cal Graduates,” Journal of Medical Education, 43
(1968), 706.

4S. /bid., 114,

46. Harold Margulies and Lucille S. Bloch,
Foreign Medical Graduates in the United States
(Cambridge, Massachusetts, Harvard University Press,
1969).

47. National Advisory Commission on Health
Manpower, “Report of the Panel on Foreign Medical
Graduates,” Report of the National Advisory Com-
mission on Health Manpower (2 vols. Washington,
D.C, 1967).

any but general terms, since they do not take into account the
variation in language, cducation, and skills inherent in the
groups, familiarity with muitiple-choice techniques, and other
factors. Three groups of ECFMG candidates in 1969 may be used
in illustration. Of 689 Australian grad.ates, 648 passed the
ECFMG examination. Graduates of West German schools, in
contrast, working in a second language, scored far less well; only
338 passed out of a total of 692, Finally, of the 3,827 Philippine
trained physicians taking the examination in 1969, only 306
were successful.43

These variations have tended to muddy the resuits of studies
of the professional competence of foreign graduates. Margulies,
for example, in a random survey of 156 hospitals with internship
and residency programs, paired U.S. and foreign graduates for
the purpose of evaluation, taking all foreign graduates as one
group.44 Interns were paired randomly and residents according
to specialty. When pairing was impossible the foreign medical
graduates were rated independently. In the final survey there
were 166 paired FMG’s and USMG’s and 130 individual FMG’s
who were rated by 271 supervisors. The areas of evaluation
included: (1) performance of general hospital duties; (2) ability
to take a history; (3) ability to conduct a physicial examination;
(4) knowledge of the basic medical sciences; (5) relationship with
staff, patients, and peers; (6) need of supervision; and (7) ability
to learn rapidly. Both in a composite form and on an individual
basis, foreign medical graduates were rated as having a level of
professional competence and knowledge significantly below that
of their American counterparts. it was concluded: “Foreign
medical graduates have been admitted to swiftpaced activities for
which they are ill-prepared on the assumption that somehow
they will fit in and catch up with their colleagues. This optimistic
assumption appears to be false, supporting the widespread belief
that neither a good apprenticeship nor good clinical hospital
training is a satisfactory substitute for a sound undergraduate
education.””45 Although the study was not directly designed to
measure the quality of patient care provided by foreign medical
graduates, Margulies remarked that thousands of foreign trained
physicians were not providing medical care of the same quality as

- that required from graduates of medical schools in the United

States. In light of this, it was argued that serious consideration
should be given to limiting the patient care responsibilities of
foreign trained physicians to those who have clearly
demonstrated competence.

This theme of the fitness of foreign medical graduates to
participate directly in the health care system is present in two
other studies concerning the foreign trained physician situation,
on which Margulies has participated: a book with Lucille Bloch,
Foreign Medical Graduates In the United States (1969)46 and
the report of the Panel on Foreign Medical Graduates for the
National Advisory Commission on Health Manpower (1967).47 -
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Both imply that while there exists a brain drain which is having 48. Roland J. Knobel, jr., A Study of the

serious, negative effects throughout the world, particularly in the :ﬂz;bk Dllsm;‘;m; 0; ,Forclﬂn ,M:dical G’:,‘{“‘"f,

developing countries, foreign medical graduates are significantly esidents in U.S. Teaching Hospitals (unpublishe
. h ) \ T'hD dissertation, Ann Arbor, University of Michigan,

reducing the quality of medical care in the United States. Both 1970).

stress that there Is sufficient evidence to question the ability of 49. In addition, It was found that the percentage

foreign trained physicians to provide health care on a par with of residencies offered to foreign medical graduates by

their American educated counterparts. This being the case, both :::'3,‘:‘?0’::::’;‘::;“‘l:“:‘u‘i:‘:' ': ;3:;‘3":’"“"::: ‘:‘;

. ] ?
studies go on to make yarious recommendations as to how' the efficient predictor of the percentage of residents who
present method of training foreign graduates might be modified will be foreign trained, as well as the FMGD/FMGU

in order more nearly to meet their needs and to protect the high . mix,
level of patient care in this country. For example, the Panel
recommended not only that ECFMG passing scores be raised or
Part 11 of the National Board examination substituted, but also
that the mechanism for approving internship and residency
programs which foreign medical graduates enter should be made
stricter and more demanding, to insure the initial and continuing
quality of their education. The Panel also suggested that in
hospitals which do not have approved educational programs,
foreign trained physicians should only be used if they hold a full
and unrestricted state license.

The temptation to treat all foreign medical graduates as a
monolithic group is difficult to avoid. There are, however, some
interesting attempts to identify subpopulations among foreign
graduates and thus to provide a new basis for the discussion of
the quality of care provided by foreign physicians. A study by
Roland Knobel of Georgia State University set out to determine
whether foreign medical graduates serving as residents in United
States hospitals could be broken into subpopulations and
differentiated on the basis of professional competence and, if so,
whether it would be possible to determine the distribution of
this population amonz tcaching hospitals and medical spe-
cialties.#3 Knobel hypothesized that foreign medical graduates
from developed countries (FMGD) are placed primarily in
residencies at major affiliated hospitals in specialties that require
considerable medical resource support. On the other hand,
foreign medical graduates from developing countries (FMGU)
were thought to filla high percentage of residencies in nonaffili-
ated hospitals, in the low support medical speciaities. It was
further hypothesized that the variable distribution of foreign
medical graduates throughout the states could be predicted,

- based on the amount of investment each state made in medical

. education. The hypotheses were supported. Knobel concluded

_ that there are in fact distinct- subgroups in tcrms of competence
-~ which comprise the overall population of foreign trained

~ physicians, and that these serve to create differential placement
. policies.49 In short, the graduates from medical schiovls in

. developed countries abroad gravitate to the most desirable

. training positions in the United States, while the graduates from
schools in less developed countries tend to be “out in the sticks.”
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$0. See R. Lawson, “The Role of the University
in Graduate Medical Education, 2. Pedlatric Training
Programs,” fourndl of Medical Educution, 44 (1969),
87477,

51. See “The Foreign Medical Graduate,” Jour-
nal of the Louisiana Medical Society, 121 (1969),
388-90.

52, See M. Thomson, “The Problem of FMG’s
Who Wish to Practice in the United States,” S. C.
Varma, “An FMG Examines the American Board of
Psychiatry and Neurology,” American Journal of
Psychiatry, 126 {1970}, 1509-10; A. Baltazak, **Some
Further Comments by FMG's on the ABPN,"” Amer/-
can fourndi of Psychiatry, 126 {1970), 1678-79; L.
Maguigad and L. Kolbb, “The FMG Controversy
Continues,”” M. Thomson, *“An Alternative,” Ameri-
can Journal of Psychlatry, 127 {1970}, 391-92,

§3. The seven published articles deriving from
the series are listed in the bibliography.

Since this is not of itself an 1.  ~tion of comparative compe.
tence, Knobel is at present engy ud iit reviewing the records of
foreign medical graduates to determine the relationship between
their primary and graduate medical education and their perform-
ance on state licensure and specialty board examinations.

Indications are, however, th:. foreign medical graduates
continue to perform less well than their American counterparts
even after several years of American graduate training — a factor
which may be a secondary effect of differential placement
policies. The results of state licensing examinations have been
remarked upon. Taking all candidates examined for licensure in
the United States in 1970, as many as 37 percent of graduates of
foreign medical schools failed, compared with 14 percent of
Canadians, and only 9 percent and 1 percent, respectively, of the
graduates of American medical and osteopathic schools (Appen-
dix Table C7). Moreover, the variation generally holds in each
state, although the different requirements for foreign graduates
by each board mean that the forcign trained physicians are not a
directly comparable group in each state. Indeed, in Arizona,
Maine, and Massachusetts in 1970 foreign medical graduates had
a bt;tter examining record than Americans (Appendix Table
C10).

Performance on specialty board examinations from pedi-
atrics5 9 to surgery 51 suggests a much poorer record by foreign
than American graduates. How far this is the result of the
differential placement of the graduates in American hospitals,
how far it may be attributed to a language gap, and how far to
other factors is impossible to assess, given current knowledge.
Some of these questions, however, were raised in a recent lively

"series of correspondence over the training of psychiatrists in the

American Journal of Psychiatry.52 Writers complained that there
was a systematic bias against foreign physicians, manifesting
itself through a filter system which excludes the foreign physi-
cians from university hospitals but welcomes them into state
institutions.

The current lack of specific infermation concerning compe-
tence and its relationship to particular variables resuits in the

‘large factor of surmise which at present dominates the debate
- over the relative performance of the foreign trained physician in

the hospital {or, for that matter, out in practice). A series of
studies by Halberstam, Dacso, Antler, Rusk, and their colleagues
in the Department of Rehabilitation Medicine, New York
University Medical Center, in the late 1960’s, stands out as an
attempt to ascertain the experiences of the foreign medical
graduate as seen through his perceptions and evaluitions, and to
acquire a more complete picture of him through knowledge and
analysis of his personality structure, attitudes, motivations, and
sociocultural and educational background.53 The subjects of the
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study were a group of 320 residents in university affiliated
hospitals, 170 of whom were foreign trained and 150 of whom
were trained in the United States and included for the purpose of
comparison. Both groups were subdivided into internal medicine,
physical medicine, and rchabilitation (PM & R), and surgery.54

it was found that even in the university setting supervisors
tended to rate foreign graduates, in terms of professional ability,
lower than United States graduates. Superior ratings were given
to 60 percent of the USMG’s and 30 percent of the FMG's; in
contrast, approximately 30 percent of the FMG’s — but only 16
percent of the USMG's — fell into the average, fair, or poor
categories. In addition, 50 percent of the FMG’s rated United
States physicians as superior to foreign graduates in terms of
quality of work.53

Throughout the study, the surgical residents appeared to be
an exception to the various generalizations about foreign medical
graduates. An article in the Annals of Surgery by Halberstam,
Rusk, and Taylor took a closer look at this phenomenon.>6 In
contrast to their counterparts in internal medicine and physical
medicine and rehabilitation, the foicign trained surgical residents
were rated by their supervisors as approximately equal to United
States graduates in terms of overall performance. Furthermore,
while the foreign trained residents in internal medicine and PM &
R scored less favorably on the personality scales than did
American graduates in these specialties, this was not true for the
FMG’s in surgery. The foreign graduates in surgery appeared to
resemble their American colleagues more closely in terms of
background, personality, and acceptance by the profession than
was the case for FMG's in internal medicine and PM & R.
Another point of significance was the fact that there appeared to
be no differences between foreign and United States trained
surgical residents in terms of their satisfaction with their training.
This again was in contrast to foreign medical graduates in
internal medicine and PM & R, who expressed a significantly
higher degree of dissatisfaction with aspects of their training in
cumparison to their American counterparts. This is more
irteresting still in light of the fact that foreign medical graduates
in surgical residencies worked more hours per week and received
the lowest salary among the three groups of FMG's.

Derbyshire, in his book on licensure, quotes with some mirth
the possibly apocryphal comment that physicians do not need to
sneak English to do surgery.57 The statement, however, may
- contain at least a grain of truth., Halberstam and colleagues
hypothesize that of the three specialties they studied surgery is
the one where it is most likely that residency training rather than
‘medical school education is the significant factor; and it may also

" "ve true that surgery is more easily adaptable across cultural

boundaries as it is less dependent upon the 'doctor-patient”
relationship and an ability to speak English with facility than
(for example) internal medicine, and certainly psychiatry.
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(1970), 1685. his colleagues note that by simply coming to the United States

for training, foreign physicians are implicitly recognizing the
superiority of American medicine, a recognition that is made
explicit in their ranking United States physicians as superior to
foreign ones. This alone pu's them in a second rate position and
undoubtedly contributes somewhat to their poorer level of
performance. Over and above this is the differential placement of
foreign physicians. The present situation appears to be one of
self-fulfilling prophecy. Providing FMG’s with unrealistic training
opportunities tends to reinforce any inadequ-cizs in earlier
training and - at least for many of them — to ensure
dissatisfaction with and poor performance in training.

The data accumulated in the few studies available so far
point up the problem of making any generalizati~r rn the basis
of present knowledge of foreign medical graduates, whether
related to questions of speciaity, the type of hospital where they
are training, or to other psychological and ¢ltural factors. To
obtain further, more precise information on foreign trained
physicians, the Halberstam, Dacso group has attempted a similar
study of residents in nonaffiliated hospitals. Unfortunately, the
amount of cooperation they have received from these hospitals
has been minimal, with the total refusal rate approaching 25
percent. Nevertheless, the group has made some important
observations on the basis of a sample of 200 foreign boin foreign
medical graduates in internship positions. It would seem that
foreign graduates accept internships in nonaffiliated hospitals
because they fail to secure them in affiliated ones. Further, only
14 percent of the interns interviewed felt that their program met
their expectations, while another 32 percent were neutral; 27
percent maintained that they received minimal if any super-
vision.58 What effect these attitudes have on their actual

.- . performance is at present only ~ matter for speculation.

' - Another interesting J=velopment, relating primarily o fan-
guage, cultural, and basic educational factors, is the existence of
a ready-made control group in the form of American graduates
of foreign medical schools. McGuinness has documented the
ECFMG resuits of U.S. citizens and foreign citizens attending
schoofs in selected countries.5% The results are difficult to
interpret, since the language barrier works both ways; the
Americans have usually undertaken their medical education ina
foreign language, and the foreigners a1~ being tested in a foreign
language. Of 1,165 U.S. citizens in medical schools in ten (largely
western European) countries, 29.9 percent passed the ECFMG
examination; this compared with 42,0 percent of the non-U.S.
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citizens taking the examination from the same schools, The
balance varied, however, from country to country. What the
subsequent adjustments of the two groups will be to graduate
education in the United States suggests a follow-up investigation,

In summary, hard data about the actual performance and
role of the foreign physician in different educational and
specialty milieus are marked chiefly by their absence. There are
two urgent and concurrent needs. One is for a coordinated and
integrated examining and testing procedure in U.S. medicine.
The second is for immediate sponsorship of research and
demonstrations in relation to specific national groups, hospital
affiliations, specialties, and language factors.

For individual foreign medical graduates the present situa-
tion is one of confusion, largely because of the individual
variations among the requirements of different states. Those
foreign graduates who seek eventual licensure in the United
States face three types of examinations. First, virtually ali
foreign trained physicians must pass the ECFMG examination,
either because it is required by a state examining board, or
because the board requires the completion of a period of
approved graduate medical education in the United States, which
requires the ECFMG.50

They must also take the licensing examination of the state in
which they will be licensed. If they wish to be licensed in more
than one state, or to move, however,they must usually(unlike
most American graduates) take a further state licensing examina-
tion. Tke FLEX examination provides a fruitful possibility in
this respect. In the meanwhile, foreign graduates lack the same
rights and privileges as American graduates, even when they have
completed the same American graduate medical education and
passed the same licensing examination.

60, See William A, Sodeman, “The FMG and
Licensure,” Journal of the American Medical Associa-
tion, 216 {1971), 1854,
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The United States is the biggest recipient of foreign medical 1. See Oscar Gish, “Medical Education and
t-lent, although not the only one, in the world. in the 10 years Medical Migration,” Proceedings of the Royal
ending June 1971, aimost 76,000 physicians entered the United Soclety, 63 “97?). 1191.95; “Medical Education and
States as immigrants or exchange visitors, | ndeed, in fiscal 1971, 3’;” 83"(';"29';‘";'“‘;’”"" Journal of Medical Educa-
more physicians entered the United States from abroad than ! ! )
were graduated from all American medical schools (Appendix '
Table A2\,

Besides the sheer number of physicians entering this coun-
try — over 10,000 in 1971 — th2 United States is distinguisheJ
from other advanced industrial nations by also retaining its
native talent. In Britain, for example, the inflow of physicians
from the Commonwealth countries and lIreland is counter-
balanced by an outflow of local physicians. The United States
acts almost entirely as an importing nation, with few American
trained physicians leaving this country for practice abroad.

The United States government has not publicly sought to
lure foreign physicians to this country. The pulls have resulced
from the excellence of medical training and the myriad of
appealing professional opportunities to be had here. In addition,
there are undoubtedly various “push factors,” noted by Gish and
others, which encourage physicians to leave their own countries .
for practice elsewhere.! At the same time, the United States has
not taken any strong measures to curtail physician immigration,
either generally or from specific regions, or to consider the
pressing needs of the Third World. Korea, where large sections of
the country have no madern medical services available, has about

13,000 doctors to cover its entire population; there are already

.2,000 Korean medical graduates in the United States, and more

~ pour In each year. Thailand, with 4,000 doctors, has produced

1,000 medical graduates who are now in this country. Yet,

~ outside Bangkok, physician services arc woefully inadequate.
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States, 1970, 181.
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There are more Thai graduates in New York than there are
serving Thailand’s rural population of 28 million.? Iran produces
600 medical graduates a year; on average, there are at least 100
of each of the graduating classes from 1960 through 1969 now in_
the United States.3 Many, if not most, will stay; in 1970 alone,
806 iranian medical graduates sat for American licensing
examinations. Similar statements can be made for many, if not
most, Third World countries.

Physicians enter the United States primarily as immigrants
(5,756 physicians in fiscal 1971) or as so-called “exchange
visitors”” (4,784). The official intentinn of these two categories
differs, the former presumably including those intending to stay
in the United States, the latter those coming for a temporary
period of education or general interest. But the lines are not
clear; nor, indeed, are present governmental policies toward
physician immigration fully articulated.

The present situation is the product of a series of decisions
by the Congress, the State Department, and the Immigration and
Naturalization Service ‘since World War 11, Without relatively
permissive visa arrangements, there would not have been the
mushrooming it numbers of physicians entering the United
States. How these arrangements developed, and what they are .
now, are thus of immediate and long term interest.

Formalizing International Exchange

Far-reaching policies can develop in strange ways. The
United States entered into a program of worldwide educational
exchange (which was to prove a major vehicle for the migration
of physicians) through the need to dispose of excess goods and
supplies left in foreign countries after World War . The
enactment in 1946 of Senator J. William Fulbright's amendment
to the Surplus Property Act of 1944 designated the State
Department as the disposal agency for all surplus property
outside the continental United States, its territories and posses-
sions. The revenue to be received from the sale of this property
took the form of a credit in a foreign country and could not be
converted into U.S, currency; it was thus necessary to utilize it
abroad. The decision was to use the money for the then

~ relatively noncontroversial purpose of international education.

The Secretary of State was authorized to establish a program of
international educational exchange by: (1) financing studies,
research, library operation, and other educational activities of (or
for) American citizens i schools and institutions of higher .
education in foreign countries; (2) financing similar activities for
citizens of foreign countries in American schools and institutions

of higher learning located outside the United States and =

territories (for example, the American University in Beirut),
including payment for transportation, tuition, maintenance, and
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other expenses incidental to scholastic activity; and (3) furnish-
ing transportation for citizens of foreign countries who wished to
attend American schools and institutions of higher education
located within the United States.’

Senator Fulbright, whose interest in the bill was primarily
educational, had solicited and received support for the program
from leading educators in the United States. It was their view, as
well as his, thaut the legislation should not attempt to establish
any criteria for the selection of applicants, as this would only
make the program inflexible and ultimately unworkable. Selec-
tion was to be in the hands of private organizations, such as the
Institute of International Education,® which were already active
in this field. The door was thus open to a relatively permissive
exchange program, with primary decisions decentralized to
private groups — a pattern which was to be followed later in the
recruitment of doctors to American hospitals.

The early Fulbright program was rather one-sided, limited as
it was to expenses incurred in specified foreign jurisdictions. But
it did at least provide a framework for Americans to study in
foreign countries in the immediate post-war years, and an
endorsement of the idea of international exchange in education.

The program covered ali academic fields, including medicine. '

Little federal money was given, however, for Americans to study
medicine. In 1954-55, when the Institute of International
Education pubtished its first survey of American students abroad
and foreign students in U.S. schools, in a continuing series called
Open Doors, there were 1,730 Americans studying medicine in
medical schor.s abroad, only a handful of whom had received aid
under the Fulbright Amendment. As before, and since, most
Americans studying medicine abroad did so of their own accord,
through their own means. In comparison, 619 foreign nationals
were enrolled as undergraduate medical students in American
medical schools. Thus, at the undergraduate (MD) level, far more
Americans were abroad than foreign nationals were in American
schools, a pattern which has continued; the current ratio is three
to one (Appendix Table A11).

. From a political point of view, the early Fulbright program
was particularly desirable, as it did not entail Congressional
appropriations. Furthermore, it enabled the United States to
make immediate use of foreign credits which might otherwise be
lost through confiscation or devaluation. These arguments, rather
“than strictly cultural ones, were persuasive. Already, too, the
specter of the Cold War was raising its head. Advocates of the bill
" were quick to point out that, in a time of increasing tension and
rivalry between the United States and the Soviet Union, the
proposal would use foreign currencies and credits for purposes
for which, if it were not enacted, Congress might well be asked
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Property. Hearings Before a Subcommittee of the
Committee on Military Affairs on S, 1440 and S,
1636. United States Senate, 79th Cong,, 2nd Sess.,
February 25, 1946, 1-2.

6. The Institute of international Education is a
private, nonprofit agency, founded in 1919, involved
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7. Foreign Educational Benefits and Surplus to appropriate funds in th: future in the interest of American
Property. Report of the Committee on Military foreign policy.” Even in purely domestic terms, the bill had
Aftairs to Accompany S. 1636, March 12, 1946, S. everything to commend it. American universities in 1946 were

8. See Rosemary Stevens, American Medicine ded with Gl's wh d . had b . d
and the Public Interest, 348-57 and passim. crowded wit s whose education had been interrupted or

9. Public Law 80-402, January 27, 1948, postponed by the war, and to whom the government had given

an entitlement to higher education through the Gt bill. Thus,any
effort to facilitate the flow of students abroad would help to
alleviate some of the pressure on American universities. This
factor was of particular interest to-medical educators since, in
the name of quality, the schools were resisting pressures to
expand their class sizes or reduce the length of curriculum in the

immediate post-war years.8

The concept of educational exchange, initiated by the
Fulbright program, took on added political importance as the
Cold War gained momentum. With the avowed intention “To
promote the better understanding of the United States among
the peoples of the world and to strengthen cooperative interna-
tional relations,” the United States Information and Education
Exchange (Smith-Mundt) Act of 1948 broadened the base of the
exchange program, and authorized the appropriation of federal
funds to be used jointly with available foreign currencies.® This
enabled the United States Government to develop a genuine
two-way exchange, opening up American universities to foreign
studoents in the same way that the Fulbright Amendment had for
American students in foreign universities.

To facilitate this process,the Smith-Mundt Act authorized a
special visa category, that of exchange visitor or J visa. Under the
terms of the Act, still in force today, students are admitted to
the United States as nonimmigrant visitors and allowed to stay
until the termination of their studies. During this time, they are
required to be involved in a full-time study program and to
report to the Immigration and Naturalization Service every 90
days. Those admitted under this provision who fail to maintain
the status under which they were admitted, or who fail to depart
from the United States at the end of their studies, or who engage
in activities detrimental to the security of the United States,are
technically subject to immediate deportation.

Because of the limitation on places for medical students in
the United States, the Exchange Visitor Program was to hdav2 a
relatively small impact on the number of foreign students in L.S.
medical schools; there were 1,134 such students in 1970 (see
Appendix Table A11). But it was to be a significant and lasting
vehicle for the entry of physicians into the numerically elastic
graduate educational programs offered as hospital internships
and residencies. In the 10 years ending june 1971, almost 47,000 -
vhy:icians entured this. country on exchange visitor visas, the
great majority for graduate medical education (Appendix Table
A2). -

52




The intensifying conflict between the United States and
the Soviet Union, and the resultant Cold War, were major
ingredients in the successful passage of the Smith-Mundt Act.
Representative  john D. Lodge of Connecticut, speaking on
behalf of the bill at a subcommittee hearing of the Scnate
Foreign Relation: Committee, remarked: “This program can
become a psychological warfare agency in terms of peacetime
conflicts, rather than just for war or for normal peacetime
ends.”'0 There was a general assumption that peace could
endure only in a climate of mutual understanding and friendly
contacts, and that encouraging foreign students to come to this
country would aid in that process. Thus the bill came to be
viewed as a necessary part of the national security program.
Summing up the attitudes of its supporters, Representative Karl
E. Mundt of South Dakota, co-sponsor of the bill stated:

If for no other reason than just good American
business judgment, it seems to me that we should be
willing to spend the comparatively niggardly sum of 20
to 30 million dollars ... ininsuring the fact that at least
the billion dollar sums we are spending and loaning
overseas are not turned against us by vicious propaganda
and cruel misunderstandings arising from the facts (sic)
we are unable to tell the truth about ourselves
abroad ... the Russians and others are spreading
malicious falsehoods about us every day, by radio,
newspapers, by propaganda, and unless we can refute
them, the constant dripping of lies on even the granite
of truth will wear away the truth about America.!!

This emphasis on the political, propaganda, and security
aspects of the exchange program obscured considerations in the
Congress of the impact that such a program would have on both
education and immigration. The fact that it was placed in the
Department of State rather than the Office of Education points
this up. No attempt was made to develop any overall guidelines
or policy as to the United States’ role in international education.
As a result, theAct failed to set up any type of procedure by
which the competence of persons wishing to come to the United
States to pursue their studies could be judged and on which
selection could be made. It was felt, following the precedent
established in the Fulbright Amendment, that this function
could be left to the existing agencies and associations previously
involved in bringing foreign students to the United States. While

_this might not have been as urgent a need with regard to the
Fulbright Amendr - t, which functioned primarily to send
Americans abroad, the presence of an unknown number of
‘foreign students seeking cntry to the United States posed
another set of potential problems. Although rigid standards were

- undoubtedly not the answer, the total absence of guidelines was

. aninvitation to confusion.
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Complicating matters further, the bill’s advocates grossly
underestimated the number of students invoived. At the time of
the hearings on the bill, H.R. 3342, a limited educational
exchange program with Latin America had resulted in the
offering of scholarships to approximately 350 students from this
area to study in the United States. H.R. 3342, it was felt, would
add about 500 more students to this total, over all fields.'2 Yet
far from the mere 500 additional students ‘who were expected,
the number of foreign medical graduates alone who came to the
United States as interns and residents in 1950-1951 (the
Smith-Mundt Act took effect on July 31, 1949) amountcd to
almost 2,100 individuals. This was a rise from aimost zero in the
previous years.!3 Initially, the Smith-Mundt Act placed no time
limit on a student’s stay. It was clearly intended, however, that
these exchange students should return to their native lands upon
completion of their studies, if for no other reason than that only
upon their return could they irfluence public opinion on behalf
of the United States.

The Smith-Mundt Act was passed on the apparent under-
standing that the exchange visitor program would be applicable
to persons coming to the United States under Government-
sponsored p:ugrams. But this soon broke down. The exchange
visitor rubric became widely used to include individuals on
public or private programs which furthered the objectives of the
Act, buv who were not covered by any other visa category.
Interns and residents fell into this definition. According to
provisions in the Act, any sponsor of an educational exchange
program might apply to the Secretary of State to have it
designated an Exchange Visitor Program. in the late 1940's, the
Department began to grant this designation to programs spon-
sored by individuals and private firms which could prove that
their primary objectives were to promote the better understand-
ing between the people of the United States and other countries.
In making these designations, it was emphasized that the intent
of the Exchange Visitor Program was that the participant should
come to the United States for training and then return to his
homeland to utilize that training. It was not intended to help
meet staffing needs; indeed, it was pointed out that program
designations would be denied or revoked if it became apparent
that this was the sponsor’s real aim in seeking such a designation.
‘The line between education and staffing in relation to hospital
interns and residents is not always clear, however. Even in the
most altruistic institutions, house staff provide an important
s.rvice function; thus the potential for confusion and possible
exploitation was inherent in the designation,

The apptication of the exchange visitor designation to
hospital training prugrams was essentially a question of decision
by defsult. Through a scries of rulings, the Immigration and
Naturalization Service (INS) held that a person wishing to come
to the United States temporarily as a medical intern or resident
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would not be coming to an established institution of lzarning. He
could not, therefore, qualify for an F (student) visa, even if he
were coming .0 a university-affiliated hospital. As a resuit, only
aliens coming as undergraduate medical students were eligible for
an F visa. In addition, it was ruled that foreig; medical graduates
seeking graduate medical education would not be given an H visa,
as this applied only to three types of individuals: those of
distinguished ability coming to perform a service for which this
ability was necessary; those coming to perform a service which
was needed and for which the present American labor market
could not supply sufficient numbers; and those coming as
industrial trainees.!4

In light of these rulings, the State Department agreed to
designate Exchange Visitor Programs for hospitals, as otherwise
aliens from countries with over-subscribed immigration quotas
would be denied access to American medical training. {n making

designations within the field of medicine, consideration was to .

be given to programs approved by a recognized agency in the
field.1S Assistance was also sought from the same agencies in the
supervision of these programs. But, as with other professionals
brought in under the Exchange Visitor Program, while the State
Department took general responsibility for the proper operation
of the private programs, selection of the participants remained
the responsibility of the sponsor. As a result of these various
rulings and procedures, the exchange visitor visa became the
.common vehicle for American hospitals to import foreign trained
house staff, nominally on a disinterested, educational basis.
Physicians became a significant factor in the whole exchange
program. By 1961, over 2,600 private programs were designated
as Exchange Visitor Programs, and about 135 Government ones.
Of this number, approximately 1,300 were sponsored by
hospitals.16

The influx of foreign trained physicians to graduate medical
education programs in the United States in the 1950’s was not,
of course, entirely the result of the new educational exchange
program. Without the interest of hospitals in recruiting foreign
physicians, the rise in numbers would not have occurred. But as
remarked earlier, the visa changes came at a critical time. The
- number of veterans returning from the Second World War had
“caused a rapid expansion in the number of approved internship
‘and residency. programs between 1946 and 1950, in order to
"accomodate their applications for specialty training before
- returni” , to practice. In this process, both hospitals and
~.physis ans benefited from support under the Gl bill. At the same

- time, federal support for hospital construction, authorized under
_the Hill-Burton Act, resuited in a relatively large number of new

hospitals and the expansion of facilities in many others. By
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14, For an account of the various arguments, se¢
House hearings on H.R. 5203 and H.R. 5204, 329;
Mutual Educational and Cultural Exchange Act of
1961. Report to Accompany H.R. 8666, Committee
on Foreign Affairs, House of Rep resentatives. August
31, 1961, 87th Cong,, 1st Sess,, Report No. 1094,
20-21.

18, Specifically, the Department cited seven such
agencies: the American Medical Association, the
American Hospital Association, the American Nursing
Association, the American Dental Association, the
American Dietetic Assoclation of Social Workers, the
Council on Medical Education and Hospitals, and the
National Association of Social Workers, /mmigration
Aspects of the International Educational Exchange
Program, Report of Subcommittee No. 1 of the
Committee on the Judiciary, House of Representa-
tives, Pursuant to H. Res. 56, july 17, 1961. 87th
Cong., 1st Sess., Report No. 721, 29.30.

16. Ibid., 21-22. Physiclans have continued to
play a disproportionate role in the Exchange Visitor -
Program. In fiscal 1971, for example, a total of
17,754 professional, technical, and kindred workers
entered the United States on exchange visas, Of these,
5,008 were physicians {(another 1,109 were nurses).
The figures may be compared against the total
number of “professors and Instructors” in all fields
and categories: a total of 2,129 in fiscal 1970. U.S.
Department of justice, iImmigration and Naturaliza-
tion Service, personal communication.



17. National Advisory Commission on Health
Manpower, “Report of the Panel on Foreign Medical
Graduates,” Report of the National Advisory Com-
mission vn Health Munpower, Vol, Il, November,
1967, 79-80,

S . Y
... 1950, h:sm'ever, with the supply of returning veterans slowing to

a halt, many hospitals with newly functioning or expanded
educational programs found that they had openings going
begging. The situation was further complicated by the Korean
War, for many young physicians, who would normally have been
engaged in graduate training, were on active military duty.

Reluctant to abandon training programs which provided
convenient, less expensive manpower for their services than fully
trained physicians, hospitals welcomed foreign educated phy-
sicians as a new source of house staff. Until 1950, foreign
medical graduates entering the United States each year repre-
sented less than S percent of the nation’s total annual increase in
medicai manpower.!7 After 1950, this contribution began to
increase rapidly as some hospitals began deliberate recruit-
ment of foreign trained doctors through recruitment teams and
commercial firms, including airlines and travel agencies. The
number of foreign medical graduates in graduate educational
positions in the United States doubled between 1950 and 1952;
doubled again by 1958; and yet again by 1967 (Appendix Table
B2). Today more than 16,000 foreign trained physicians are
in approved internship and residency positions in the United
States, and another 3,000 are undertaking other graduate
training. Almost two-thirds of the physicians entering the United
States in the last decade have done so on exchange visitor visas
(Appendix Tables A2, A3).

In this process, two quite distinct policies favoring the
foreign medical graduate have been in operation. On the one
hand was the promotion of international education exchange, for
humane as well as political, economic, and propaganda purposes;
on the other, the recognition of a physician manpower shortage
in this country at the very moment when there was also a
steadily increasing demand for more and better medical care. The
two policies were clearly distinct, but their effects were
interrelated. Without the } visa, hospitals would have found it far
more difficult than they did in the 1950's (and since) to
encourage the influx of foreign trained physicians to accredited
graduate educational positions. In turn, in a situation of
increased demand, this secondary supply of foreign physicians

. generated a steady stream of permanent residents to the Unite.

States.

This latter factor — the protracted length of stay of some
foreign students in the United States — caused one important
change in the exchange visitor regulations during the 1950’s. In

. the first few years of the program,the time which exchange
" . visitors could spend in the United States went largely unchecked.
But,in 1956,the Smith-Mundt Act was amended (P.L. 84-555) to

restrict citizens from a foreign country who were in the United
States under the Exchange Visitor Program (with a § visa) from
being granted an immigrant visa, an adjustment of their status to
that of permanent resident, or a non-it migrant visa, until it had
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been shown that they had spent at least two years in another
country or cous.tries after leaving the United States.!® This
restriction was to become the cause of considerable controversy
through the 1960's and into the 1970's, and appears not
infrequently to have been ignored. Another effort to encourage
exchange visitors to return home is found in a State Department
ruling of 1959 limiting the stay of foreign medical graduates in
training as interns and residents to 5 years. Again, though, this
does not appear to have been strictly enforced.!® Basically, the
government chose to stay clear of the particular issues raised by
foreign physicians throughout the 1950°s (as it has since), leaving
the medical establishment to take care of its own house, through
its regular programs of examination of credentials and accredita-
tion of training programs,

One major professional activity was the establishment of the
Educational Council for Foreign Medical Graduates (ECFMG) in
1957, to provide a clearinghouse to certify the basic qualifica-
tions of individual foreign trained physicians to enter training.
This development was not officially recognized by the Immigra-
tion and Naturalization Service, however. Physicians could still
enter the country on } visas without holding the minimal
criterion of adequacy as defined by the American medical
profession. It is doubtful how far the several thousand physicians
who came to the United States in the 1950’s and 1960’s,
ostensibly for training, but who could not pass the ECFMG
examination and were thus denied an adequate education,
fulfilled the original purpose of the Exchange Visitor Program.
They can hardly be expected to have returned home bearing the
spirit of peace and international understanding. Such implica-
tions appear never to have been examined by the politicians.

_Educational Exchange: Reappraisal

By 1961, there were two groups of foreign doctors who,
under the existing interpretation of the law, had to be classified
as exchange visitors for visa purposes, thereby coming under the
two year return provision: (1) recipients of State Department
study or travel grants, and (2) aliens coming as nonimmigrants to

American hospitals for internships and residencies. In numerical

terms, the latter category swamped the former. In fiscal 1962
alone, as many as 3,970 physicians entered the United States ..
. exchange visitors; and the number was rising steadily (Appendix
Table A2).
_ The ability to analyze the impact of the exchange programs
is hindered by the lack of statistical data and by the diffusion of
responsibility for foreign trainees over a variety of government
and private agencies; the two are not unconnected. By 1961,
almost every agency of the Government was engaged in some
type of international exchange. The programs’ authority to
opecrate was by then contained in a half dozen or so pieces of
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18. The magnitude of the number of individuals
who would come under this requirement was sug
gested by an AMA slirvey on the visa status of foreign
medical graduates in training positions In the United
States from june 1 through July 31, 1962, A total of
67 percent of all FMG's in internship and residency
positions at this time were on } visas. Only 25 percent
w. ‘¢ here as permanent residents; another 2 percent
were lisplaced persons, and the remaining 6 percent
had various other visa arrangements. In absolute
numbers, } visa holders accounted for 5,708 physi-
cians out of the 9,776 FMG's who were currently in
training In the United States. “Graduate Medical
Education in the United States,” Journai of the
American Medicai Association, 186 (1963}, 681.

19, Between 1958 and 1963, a total of 3,636
waivers were granted to forelgn medical graduates on
exchange visitor visas to enable them to remain in the
United States. See Gregory Henderson, “Foreign
Students: Exchange or Immigration?” in /nter-
national Education: Past, Present, Problems and
Prospects, Selected Readings to Supplement H.R.
14643, Committee on Education and Labor, House
of Representatives, 1966, 351,



20. Hearings Before thc Committee on Foreign
Relations, United States Senate, 87th Cong., 1st
Sess., on S, 1154: A Biil to Provide for the
- improvement and Strengthening of the International
Relations of the United States by Promoting Better
Mutual Understanding Among the Peoples of the
World Through Educational and Cultural Exchanges.
March 29 and April 27, 1961, 18-19. See also
Hearings Before the Subcommittee on State Depart-
ment Organization and Foreign Operations of the
Comnmittee on Foreign Affairs, House of Representa-
tives, 87th Cong., 1st Sess,, on H.R. $§203 and H.R.
5204: Providing for the improvement and Strength-
ening of the international Relations of the United
States by Promoting Better Mutual Understanding
Among the Peoples of the World Through Educa-
tional and Cultural Exchanges. May 25, and June 1,
22,6,and 9,1961, 1.

21. HEW sponsors educationai enchange pro-
grams in the heaith fields primarily under the auspices
of the Nationai iInstitutes of Health. This iargely
involves individua.,, both physicians and non-
physicians, who are engaged in bio-medical research.
Physicians who come to the United States as interns
and residents are brought under the jurisdiction of
the State Department as a result of the INS ruling on
their eligibility for a J visa. They come under the
province of HEW only if they seek a wajver in the
two years residence abroad provision. Physicians
seeking entry to the United States for -~asans other
" than further training are for the most part under the
policy decisions of the Labor Department.

22, Murual Educational and Cultural Exchange
Act of 1961. Report of the Committee on Foreign
Reiations, United States Senate, on S, 1154. june 14,
1961, 87th Cong., 1st Sess., Report No. 372, 2,

23. See¢ Sec. 109 (b) of the original draft of the
bill, found in Senate heaarings on S, 1154, 6 and
passim.

t

legislation, largely created through separate initiative and passed
without much consideration of each other. By 1961, it had
become apparent that if these international exchange activities
were to function in any meaningful way with regard to American
foreign policy, there should be some consistency of approach,
and some unity and clarity in administrative responsibilty.

Encouraged by the emphasis which both presidential candi-
dates placed on international exchange during the 1960 election,
Senator Fulbright introduced a bill designed to act as an
umbrella bringing all the existing laws dealing primarily with the
educational and cultural aspects of the exchange programs under
one operating agency, directly under the supervision of the
President or his nominee.2® Specifically, the programs author-
ized by the Fulbright Amendment to the Surplus Property Act
of 1944, the U.S. Information and Educational Exchange
(Smith-Mundt) Act of 1948, the International Cultural Exchange
and Trade Fair Participation Act of 1956, the Finnish Debt
Payments Act of 1949, and the Agricultural Trade Development
and Assistance Act of 1954, were all to be brought under the
auspices of the State Department. The measure would not,
however, have included exchange programs operating under the
jurisdiction of the Department of Health, Education, and
Welfare2! or the Atomic Energy Commission. By consolidating
the various provisions of the existing laws, it was hoped that the
new bill would alleviate, if not entirely overcome, that dissipa-
tion of authority which had resulted from the failure to develop
a coherent overall plan and rationale for international educa-
tional and cultural programs.22 In addition, an effort was made
to create more flexibility in administration, chiefly by means of
long term financing, to enable planning to be carried out on
something other than a year-to-year basis.

In contrast to the hearings on earlier legislation, fairly
comprehensive attention was paid to the effect which the
proposed legislation could be expected to have both on
education and on immigration. More significantly, the highly
individual, far-reaching problem of foreign trained physicians was
finally recognized and received specific consideration. The bill, as
it was originally drafted, sought to make only one change in the

existing immigration laws — to create an exemption for

physicians and nurses from the two year foreign residence
requirement, necessary under Public Law 84-555, for all persons
entering the United States with a J visa and later wishing to
change their status to that of an immigrant or permanent
resident.23 This was to be done by creating an additional
category of nonimmigrants, thus allowing more choice between
visa categories so that foreign medical personnel not covered by a
U.S. Government program would not be compelled to enter as
exchange visitors and thus be subject to the retu «: provision.
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As the law then stood, there was only one respite from the 24, House hearings on H.R. 5203 and H.R. 5204,
two year departure requirement. An interested Government 16
agency might request the Secretary of State to recommend a
waiver in the case of an exchange visitor whose admission to the
United States was found to be in the public interest, or whose
absence would constitute an undue personal hardship. If such 1
recommendation was forthcoming, the Attorney General was
authorized to grant the request. An indication of how prevalent «
such requests were from physicians can be seen in. State
Department figures for June 1956 to December 31, 1960, During
this time the Department received 2,674 formal waiver applica-
tions; of these, waivers were recommended for about 70 percent
of the applicants, 1,812 on the grounds that the applicant had
married an American citizen, and 292 on the basis that the
service of the applicant was needed by another Federal agency. .
As many as 44 percent of these successful waiver applications
were granted to physicians and another 15 percent to nurses and
student nurses.24

The question of waivers was — and remains — a sticky one.
Educational exchange by its very nature presupposes temporary
visits by students to foreign countries followed by the students’
return, cnriched by experience, and having in turn ad :d their

“own sontribution to the host country. The exchange visitor visa

formalized this procedure by making it difficult, but not
impossible, for students to turn themselves into permanent
residents. The new proposals drawn up by Senator Fulbrignt and
his staff would have allowed physicians and nurses to circumvent
existing immigration requirements. This would have two far-
reaching implications: the one touching on the very purpose of
educational and cultural exchange as a part of the broacer
aspects of foreign policy; the second, raising more serious issues
of immigration.

As was previously indicated, the original draft of this
legislation had not been drawn up by the Kennedy Administra-

" tion, but by Senator Fulbright and his staff. While approving of
most of its provisions, the Administration sought the removal of
this special exemption for medical personnel. Abraham Ribicoff,
then Secretary of Health, Education, and Welfare, in a letter to
Senator Fulbright stated: '

We do not believe that the national interest would be

~served by placing alien foreign trained physicians and
nurses in a special immigration category designed to
facilitate their remaining in this country ... the need

for adequately trained physicians in most countries of

the world is substantially greater than in the. United

States. It seems probable that many of those countries

would be reluctant to allow their physicians to receive

badly needed additional training in this country, were

we to adopt a policy of encouraging these physicians to

make their permanent home here.2%

2S. Senate hearings on S, 1154, 109.
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26, Ibid., 226, .

27. Report on H.R, 8666, No. 1094, 16.

28, Daia are not available for the country of
citizenship of exchange visitors compared with the
last country of residence. An indication of the
problem can be given in the figures for physicians
coming to the United States as immigrants or
changing to immigrant status. Well over one-fourth of
the 3,325 physician immigrants in fiscal 1967 came
from countries of last permanent residence (i.e.,
residence of at least one year) which were different
from their country of birth. Part of this phenomenon
may be ascribed to external political factors; e.g.,
individuals born in Poland, Rumania, or Cuba may
have emigrated for reasons unconnected with their
medical careers. In other cases, the connections are
not so clear; ¢.g., 85 of the 199 immigrant physiclans
born in India came from a different country of
residence, National Sclence Foundatior, Scientists,
Engineers and Physicians from Abroad, Fiscal Years
1966 and 1967, 19, Table 6. See also Irene Butter,
“The Migratory Flow of Doctors To and From the
United States,” Medicul Care, 9(1971), 17-31,

A similar view was taken by the American Hospital
Association (AHA), on the grounds that any special exemption
would undermine the education of foreigh medical graduates,
who would be increasingly used as cheap labor. The AHA also
argued that bad feelings would develop toward the United States
if it sought to recruit physicians from areas where the need for
them was greater than in this country, and that existing programs
to educate health personnel so that they might return home to
improve health care there would be nullified.26

In the final version of the bill, which became law on
September 21, 1961 (PL.87-256), the special visa category for
medical personnel was dropped and the departure provision of
Public Law 84-555 was kept intact. Interns and residents coming
to the United States on exchange visitor visas were still normally
subject to the two year period of absence from this country
before returning for permanent residence. One potentially
important change was made, however, in the requirement of a
finding by the Secretary of State to determine whether the two
years residence abroad of an exchange alien, if not occurring in
the couritry from which he had zome to the United States, was
in accord with the basic objectives of the exchange program (the
answer would seem self-evident). The purpose of this modifica-
tion was to avoid situations where an exchange alien preferred to
spend the requisite twd years abroad in a country well supplied
with the skills he had developed in the United States — notably
Canada, where many foreign physicians fled before returning to
the United States.2? Some discussion was held on the possibility
of increasing the duration of the absence if the individual did not
reside in an area where his services were in demand. This
question, though, raised thorny problems (now being raised
again) as to which agency was going to define the world’s needy
areas in terms of physicians for the purpose of subsequent
immigration, and thus was dropped.

The whc'e subject of the two year return provision was
fraught with such difficulties — in large part a reflection of a
gowing international phenomenon of peripatetic doctors. A
physician might be born in one country, go to medical school in
another, have graduate education in the United States, and then

" 80 on to yet another country for work or further training. From

the immigration point of view, the test of which country an

- exchange visitor is exchanging from is thus not always clear. Is it

the country of birth, the country of citizenship, or the country
of last permanent residence?28 It is surprising neither that the
exchange visitor regulations have been hard to enforce nor that
waivers for physicians have tended to be looked on with
sympathy. ' ' ST
As has been indicated, the large majority of requests for
waivers of the two year absence provision of Public Law 84-555,
based on the grounds of need, involved the medical professions.
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" This fact was noted with some concern in a report by a special 29, Judiciary Committee Rept, No, 721, 32 and
subcommittee of the House Judiciary Commiitee in July 1961 passim,

(still the fullest published analysis of the exchange program), in :? ;Zz" ;; 35. 48
relation to how far the exchange visitor provisions were being 32, Iid., 30.
used to circumvent the immigration laws.2% The Department of
Health, Education, and Welfare, to which many of these requests
were directed, followed a policy of requesting waivers only in
instances when such a request was “clearly consistent with the
maintenance of the integrity of the educational exchange
program,"’ on the basis of three specific criteria. First, an activity
of national or intei.ational significance must be involved:

“Acce qangly, waivers will not be requested when the docu-
nientation clearly demonstrates that the problem is solely one of
recruitment in order to overcome a local community or
institution manpower shortage.” Second, there must be a direct
relationship between the participant and the program, so that his
departure would result in the termination of the program.
Finally, the individual “must possess unique and outstanding
qualifications, training and experience and be making original
and significant contributions to the program.’*30 Taking a similar
view, State Department policy in cases where staffing needs were
a primary reason for requesting the waiver was to turn down the .
request. In private, the Department held the view, in the early
1960’, that provision for the training of medical personnel
should not come under the Exchange Visitor Program at all.
Indeed, active consideration was being given to canceling the
exchange visitor designation for all training hospitals not
connected with an approved educational institution, and there
was continuing concern over the use of the visa as an “avenue of
immigration,”3!

As far as limitations on the stay of an exchange visitor were
concerned, the State Department tried 1o be rather flexible. The
1961 report noted that an extension was normally recommended
where it appeared that: (1) the extension was consistent with the
participant’s training objectives; (2) the sponsor indicated that an
extension would enhance the participant’s usefulness in his
homeland; (3) the extension would not result in overspecializa- =
tion by the individual to the extent that he would be unable to R
find a position abroad; (4) there was no indication that the
participant’s government would object to the proposed exten-
_sion; and (5) the proposed extension would not result in the loss
‘of rapport with the people at home or in a loss of interest in
returning home. The Department’s official policy was to balance
.. the additional training against the person’s educational objectives
.and to determine whether this additiona! training would be
useful to him at home.32 Once the exchange visitor had arrived,
. therefore, he had a good chanqe of staying for an extended visit.
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33, lbid,, 19.
34, 1bid., 34,

The 1961 hearings are marked by concern over the effects of
this flexibility. It was becofiting apparent that there was a
growing army of foreign physicians who wished to remain in the
United States. No matter what the stated purposes of the
exchange program, its goals, appeared to be overwhelmed In the
happy exploitation of their talents by at least some staff-hungry
hospitals, Just how limited the Governmert's efforts were in
guarding against this exploitation was revealed during a hearing
that took place before a Subcommittee of the House Judiciary
Committee. ‘

Mr. Besterman:...But if the position of the
exchange-visitor who Is an intern in a hospital had
degenerated from that to something very close to a
menial :|aborer cleaning up the laboratory ... and that
hospital -were to request an extension of stay within
your general limitation of five years applicable to
medical-personnel, would you grant that extension?

Mr. Robinson (Deputy Associate Commissioner,
INS): If .on-the record:everything:seemed to be regular,
as- indicated; we would probably, absent any other
information. To put it another way, we would not go
out and verify in every case whether or not these claims
were:true,33

Thus staffing needs could easily be filled in spite of the
Government’s-prociaimed objection.

The Subcommittee concluded unequivocally that, for ex-
¢hange visitors involved in medical and related health training,
the objectives of the exchange program were not being fully
realized; indeed, this large category constituted ‘“‘the principal

and most complex problem in the administration of the law."” As.

the situation was complicated by the manpower needs of the
hospitals, it afferded no easy solutions. The State Department
offered three suggested changes in the immigration law to deal
with the existing shortage of health manpower by divorcing this
question from that of graduate medical education, thereby
removing this blemish from the educational exchange program.
First, it was suggested that the Immigration and Nationality Act

~ should be amended to permit foreign medical graduates naurses,

-and other related health personnel to enter the country with H
visas for temporary employment or training; second, that
temporary legislation be passed, authorizing the admission of
these individuals as non-quota immigrants for a lorig cnough
period (at least five years) to give American medical institutions
~ the opportunity to provide for the existing health and medical
care needs of the American public; and, finally, that legislation
be enacted to grant permanent non-quota immigrant classifica-
tion for medical graduates by according them the same status
granted to ministers.34 In short, physicians, like clerics, would
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be brought into the United States on the clear understanding 35, /bid., 118,
that they were to alleviate this country’s manpower problems, 36. /bid., 114,
rather than on the pretense of education. However neatly this 37. lbid., 116-17.
fitted the realities of the situation, it required a radical change in

" -attitudes on the part of hospitals, professional organizations, and
othess (including foreign governments); in effect, it meant that
the United States would have to cease posing as a donor of
foreign aid (through an educational program) and admit it was
the recipient of foreign largesse (by importing skilled man-
power).

Protest was thus fore-ordained. The American Medical
Association objected that the temporary admission of foreign
physicians to the United States for the purpose of filling the
service needs of hospitals as interns and residents would
adversely affect the standards of medical education, and “create
a vorps of second-class physicians rendering second-class medical
care to our hospitalized public.”3 Instead, the AMA advocated
a time limit on the length: of stay of foreign medical graduates in
the United States {with appropriate safeguards), and enforce-
ment of the two years abroad provision: “Every unnecessary
waiver serves to defeat the basic purpose of international
educational exchange.”*36

Much the same point of view was expressed by the American
Hospital Association. While recognizing the staffing needs of the
hospitals, the Association noted that ““we are in a much better
position to develop programs in order to meet our own shortages
than other countries may be.”’37 [t suggested, therefore, in-
creased production of American physicians through Federal
funding for the construction of additional medical schools and
the renovation of existing ones, and through the development of
Federal scholarships for medical students and Federal grants for
medical schools and hospitals engaged in educational programs —~
policies which the AMA at that time opposed. Thus, increasingly,
the educational, manpower, and immigration aspects of foreign
medical immigration were seen as inextricably connected.

The debates of 1961, and the tassage of the Mutual
Educational and Cultural Exchange Act in that year, provided a
watershed in governmental activity in international exchange.
Fulbright scholarships were well accepted; indeed, they had
achieved a special cachet of their own as a symbol of
competitive, scholarly eminence. They were, however, of little . . =

 relevance to the ass of physicians coming over to this country
“from all over the world for internships and residencies. The

_ concept of educational exchange as a cultural weapon in
international relations had lost fire. At the time of the

; ~ Smith-Mundt Act it had seemed natural to consider information
. - services abroad (such as the Voice of America) and educational
i exchange as part of a broad ideological package. Over the years,
~ however, educational exchange had gained an independent
momentum. The debates over the Exchange Visitor Program in
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38, Henderson, op uit., 351,

1961 were more interested in the “brain drain® of talent from
underdeveloped countries to the linited States than in whethor
the program had in fact influenced values abroad in favor of the
United States. (Few voiced the sneaking suspicion that it had
not.) These aspects of the Cold War period had ended. Its lcgacy
was the creation of a program, nominally for educational
exchange, whose purposes were vague, and which had become a
prime vehicle for the importation of physicians to the United

States.

Changing Policies Toward Immigration

The magnitude of the exchange program by the early 1960’
tended to overshadow the still important role of physicians
coming to the United States on immigrant visas. While the
number of exchange visitors has outnumbered the number of
immigrants each year, a steady stream of physicians has been
entering the United States as immigrants. In the decade ending
June 1971, almost 29,000 physicians entered the United States
under immigrant visas, and the number of immigrants admitted
in fiscal 1971 alone —~ 5,756 physicians — was equivalent to the
output of graduates from 60 American medical schools (Appen-
dix Table A2).

The migration of physicians to the United States was
complicated by the existence of two large visa programs. Before
changes were made in the immigration laws in 1968, the number
of immigrants was restricted by a system of national quotas for
immigration from selected areas; physicians were included with
others in their country’s quota. The quotas favored certain parts
of the world over others, notably Europe over Asia, but there
were marked variations even in Europe; it was far easier, for

" example, to enter from the United Kingdom than from Italy.

The burgeoning Exchange Visitor Program was not so restricted,
and formed a haven for those who had little hope of coming to
the United States as immigrants. A former Foreign Service
Officer, Gregory Henderson of Harvard, posed the dilemma:

If, after every consideration, we still feel that, in an
imperfect world, we have reason to seek an immigration

- program which attracts the trained men of emerging

‘nations, let us have one. But let us argue for it openly;
let us call it by its correct name, issue immigrant visas
for it, and administer it as such. Let us stop concealing
an immigration program under our student and inter-
national exchange programs.38 T -

For physicians, the exchange program provided a major
loophnie to the quota system. But, with respect to all occupa-
tions, the arbitrariness of the immigration laws was being seen by
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the early 1960’ as both incffoctive and unjustifiable, Finally, in
October 1965, Congress amended the Immigration Act of 1952,
thereby abolishing the national origins quota system after a two
and a half year transitional period.392 As of July 1, 1968, quota
numbers have been distributed on a first-come basis within
specified preference and non-preference categories, with an
overall total limitation of 290,000 and a limit of 20,000 per
foreign state. For the first time in U.S. immigration history, an
annual ceiling of 120,000 was placed on immigrants from, the
Western Hemisphere; the remaining 170,000 immigrant visas
were to be made available for aliens from elsewhere in the
world.40

Within the Hemisphere allocations, seven preference cate-
gories were established, with visas being granted first to those
falling within one of the preferences. The preference categories
are used as a vehicle for the immigration of specified relatives of
American citizens and registered aliens, and for immigration
based on certain occupational qualifications. Members of the
professions or persons of exceptional ability in the sciences or
arts are covered under the category known as the ‘‘Third
Preference,’’ and skilled or unskilled workers in short supply in
the United States under the “Sixth Preference.””4! Physicians fell
potentially under both of these categories. The real test,
however, was how far the law would be used to facilitate a more
or less unrestricted entry of medical personnel.

Inany event, the 1965 legislation had a dual effect on
physician migration. The establishment of a relatively large
allocation of immigrants from Asia (compared with previous
experience under the country quotas) encouraged the entry of
immigrant physicians from the Philippines, India, Korea, and
other Asian nations. Thus, the national mix of immigrants began
to change. At the same time the existence of occupational
preferences, reinforced by increasing unemployment in the
United States in the late 1960's, gave a distinct advantage to
immigrants in categories of employment which were avowedly
still in short supply in the United States. Medicine fell into this
definition. As a combined result of the Hemisphere allocations
and occupational preferences, there was both a rapid increase in
the number of physician immigrants after 1965 and — its
accompaniment — a dramatic rise in the proportion of physicians
immigrating from countries in the Eastern Hemisphere.

: Physicians on immigrant visas numbered about 2,000 a year
- between fiscal 1957 and fiscal 1965 (Appendix Table AS). In the
“latter year, about 1,000 of the physician immigrants were from
. Europe or Canada, and a mere 200 from all countries in Asia.
Between fiscal 1965 and fiscal 1971 the annual number of
physicians granted immigrant visas almost tripled, from 2,012 to
5,756. Within this total, European and Canadian immigration

€5

39, Public Law 89-236.

40, Immigrants are now considered under one of
three basic categories: whether the immigrant Is a
native of (1} the Eastern or {2} the Western hemi.
sphere or whether {3) he/she is an immediate relative
of a U.S. citizen. Those in the latter category are
counted in addition to the numbers admitted under
the other two.

41, For an individual to enter‘under the third or
sixth preference, a certificate Is required from the
Department of Labor stating that there are not
enough qualified workers at the place in the United
States where the immigrant is to be employed, and
that the alien’s employment will not adversely affect
the wages or employment conditions of simllar
w " ‘<:rs in the United States, See U.S. Department of
Justice, Immigration and Naturalization Service
1971 Annual Report, 2-8.



42, Of 3,158 physician immigrants {including -

those adjusted trom temporary visitor status), 840
were beneticiaries of occupational preferences under
the 1965 Act. The third preference (special skills)
tended 1o be used far moio frequentiy than the more
controversial sixth (manpower shortage}. The break-
down was as follows:

Third Sixth
Preference Preference
Admissions 544 84
Adjustments 166 46
Total 710 130

United States Dopartment of Justice, Immigragion
and Naturalication Service, personal communication,

remained fairly stable and physician immigration from South
America dropped; there were only 269 such immigrants from
South America in 1971, compared with 348 in 1965. Immigrants
from Asian countries accounted for aimost all of the increase. In
fiscal 1971, immigrant physicians from Asia numbered 3,836.
Forty-seven percent of physician immigrants in 1965 came from
Furope or Canada and 10 percent from Asia; in 1971, only 21
percent came from Europe or Canada and 67 percent from Asia
(Appendix Table A6).

The use of occupational preferences was clearly a factor in
the rising figures, not only in terms of physicians entering under
a preference — about one-fourth of physician immigrants in fiscal
197242 — but also as a general guide :to the purposes of
immigration to the United States, assinterpreted by A.:.rican
governmental agencies. {ndeed, tbe/ entry of foreign medical
graduates into the United States was made still easier by a Labor
Departt.aent decision of Decembef 1965 to the effect that there
was a physician shortage in American hospitals. Under the terms
of the new immigration law, this ruling allowed doctors from
abroad to petition the Immigration and Naturalization Service
(INS) immediately for an imniigrant visa, without applying for a
Labor Department clearance — a procadure which still obtains. If
INS finds the applicant’s supporting documents in order, the
consular officer abroad may then bc instructed to issue an
immigrant visa. The physician in que;tion, as an immigrant, is
then exeémpt from any time limitatio's on his stay, even if he is
incligible for licensure in the United S.ates.

Again the various programs and agencies involved with
foreign medical graduates appear to be working totally inde-
pendently. But at least as far as the federal government goes, the
influx of foreign medical graduates 3s immigrants was couched in
less hypocritica! terms than previously. The 5,000 physician
immigrants who were granted visas in 1971 were not primarily
students, but were encouraged to enter the country to help
relieve the crisis in American medical manpower. Among them

-were almost 1,000 physicians each from the Philippines and

Korea, and more than 800 physncnans from Indla (Appendlx
Table A8). - -

The existence of relatively generous immigration procedures
for physicians might be expected to reduce the number of
physicians entering as exchange visitors, particularly from coun-
tries in Asia; to enter as an immigrant gives the individual unsure
of his career goals an open choice whether or not to remain
permanently in the United States. The number of exchange
visitors, which reached a high of 5,701 in fiscal 1968, did indeed
drop in 1969 to 4,460, after the new regulations went into
effect. The figures appear to be on the rise again; there were
4,784 physician exchange visitors in fiscal 1971, But the balance
between immigrants and exchange visitors has finally changgd. in
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1971, more physicians entered the United States as immigrants 43, The Brain Drain into the United States of
than as exchange visitors (Appendix Table A2). . Scientists, Engineers, and Physiclans, A Staff Study
While immigrants presumably intend to stay and exchange for the Research and Technical Programs Stbcom.

- . . . f . . mittee of the Committes on Government Operations.
visitors merely to visit, the functions of the two kinds of visa are House of Representaties, 90th Cong., 15t Sess., July,

still, however, not absolutely distinct. Someone coming for - 1967, 6.

training may prefer to do so on an immigrant visa, leaving his 44, “An effort to increase the number of U.S.
ultimate options open, even though he or shc may return home medical schools, for example, would be the best long
again. On the other hand, others whe, may in fact remain in the range approach to helping other countries retain the
United States may enter as exchange visitors, either because they services of their own native physicians.” b/d., 103.

intend only a temporary stay, or because of the relative ease in
obtaii ‘ag this kind of visa in *heir country of nationality. T..e
differe ces by country in the kinds of visas preferred by
physicians, therefore, have to be carefully interpret. .}, but there
are marked differences. For example, virtually all of the 1,u03
Korean ph'sicians entering the United States in fiscal 1971 did
so as immagiints. In contrast, the great majority of Jamaicans,
Mexicans, and japanese entered as exchange visitors. In many
other countries there was a relatively balanced mix; India, for
example, accounted for 821 immigrant physicians and another
692 exchange visitors (Appendix Table A8).

The distinction between immigrant and exchange visitor
status has also been blurred by an easing of the piocess by which
exchange visitors in the United States can transfer to immigrant
status. In fiscal 1965, only 68 physicians were granted such
adjustments; the number rose to 505 in fiscal 1970 (Appendix
Table A4). In the latter year, one of every six immigrant visas
granted to physicians was to someone who was already an
exchange visitor. n pla‘n language, it has become much casier for
physicians tu enter the United States for permanent residence
since 1965, and easier for exchatige visitors to adjust their status.
Assuming present trends continue, in addition to the rising
numbcs of physicians granted immigrant visas, it may be
expucted that a substantial proportion of exchange visitors
coming to the United States will eventually become immigrants.

The brain drcin aspects of the 1965 legisiation have by. no _
means been ignored by governmental groups. But while there ) - - -
have been continued expressions of concern about the foreign
policy aspects of physician migration from Third World coun-
tries, concern about domestic policies — the physician manpower
shortage in the United States -- has tended to predominate. A

* staff study, undertaken for the House Committee un Government
-Operations in 1967, noted thiat the percentage of physician
immigrants from developing countries had riscn from 45.2

- percent in 1956.to 58 percent in 1966.43 The report also noted
. the laissez-faire attitud® of the State Department toward this
movement. But while, in theory, the Department recognized that
action should be taken by the Government to train more
Americans to fill those positions now being held by forcigners,44
in the final analysis it could only counsel other countries to look
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45. National Advisury Conmunission, Report, 84,

after their own interests, The United States cannot, it was
claimed, slow down its economy or discriminate against indi-
viduals with particular skills from particular arcas; if 4 country is

" suffering from a serious outilow of necessary personnel, it, and

not the United States, should assume the burden of restrictive
action.

While such comments swept physician migration under a rug
of rhetoric, a governmental committee was concurrently trying
to come to grips with the role of foreign physicians in the
domestic manpower situation. The National Advisory Commis-
sion on Health Manpower, appointed by President Johnson in
1965, reported in 1967 that the estimated total minimal cost
necessary to replace the foreign trained physicians who were
licensed in the United States from 1961 to 1965 would be
somewhere between $855 and $925 million.4> The Commis-
sion’s Panel on Foreign Medical Graduates suggestcd major
changes in the education of foreign doctors in the United States.
First, it was recommended that the existing screening procedures
for foreign physicians entering the United States be made stricter
and more demanding, to insure that these doctors have reached
an educational level sufficient to allow them to participate
productively in American graduate educational programs. It was
suggested that the ECFMG examination be strengthened, or that
a new type of examination be introduced. The Panel also sought
to improve the quality of the educational programs being
offered, by reccommending that, except in special circumstances,
all foreign trained physicians entering the United States be given
an orientation ad educational program specifically designed to
meet their needs, which would insure their proper introduction
into the American system of graduate medical education and
health care.

In addition, the Panel made several recommendations dealing
with the immigration aspects of medical exchange. It was
suggested that the issuance of a ) visa be limited to graduates of
foreign medical schools who have been selected by their medical

school faculties or other official agencies, instead of leaving that
.selection totally to American hospitals, with the sole restriction

that candidates have passed the ECFMG examination. Physicians
would thus participate in educational programs planned jointly
by their own school: and the American medical school or
hospital which they attend; the intention would be to design
cducational programs which would equip the participants to
practice or teach in their own countries. in short, the goal would
be to return to the original idea of educational cxchange, with
the United States as the primary donor country. Among other
1ecommendations, the Panel urged that the visa policies of the
United States be revised, to insure that foreign physicians on
exchange visitor visas for programs in graduate medical education
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return to their countiies of origin at the completion of their

programs, that foreign medical graduates with other intentions

be requhied to qualify for immigrant visas, and that existing
regulations be changed so that exchange visitor and/or immigrant
visits on ain oceupational preference basis are not issued to
physicians unless they have been certified by the ECEFMG. Most
of the Panel’s recommendations ieinain unimplemented; but
they continue to be discussed and the problems they attempted
to grapple with are still at issue.

Recent Trends

In the meantime, the immigration issues have become more
prominent. The relative losses of physicians to the United States
from certain countries (notably Korea, Iran, Greece, and Peru),
even before changes in the legislation, were noted in an excellent
analysis of foreign physician migration by Kelly West in 1965,46
Korea, for examplc, was producing some 600 medical graduates a
year in the early 1960's; as many as 200 of thesc graduates were
in training in the United States, and an estimated 20 a year were
remaining as immigrants. These numbers may seem small, but
they can be critical to a country with one physician for every
3,500 population {compared with one to every 600 population
in the United States), which makes a direct financial investment
in a student’s medical education. With the 1965 changes, the
situation has recently become worse. By the end of 1970 there
were 1,309 Korean graduates in internship and residency
positions {(Appendix Table A9), six times as many as were here in
1963, and potentially a significant loss in terms of Korean
medical manpower.47

India is also now providing a major source of physicians for
America. indeed, Indian physicians represented the largest
national group to arrive in fiscal 1971 - a total of 1,513
physicians {Appendix Tablc A8). The Philippines provided 1,365

. physicians; Korea accounted for 1,003 entering physicians. These

“developing countries are the present '‘big three” donors of
physicians to the United States. They also contribute by far the
largest sector of foreign physicians in graduate education
(Appendix Table AY).

The change has been recent and dramatic, The rise in the
number of Korean medical graduates has been noted, The
number of Indian graduates in approved graduate education
positions in the United States rose from 647 in 1963 to 2,525 in
1970. The Philippines has been a major provider of interns and
residents {on exchange visitor visas) for U.S. hospitals for a
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46, Ketly M, West, “Foreign Interns and Resi-

‘dents in -the United States,” Journel of Medicul

Education, 40 {1965}, 1110.29,

47, Paul S, Crane, an American physician teach-
ing in a Korean medical center, commented on the
Korean dilemma: “We found that by training Korean
physicians along international standards, we had
opened the door for them 1o escape the bindings of a
developing nation. They found 4 welcome in the
affluent lands, principaily in the United States. This
draining of the medical pool in the developing
community of Korea, and other such nations, Is
feaving them as poor today in personnel as they were
25 years ago, hefore this type of quality medical
training was introduced.” Tie magnitude of this
problem can be seen in the fact that 1,913 physicians
have left South Korea since 1962, and only 49, or 3
percent, have returned, See Paul S, Crane, "An
Unresolved Problem for Developing Countrics: Korea
as bxhibit A, Journdl of the Americun Medicul
Association, 209 (1969), 2039-41,



. 48, "Philippines Lacking M,D.'s; Ceylon A¢ts on
Shortage,” Medicul Tribune,Sept. 22, 1971,

49, 'earings Before Subcommittee No, 1 of the
Committee on the Judiclary, House of Representa.
tives, 91st Cong, 2nd Sess., on H.R. 9112, H.R.
17370: To Amend the Immigration and Nationality
Act, and for Other Purposes, July 16, 22, 29, August
§and 6, 1970, '

number of years; the number of them in graduate training rose
from 2,102 in 1963 to 3,003 in 1970. For this group, too,how.
ever,the 1965 legislation legitimized permanent emigration to the
United States. The number of physicians on immigrant visas -
from the Philippines rose from a mere 66 in fiscal 1965 to 980 in
1971, while the number of exchange visitors declined, from 701
in fiscal 1968 to 385 in 1971,

The loss to the Philippines, with its large production of
medical graduates, ana what by now has become an expectation
of heavy emigration to the United States, may not be as serious
in terms of health services as the loss to other countries which
rely more heavily on their domestic production of physicians.
But if the Philippines is content to see large scale emigration of
skilled manpower (and undoubtedly welcomes the dollar flow
back to relatives from those in American medical positions), this
outlook is shared by few other countries.

India, for instance, lost 821 of its shysicians — equivalent to
the graduates of eight or ten Ameri:an medical schools ~ to
peimanent residence in the United States in 1971 alone; in
addition, it will probably see little service from the additional
692 Indian physicians who entered as exchange visitors during
the same year (Appendix Table A8). In an attempt — as yet
apparently unsuccessful - to stop the outflow of physicians, the
Indian government prohibited the further administration ¢f the
ECFMG examination on its territory in 1967.48 The government
of South Korea is also attempting to control physician emigra-
tion. In Ceylon, faced with the threat of a major outbreak of
nolio in 1971, the government was forced to take emergency
steps to hait the outflow of physicians, including the dental of
exit permits to physicians leaving to take jobs abroad.49 S« iar
such attempts do not appear to have controlled permanent
emigration to the United States, but they may have a long-term
etfect for, as things are, the only foolproof way to stop
emigration is to cut off opportunities from these and other
countries to enter the United States, even as exchange visitors.

Jverall, however, the American approach appears to be
moving more towards emphasizing nationa! needs than interna-
tional concerns. Indeed, American policies since the 1965
legislation have favored thc further easing of restrictions on
immigration. During 1970, a subcommittee of the Judiciary
Committee of the House of Representativec held hearings on
several bills to iron out difficulties which had emerged since the
passage of the immigration law and to examine the manner in
whick the law was working.?? Common to all the bills was an
attempt to facilitate the entry of skilled personnel from abroad.
particularly physicians. The bills sought to increase the number
of third preference visas issued annually and to make the
application of the foreign residency requirement much more
flexible. Representative Frank Horton (Republican, New York),
a sponsor of one of the bills, voiced a general attitude expressed
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during the hearings: "1 am not too concerned about the brain
drain. .. we need doctors and there are doctors available and if
we can take advantage of that then | think we should.”’30 Simifar
views were expressed by Representative Ogden Reid (Republi-
can, New York):

The increase in the third-preference percentum from
10 to 15 is...a necessay change. | am informed that
beneficiaries of third-preference visas are often doctors
from the Philippines and India and the additional visas
wil make it possible for a larger number of them to
com> to this couniry, While ... we must do much more
to enwourage training of doctors and better hospital
facilities in the United States, in the face of the current
shortage of doctors, those from foreign lands are
essential to keep hosg.itals staffed.5 !

While none of the bills was passed, the comments on the role
of immigration to case America's manpower shortages — and
these are not atypical — indicate a Congressional mood of
self-interest in the 1970, Current immigration policy appears to
be closely tied to assumed needs for particular kinds of
manpower in the United States. Thus, the 1965 immigration law
has been administered, logically, in terms of a stated doctor
shortage, to encourage direct immigration of physicians and to
assist foreign medical graduates who wish to remain in the
United States after their training is completed. For instance,
although the third preference visa category is oversubscribed, a
physician who comes to the United States on an exchange visitor
visa, and subscquently decides to change his status to third
preicrence, is shown a certain favoritism. If otherwise qualified
and approved by INS, he may wait in the United States until a
place on the third preference quota is available. During this time
he is authorized to work. In this way a foreign medical graduate
can avoid the foreign residency regulation and remain here
indgefinitel, regardlcse of his stated intentions on arrival,

Prior to thie House hearings, moreover, Congress has alreadv
taken action to dilute the foreign residency requirement for
. those on } visa: (exchange visitors). Faced with an ac. umulation
~ of over 800 private bills to waive the two years abroad provision
" for particular individuals,52 legislation was passed to eliminace
this requirement for persons ~oming to the United States on
private funds, who "vere not from countries where their special
skills were in short supply.33

This latter specification was o be determined on the basis of
a list of “shortage countries,” classified by professional skills, to
be drawn up by the Secretary of State. Further, persons from
countrics not on the list were to be eligible for immediate
immigration, unless they are sponsored by the United States
Government or their own. As most physicians come to this
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§1. tbid., 78.

52. In tiscal 1970, the foreign residence require-
ment was waived for 741 physicians surgeons, and
dentists who were in the United States on exchange
visitor visas. This group formed a significant scctor ot
all such waivers, only 1,731 being granted for all
occupations in that year. Annuul Indicator ot the
Immigration inte the United States of Aliens in
Professiondl and Related Occupations, Fiscal Year
1970, Department of Justice, Immigration and Natu-
ralization Service, (1971), 25.

$3. Public Law 91-225, The legislation also
facilitated the temporary admission of highly skiiled,
aliens and created two new nonimmigrant classes, for
intracompany transferees and for tiance{e)s of US.
citizens. The number of physicians entering as
“Workers of distinguished merit and ability'’ rose to
178 in fiscal 1971, and tiiere wete 9 intracompany
transferees {See Appendix Table A3).



§4, HEW Hgures for tiscal year 1970 indicate
that 379 health personnel applicd for waivers from
the foreign residency requirement, Of these, 90 were
approved and 35 were eligible to apply directly to
INS. These figures were supplied by Mrs, Ann
Mursell, Oftice of International Atfairs, DHEW,

§5. Reported in New York Times, Sunday,
january 31, 1971, section 1, 20,

country on private funds, they were immediate beneficiaries of
this change. Instead of applying to the Dopartment of Health,
Education, and Welfare for a waiver, they could go directly to
INS for a change in their visa status, provided they were not
* from a shortage country 54

This legislation became effective in 1970, with the expecta-
tion that the Secretary of State would publish the list of
“shortage countries” in short order. As of March 1972, this list
had not been made available. In the meantime, everyone on a
} visa had the right to apply for a change of status to an
immigrant visa, waiting in the United States until his slot had
come up.

A final indication of a present governmental policy of
attracting foreign physicians for immigration can be seen in a
regulation change proposed by the Department of Labor in
january 1971.55 This change would tighten the qualifications -
for immigration on the basis of professional skills — immigration
under the third preference provision ~ in the light of present
econamic conditions and professional unemployment in the
United States. In the future, prospective immigrants who are
auditors, physicists, chemists, chemical engineers, and others in
stated categories will have to submit applications for individual
review by the Department, with the expectation that few will be
approved. Professionals in the medical, paramedical, and religious
fields, however, are specifically excluded from the change, on the
gounds that, in tiese occupations, there is a nationwide
shortage.

As in the past, however, there is no consistent policy; thus
one potentially restrictive measure has been undertaken at the
urging of the professional associations of American medicine, tn
recent years the ECFMG, the AMA, and the AAMC have
complained to the Department of Lawur over its practice of
issuing a third preference visa to any physician who is licensed in
his own country, regardless of whether he is eligible for licensure
in the United States. It was this practice which made it possible
for physicians from the Philippines and cisewhere to enter the
“United States even though they were unable to take up graduate
raining, or to practice medicine in other spheres, because of a

“lack of professional qualifications, in particular a failure to

achieve certification by the cCFMG. They were thus removed
from the practice of medicine in both their own countries and
the United States.

As a result of wese efforts, the regulations for immigrant
labor certification .:ave been revised for the Schedule A labor
grade, which includes all physicians. Under the new regulations,
any foreign physician with a aegree from a medical school
outside the United States or Canada is required to present
evidence that: (1) he has ecither met the requirements for
licensure or is eligible to take the state li- .1sing examination in
the state in which he intends to work; or (2) he has met the
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reguirements for an appointment to an approved internship or 56. Federal Register, 36 {February 4, 1971),
residency and is being offered such a position; or {3) he has 2465.
passed the ECFMG examination; or (4) he has an appointment in 57. U.5. Department of State, personal commu-
~ a situation which does not involve direct patisnt care, such as nlcation. The system will be financed by a $30
. . ! contribution from each foreign medical graduate.
teaching, research, or laboratory work.56 These tightened
regulations will p-esumably make it more difficult for less
competent (and unemployable) physicians to enter the United
States. They will not necessarily of themselves reduce the
number of immigrants and exchange visitors to any significant
extent.
This action did, however, point up the potential role of the
. medical professional organizations as guardians of med. :al
education in the United States, working with and thrc.gh
governmental agencies. The establishment of a Commission on
Foreign Medical Graduates by leading medical associations{led by
the American Medical Association and including the ECFMG,
AAMC, American Board of Medical Specialties, Federation of
StateMedical Boards, and other interested groups), which became
active in September 1970, provided a vehicle for further
coordinated action. Indeed, the Commission is specifically
enjoined in its articles of association to assist in the development
of policies concerning the entry as well as education of foreign
trained physicians.
Mectings between Commission representatives and the De-
partment of State finally generated a coordinated approach to
the entry of physicians on exchange visitor visas into graduate
medical education, effective june 1972, The Department of
State is recognizing the Commission as the sponsor of foreign
medical graduates for internship, residency, and specialized
training. Instead of each of the 900 hospital programs recognized
for Exchange Visitor Programs acting independently, the official
documents for the entering of exchange visitors will be chan-
neled through the Commission; consular officers and INS officers
are being informed to this effect, as arc the relevant hospitals. In
the future they must work through the Commission.57 Only
exchange visitor visas are affected, however. Hospitals may still
have the option of submitting an H visa petition to INS on behalf
of workers of distinguished ability, other temporary workers, or .
industrial trainees (see Appendix Table A3); and immigrant visas - -~ - - -~ -~
_remain independent. S B
~ This move opens up the prospect of centralized planning for
foreign physicians cntering the United States as exchange
visitors, including the matching of appropriate entrants with
suitable training opportunities. It provides a vehicle for orienta-
tion programs and specialized training sessions. But it may also
serve to make even more efficient the migration of physicians to
. the United States. The possibility of a numerical limitation on
foreign trainees in the United Stat.:, feasible under the new joint
arrangements, re:mains a matter for speculation. Discussions so
far have focused on the education and acculturation of foreign
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58, Preliminary findings fiom a study of AMA
data. James Haug and Rosemary Stevens, “Followsup
Study of Foreign Medical Gratuates, 1963 and
1970,"” unpublished manuscript, 1972.

medical graduates in the United States, on developing a
computerized data bank to ensure efficient placement of foreign
trained physicians in American hospitals, and on special needs
and problems of entering physicians and employing hospitals.
The emphasis, at least so far, is on improving the system rather
than on reforming it; on domestic action, rather than on wider

international needs. :

The present situation, then, is one of permissiveness toward
the entry of foreign physicians into the Unned States through
both the cxchange visitor and immigrant procedures. The
immigration laws are at least in part predicated on the
employment demands of the United States. In this the physician
immigration patterns are logical and successful. The United
States is now gaining 3,000 additional licensed practitioners a
year from abroad for domestic pructice. Moreover, once here,
even those coming nominally for training tend to overstay their
training period. There were 10,000 graduates of foreign medical
schools in approved internships and residency positions in this
country in 1963. By 1970, 3,100 of these physicians were
identified as being in office practice in the United States; an~ther
2,700 were still working in American hospitals, as interns,
residents, or full-time <taff; about 800 were in teaching,
administration, and resea:.is posit*ons in this country; and 200
were here in other positions or inactive.58 These patterns are
expected to continue, although figures will be greater in the next
few years, reflecting the inc ~sing number of physicians entering
the United States since 1963,

Postscript: The “skills list” for exchange visitors was published after
this book went to press. It appears in the Federal Register for April 25,
1972,
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The reasons physicians migrate are complex and — as part of
a general ir... national movement of physicians, chiefly from the
poorer countries to the richer — outside the scope of this study.
Some comments, however, have to be made on the general
phenomenon of physician migration as a necessary context to
considering the various implications of the flow of physicians to
the United States, information gaps and research needs, and
current pressures for change in the “‘foreign medical graduate
situation.”

A medical degree, unlike the credentials of many other

professions, commands international recognition. As has
been demonstrated in preceding chapters, however, foreign
medical graduates inthe United States make up anything
but a homogeneous group. In fact, they do not necessarily have
anything in commot: uther than the fact that they were educated
in the some 8N0 different medical schools located outside the
United States. Moreover, these medical schools vary in standards,
in content and plan of curriculum, in teaching methods, and in
various other characteristics throughout the world.!- Yet the
young American, Filipino, Briton, Indian, or Korean seeking to
“widen his or her horizons is well advised to choose a medical
career. A legal education or teaching diploma, for example, is not
so easily negotiable. Even in other technical fields, including
science and engineering, there are relatively few job openings
abroad compared with those available to physicians. There may
" not be much preselection of medicine by students whose
itserests are international. Nevertheless the holding of interna-
tior.al credentials gives the physician a “‘take it or leave it" choice
over the kind of job he will accept in his home country.
Emigration is a real carecr alternative.

15

1. This is not coincidental. In many cases
medical schools in developing countries have been
modeled on schools in England or the United States.
The Facuity of Medicine of the University of -the
West Indles, for examplie {which has a high loss rate
0" graduates to North America), like other schools
¢s*blished in former British territories initially had a
special relationship with the University of London. A
number of schools in South America have sought aid
from universities in the United States. Where there
are not direct relationships, there is mimicking.
Philippine medical schools, for example, since 1963
have required four years of college and four years of
medical education — a pattern now being recon:
sidered in the United States. On general develop-
ments, See John Z. Bowers (ed.) Medical School for
the Modern World (1970) and Elizabeth Purceil {ed.),
World Trends in Medical Education (1971), both
published for the Josiah Macy, Jr., Foundation by the
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. 2, See Maurice King {ed.) Medical Cure In
Developing Countries: A Primer on the Medicine of
Poverty and a Symposium from Makerere. {London,
Oxford University Press, 1966); Gotdon Wolistenholm
and Maeve O'Connor {eds.} Health of Mankind, Ciba
Foundation 100th Symposium {Baltimore, Williams
arid Wilkins, 1968).

3. The paradox of the “overflow” of doctors is
considered in detail, in relation to specific countries,
in two Important contributions to the “brain drain”
debate: Committee on the international Migration of
Talent, Vhe International Migr tion of High-Level
Maonpower (New York, 1970); Oscar Gish, Doctor
Migration and World Health (London, Bell, 1971).
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The presumptive international comparability in medicine has
become a seductive factor in international physician migration.
Studies point up the existence of two very different sets of
health problems in developing and industrial nations — the one
focusing on infectious diseases, rural poverty, preventive care,
and a youthful population; the other on chronic diseases, urban
affluence, specialized treatment, and the problems of the aged.?
But to no avail. Medical education throughout the world is
typically urbanized, intellectualized, specialized, and hospitai-
based. No country, including the United States, has yet produced
physicians who enjoy practicing outside towns and cities. As a
result, medical schools in Third World countries, while offering a
valuable base for the training of medical specialists, scientists,
and teachers, are too often not producing physicians who are
appropriate for, or motivated toward, the major health carc
needs of their own nations.

In this sense, it is not always appropriate to speak of a
“drain” of high level manpower from a developing country to
the United States. There may in fact be insufficient posts in the
developing country for physicians who are in essence qualified in
urban medicine. A particular Filipino physician may aspire to
specialist practice in Manila, or a Thai physician in Bangkok. If
these opportunities are not available {(both Manila and Bangkok
having a surplus of physicians), e physician may logically turn
toward the international stimulauon and interest of specialized
practice or education in a foreign city, rather than to profes-
sional isolation in his own country"s vast rural areas. In contrast,
this apparent “overflow” of tialent may feel more suited
scientifically for practice or future education in advanced
countries, such as Britain, Canaca, or the United States.3 It is
not surprising, then, that the United States with its advanced
training facilities, open-door immigration policies for physicians,
job opportunities, and economic and cultural allure, should
attract many thousands of physicians on both a temporary and a
permanent basis.

These points, however, do not negate the formidable

“international responsibilities imposed on the United States by

the annual appearance of 10,000 physicians from countries with
a vast range of languages and cultures, many of which have
1sully inadequate health setvices. The domestic implications of
migration should be reviewed in this context.

Areas for Action

Two recurring tiemes have been stressed in this study. The
first is the lack of an integrated and recognized policy toward the
immigration and education of foreign trained physicians. The
second is the lack of reliable information about the basic
characteristics, expectations, and roles of foreign trained physi-
cians in the United States and, more generally, about physician
manpower roles in the American health system.
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The results of these deficlencies have also been noted. On
the -one hand are the separate, sometime conflicting policies
toward foreign medical graduates represented in hospital recruit-
ment and employment practices, professional licensure and
certification, and immigration and visa arrangements. On the
other hand are the as yet insufficient data to make anything
other than crude generalizations about the relative roles, compe-
tencies, and manpower contributions of foreign trained physi-
cians in the United States.

I. MANPOWER DEFINITION '

The Panel on Foreign Medical Graduates of the National |

Advisory Commission on Health Manpower (1967) observed that
the important place of foreign medical graduates in American
medicine is a reflection of the fact that “the United States has
failed to produce enough physicians to meet its own needs.”4
Evidence collected for this study sheds doubt on this statement
in several respects.

First, clearly much if not most of the influx of foreign
trained physicians in the last 20 years has been the resuit of the
hospitals’ demands for additional house staff, not necessarily of a
general fack of physicians within other parts of the medical
system.

Sccond, the concept of a *“need” or lack of physicians is
complex. Far more must be known about specific manpower
shortages by area and by specialty so that need may be measured
against stated planning criteria. Indeed, the United States has
problems of appropriate manpower production which are similar
in essence, if differing in.scope, to those of the developing
nations. Both stem from the Yack of coherence between the
educational system and the health care delivery system,

The United States, being rich and retaining a largely private
fee-paying medical system together with a relatively open system
of hospital staff appointments, can absorb into its cities what
would be regarded elsewhere as an “overflow” of physicians. In
large part, however, the influx of foreign physicians represents
deficiencies in heaith care planning and organization in this
country at least as much as an cutflow from other countries may
also represent ineffective planning and organization. - )

Aided by federal government subsidy, American medical

schools are making heroic efforts to increase the number of
medical students. Merely increasing the base supply of students
in American medical schools will not of itself serve to plug the
gaps in service in the present array of 63 or 64 recognized
specialties serving a 200 million plus population, however, and

- considerable interest is also being taken in the production of .

physician associates or assistants. The widespread development
of such prograras to provide care in needy rural and urban
poverty areas in the United States, combined with the additional
supply of American trained physicians, might do much to meet
critical “need” for medical care.
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The manpower questions, however, do not rest on some
magic number. Rather, they depend on specific decisions being
taken as to how many physicians, of what kind, should be
trained, and what actions should be taken to create a favorable
distribution of physicians to provide specific services to the
population of the United States. The first and major area for
acdon is thus the development of physician manpower norms for
defined populations, by specialty, function, and region. Such
norms should take into account the expected number and roles
of physician assistants and associates and other health care
practitioners.

A second and related area for-action is the development of a
system of internships and residencics with goals and priorities
which relate both to the undergraduate (MD) curriculum and to
defined manpower goals. It is ironic that in the world’s mecca for
medical science there is as yet no cohesive system of medical
education, Each year the number of available positions for
interns and residents has increased because additional programs
have been accredited by the profession’s accrediting committees.
If the number of positions offered were cut back (and held) to
the level prevailing, for example, in 1964, there would be
virtually no vacancies; and as an increasing number of American
graduates flowed out of the: schools, they would eliminate the
need for foreign trained physicians in these positions. A decision
by professional accrediting bodies or government agencies, or
both together, on the number of physicians to be trained — and
where — Is an essential framework for considering the various
needs, roles, and functions of foreign trained physicians. '

. VISITORS AND IMMIGRANTS
it has been observed that foreign medical graduates fall
broadly into two groups: those coming primarily for advanced
i training {and the prestige of such training) in the United States,
‘ who will probably return to their own countries to teach,
practice, or do research; and those {by far the largest group) who
are de facto immigrants to the United States. Our study has
‘demonstrated that the vast majority of exchange visitors who
come for training are no different from those who come on
immigrant visas. Yet, while there may be no clear distinction by
type of visa, the prima tucie goals of the two groups are very
different. The first suggests the goals of the existing Fulbright
program; such students are best placed at advanced university
centers in their chosen specialties. The primary need of the
second group, as with other immigrant groups, is for rapid
assimilation into professional and cultural life in the United

States.
Clarification is needed of the relative importance and roles

o’ the two groups in terms of the administrative machinery
which can best deal with their requirements. Questions to be
addressed include: whether the primary educational role of the
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United States with regard to other countries should be to teach
- teachers and researchers who can then transmit their knowledge -
to students in their own countries; whether all foreign medical
graduates given exchange visitor visas should be recruited and
sponsored by the government, medical schools, or other recog-
nized institutions in their own countries, and have a guaranteed
job on return; and where foreign medical graduates should be
located in the system of graduate medical education in the
United States (e.g., whether preference should be given for
education in specialist departments physically located in medical
schools; what special kinds of educational arrangements are
necessary). Logic would suggest the eventual limitation of the
Exchange Visitor Program to those coming under the sponsor-
ship of their own governments or institutions, under a much
better coordinated American sponsorship (e.g., through joint

university selection committees), or through both,

The new system being established for exchange visitors by
the Commission on Foreign Medical Graduates should ensure
that physicians coming for advanced training will receive
appropriate placement for their needs. It also provides a
potential focus for the selection of physicians as exchange
visitors. Whether this will become a second stage in the
Commission’s activities remains to be seen. in any event, the
relatively flexible immigration systems is a .more appropriate
vehicle than the exchange program for physicians who seek
permanent ties with the United States.

Among the procedures to be considered for facilitating the
transfer of foreign graduates into the American system are how
far participation in the National Internship arnd Residency
Matching Program can (or should) be encouraged so that this
becomes a recruitment option for foreign trained physicians;
whether participation in accredited orientation programs should
be mandatory; the possibility of requiring accredited hospitals to
pay for English instruction for foreign medical graduates who
would benefit from it; the likelihood of assigning quotas or
“ceilings on the number of foreign medical graduates relative to
American graduates in accredited hospitals, and by areas or
regions; the establishment of welcoming organizations, host
famiiies, and special arrangments by medical associations, to

- integrate the foreign physician more fully into American cuiture
than at present. ‘

ti1. HOSPITAL STAFFING
Besides developing policies for American medical education
and the education of foreign trained physicians, actions are also
- needed in the critical area of hospital staffing. Some hospitals are
 experimenting with alternative staffing arrangements — alterna-
tive, that is, to having interns and residents. But general
strategies need to be developed in the light of any possible
reduction in the rumber of foreign trained physicians (for
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example, through changes in the immigration faws),

- Inaddition, the future implications of the present movement
toward university atfiliation of all graduate educational progriums
(which may lead to the dropping of some programs) need to be
assessed, s does any tightening-up of the number of available
training posts through the machinery of internship and residency
accreditation.  Nonphysicians  (nurses,  physician  assistants,
blood-drawing teams, etc.) may have an increasing role in
undortaking work currently being porformed by foreign trained
physicians, particularly in nonaffiliated hospitals. Action is
needed in defining these roles, in relation not only to planning
training programs, but a'so in considering possible constrictions
on such personnel by existing medical practice laws and
malpractive insurance arrangements.

IV, CERTIFICATION AND LICENSING
The puint emerges time and again in this study that the
“forcign medical graduate cannot be cons’ tered apart from more

general manpower questions in Americ.n medicine. Yet the
result of professional policies toward foreign trained physicians
has been to isolate these physicians by providing a series of
examining and other mechanisms which are difterent from those
srovided tor American graduates: the ECFMG and State Board
examinations, not the National Board examinations; little utiliza-
tion of the National Internship and Residency Matching Plan;
different requirements for licensing in the states; and often
special arrangments for taking the specialty board examinations.
Forelgn trained physicians have thus been accepted but not
assimilated into the professional system.

The loudest objections to the lack of assimilation are coming
from American graduates of foreign schools, but immigrants have
an equally strong case for being admitted to the same system of
testing and licensurc as American born and educated physicians.

. Part of the problem up to now has been a refus~1 to recognize

- the large stream of immigrants coming into American medicine.
Part has been a lack of confidence in American testing
techniques.

Needed action in these arcas includes not only continuing
experimentation with various testing techniques, but aiso a
‘reevaluation, in the light of established goals for training both
American and foreign medical graduates, of the kind of skills and
competence to be expected of these physicians at various stages
in their careers. Meanwhile. foreign physicians should be given
access to National Board examinations. If, indeed, the ECFMG is
the ecquivalent of National Board Part I, foreign graduates
should be entitled to take at least Part | and Part {11, They
could then be given endorsement and reciprocity for licensure on
the “same basis as American graduates. In addition, foreign
trained physicians should have the same access to the FLEX
examination as American graduates. All citizenship requirements
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for licensure should be abolished.

V. INTERNATIONAL AID

. All these areas for action concern the role of the foreign
trained physician in America. The international aspects of
physician migration to the United States, while raising a different
set of issues, are no less important. A United Nations study
estimates that the Philippines contributes $1.5 million to the
U.S. economy each year, the estimated annual cost ot a loss of
one-fourth of all physicians,3 An Indian study estimates that the
long term capital investment of a donor country in 1,000
physician emigrants (rethet less than the number of Indian
physicians who entered the United States in 1971) is as much as
$35 million, taking into account their economic potential.6
Exact figures are unimportant, but the existence of such
estimates is important in two respects. Not only do they
illustrate the economic magnitude of such transfers, they also
represent an increasing concern by international agencies and
donor countries in foreign aid flowing into the United States by
way of physician migration,

Some of the investment of foreign countries in medical
education is more than repaid to the donor countries in terms of
physicians who return from the United States with a higher leve!
of skills. Increasing the return rate would thus have direct
economic benefits. What information there is, suggests that those
physicians who do return tend to have positions awaiting them in
their home country, arranged either before they left or during
their absence in the United States; but such jobs tend to be
academic positions rather than a return to practice, and the
actual group of physician. who circulate in this manner is
relatively small.” Turkey, for example, has an estimated 2,200
doctors living abroad. While it is thought that many of these
would return if there were acceptable jobs in Turkey, their
return is largely predicated on academic positions being made
available in new teaching institutions — which would presumably
add to the existing “overflow” of urbanized physicians, rather
than provide rural heaith care services to the Turkish popula-
tion.8

Various aspects of this phenomenon deserve scrutiny and
evaluation by the United States, The first is the development of
joint or coordinated teaching programs between foreign govern-
ments or medical schools and appropriate organizations in this
~ country, to develop the best possible teaching programs for those

- foreign teachers and research workers who will return to their
home countries. Here the Commission on Foreign Medical
" Graduates may perform a major service,

A second question for critical exploration is the Ainerican
role in subsidizing improvements in health services in developing
countries, directly and through international organizations — for
example, through programs of preventive medicine, organiza-
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10. Bowers and Rosenheim, Migrotion of Medical
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tional improvements in health services, and the development of
nonphysician personnel, Better use of trained manpowsr-in uther
countries should serve to restrict the emigration of this man-
power and thus deal with physician migration at the source.

A third possibility is sponsorship of Centers of Excellence in
other .countries. These would provide training for outstancing
individuals, and an intellectual center for their work. A recent
study cited the Hacettepe University Medical School in Ankara
as an example.? Such centers can provide a center for medical
research and development in the home country and attract
returning emigrants. Because of the large expense of medical
centers, international aid or collaborative efforts may be not
only desirable but necessary.

Vi. NUMERICAL LIMITATIONS

In numerical terms, such centers would probably serve
only A small minority of present emigrants. The “pull” factors
that the United States exerts over foreign trained physicians who
might otherwise remain in or return to their own countries thus
deserve special scrutiny. Recent efforts by several countries to
restrict cmigration reflect an increasingly articulated concern
over the “brain drain.’’ Moreover, the lack of success of control
measures up to now makes the United States particularly
vulnerable to criticism as an imperialist, grabbing nation.

A government health officer from Pakistan, which loses half
of every crop of medical graduates to other countries {and which
has 500 physicians now in graduate training in the United States)
recently recommended international regulation to prevent the
crime of medical hijacking. Physicians from a developing country
would not be allowed to study overseas for longer than 3 years
without the prior approval of their government.‘o Such a
proposition, however, is unlikely. to be implemented by
international agencies. Even if it were, individual countries
cannot effect the return of someone who is in the process of
gaining citizenship elsewhere.

The United States, however, could limit the number of
physicians coming to the United States through its immigration
policies. Immigration and visa policies, as has been remarked, are
geared to the apparent demand for labor in the United States.

- Yet to speak of a manpower shortage in the United States, with

one physician to every 600 population, in comparison to a
country in which thare is one physician to 3,000 or even 20,000
persons, raises far-reaching questions as to the international
responsibility of the United States. While it would be alien to the
traditions of the immigration process, and arrogant of the United
States, to use visa arrangements to refuse to accept physicians
from specified under-developed countries without their consent
— thus making other governments’ policies for them - interna-
tional comity may demand that the United States apply its visa -
laws uniformly and not discriminate in making the entry of
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physivians refatively easy. The use of such preferences is in need th Committee on the foternationai Migratian of
of serious reappraisal, Taloms, High -Level Maipower, 718 and passim,

At the same timo, specific consideration should be given to
countrivs which du regard themselves as “shortage” countrics
with rospeet to a loss of physician manpower to the: United
States. A limitation of the Exchange Visitor Program to those
coming in under institutional sponsorship in their home cown-
tries would provide control by donor countries over those
coming for crganized advanced training, while not excluding
other physicians from enteing under different visa arrangements,
for example as temporary visitors or immigrants, Meanwhile, the
development of thelist of shortage countries by the Department
of State (presumably after consultation with, and ratification by,
fureign governments), for exhange visitors entering under private
funds, while an unwieldy form of restriction, does attempt soine
coordindted policies for migration,

Mure immediate forms of assistance by the United States, as
suggested elsewhere,!V are development on request of special
analyses of migrants in the United States, assistance in locating
migrants and in helping recruiters from developing countries, and
cooperation with representatives of developing countries and
influential groups in the United States to moderate migration —
by, for exampie, reducing available hospital positions and
recruitment efforts. In addition, in a reversal of recent trends, a
firm line could be taken on th: mandatory return of foreign
physicians on temporary visas to their own countries.

- Whatever the specifics, coordinated policies are needed with
regard to visa arrangemeats for foreign physicians. The various,
sometimes conflicting, and often inert.  roles of the Depart-
ments of State, Labor, and Health, Education, and Welfare, as
well as that of the Immigration and Maturalization Service, need
to be clarified. Without deliberate efforts, the traditional
American political pluralism, disseminating decisions over an
array of governmental agencies and private institutions, is likely
to undermine even limited attempts to stem the one-way flow of
foreign medical talent to this country.

Vii. AMERICANS GVERSEAS .

A final, but by no means negligible, sphere for action
concerns the peculiar role of the American citizen in foreign
medical schools. If there is indeed a shortage of American
physicians, a much greater flow of transfers of Americans from
foreign to American medical schools in the second and fourth
“years of the curriculum should be considered. Special, or in some
cases remedial, courses may be required for those who wish to

return but have had insufficient or inappropriate training or
experience for such transfers. Present plans for clerkships in
American medical schools for Americans who have completed
the medical curriculum abroad (but not an internship) may
provide a useful precedent for such efforts.
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12, rene  Butter, “The Migratory Flow of In addition, the funding o direct sponsorship of American
Doctors To and From the United States,” Medicul students abroad by the U.S. grvernment should be considered, as
Care, 9 (1971), 1719, part of the currcni national effort to increase the supply of

physicians. Thic might also ‘aclude direct grants to the foreign
medical schools at which such students are studying.

These ideas areé not new. Indecd, student support of U.S,
nationals studying medicine abroad was included in the Compre-
hensive Health Manpoiver Training Act of 1971, although funds
have not been made availabic. What is needed is vigorous
discussion of — and agreement about — the goals of American
medical education, and how far these goals can and should be
met by utilizing foreign medical schools.

Needs for Information and Research

in all of these areas the ne:d for information is paramount.
For all the research that has been done there is still insufficient
understanding of the motivations, expectations, and experiences
of foreign medical graduates ‘rom which to experiment with
potential solutions to the various problems which have devel- -
oped.

Studies like those by Margulies, whiie useful in pinpointing
the problem of competence, have not gone on to ask why this
should be so. The work of Halberstam, Dacso, Antler, and Rusk
has been important both in pointing out the deceptiveness of
grouping together all foreign medical graduates regardiess of
specialty or the type of hospital in which they are training, and
in taking into account the pzrsorial, emotional, and cultural
factors involved in quality of performance. Nonetheless they,
like Margulies, have been limited by the small size of their
samples. -

Butter has undcrtaken pioneer work on the migration
patterns of foreign physicians in and out of the United States,
utilizing data from American Medical Association records for
1966 and 1968. As she has noted, however, there are certain
limitations in the basic dat.: most significantly, a comparison ot
the number of registered foreign physicians to the immigration
statistics for the period of the study indicated that at least 4,000
physicians were missing.! 2 Other valuable studies by Butter and
Schafiner and by  Knobe!l on the distributional patterns of

__foreign physicians are noted in the bibliography and elsewhere in
the text. Kelly West's analyses of the role and numericai
importance ot foreign traired physicians in both this country
and their own have shed light on the complex issues involved in
any consideration of the *foreign medical graduate.” Neverthe- -
less, over and above these and other studies now in progress,
there are important information and research gaps which deserve .
consideration. '

Questions for research fall into five distinct but related
categories: immigration and emigration; the role and function of
foreign medical graduates in the United States; physician
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manpower in the United States; physician manpower in countries
contributing physicians to the United States; and Amurican
nationals in medical school abroad.

. STUDIES OF IMMIGRATION AND EMIGRATION

The litcrature on the general phenomenon of the ‘‘brain
drain” is considerable. One major contribution, which relates
physician migration patterns to other patterns of professional
migration, is a detailed report sponsored by Education and World
Affairs and the Rockefcller Foundation on the international
migration of high-level manpower.'3 This factual report focuses
soecifically on the impact of professional migration on develop-
ment, factors favoring migration in both developed and develop-
ing countries, and studies of particular countries and areas. A

“ series of conference reports, including one on trends in medical

education and one on physician migration, has also been
published by the Josiah Macy Foundation,4

A maor opportunity for a cross-professional as well as an
international research study of mnigration appears to have
foundered on jurisdictional rivalries between international agen-
cies. Thus, the United Nations Institute for Training and
Research (UNITAR) is engaged in five country studies on factors
motivating migration from Cameroon, Colombia, Lebanon, the
Philippines, and Trinidad and Tabago. UNITAR, in collaboration
with Professor William Glaser of Columbia University, is also
undertaking a large multinational comparative study with the
help of partners in about 20 countries. This latter study does not
include physicians, however, apparently because this — being
“medical” — falls under the purview of the ‘World Heaith
Nrganization. The latter organization has shown little interest in
developing a parallel study of physicians and nurses, even though
these represent perhaps the most significant form of interna-
tional occupational migration. It is urged that such a study soon
be undertaken.

Butter’s study of the net flow of physicians to the United
States has been noted. Oscar Gish, formerly at the University of
Sussex, England, now at the Ministry of Health, Tanzania, has
published flow studies of physicians tc and from various
countries, p.rticularly emphasizing the flow of physicians into

Britain from the Commonwealth and lIreland, but also consider-

ing the outward flow from Britain to the United States, Canada,
and Australia.!> Nonetheless, a number of specific questions

relating to the migration of physicians to iive United States

remain:
a) In-depth studies are nveded of the migration of physicians
from selected countries to the United States . oad their relative

- rate of return. As this bock goes to press, a major analysis of

existing data on foreign trained physicians is being launched by
Dr. Robert Weiss of Harvard University. This analysis will
attempt to match individual names of physicians found on tapes
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compi:ed by different organizations (including the Immigration
and Naturalization Service, the AMA, and the ECFMG) in order
to provide - for the first time ~ one reliable source of
inforination on migration patterns and activities of foreiyy
trained physicians. If successful, the effort wiil provide an
invaluable milestone in research on foreign medical graduates. As
a coroilary to thus study, efforts should be made to exglore the
potential use of Immigration and iNaturalization Service statistics
to evaluate the length of stay and geographical distributions of
cohorts of physicians admitted to the United States. This is of
particulas. interest with respect to the experience of exchange
visitors,

b) The motivations and expectations of migrating physicicns
deserve exploration. More needs to be known about the cultural
attitudes and career expectations of physicians seeking to visit or
emigrate to the United States from selected countries, at the
critical time of taking the ECFMG examination. Are they
different, and in what ways, from those deciding not to migrate?

¢) The process of migration also needs clarification. How do
foreign physicians learn about training opportunities in the
United States? How does doctor A get to hospital B and not
medical center C? Whom does he or she consult in his own
country? “ow is choice of visa determined? Who pays for
transportation?

d) Demographic studies are needed of migrants to the United
States, including age, stage of career, social background, race, sex
- for example, do 'vomen foreign medical graduates come from
particular cointries rather than others? Do they gravitate to
specialtias similar to their American trained counterparts? Do
they tend to stay in the United States more, or less, than their
male colleagues?

e) The role of governmental agencies in the United States
with respect to physician migration calls for analysis, including
the roles of the Departments of Labor, State, and Health,
Education, and Welfare, the Immigration and Naturalization
Service, and a variety of private associations and agencies.

f) in all these areas, existing statistical information on
migration from available sources is needed on a regular,
published basis. The immigration and Naturalization Service does

' ‘not publish detailed figures on physicians, although physicians

are included in certain occupational tables in the INS annual
repo-ts. The National Science Foundation publishes regular
reviews of data on physician immigrants from immigration
statistics, but these are not at present linked with the equa'ly
important statistics for exchange visitors. Data from the Ameri-
can Medical Association give breakdowns of physicians in the
United States at one point in time, but do not provide
information on the additions cr deletions of physicians over a
specified time period, and do not include foreign graduates who
are unlicensed or do not possess standard ECFMG certificates.
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There are thus gaps in basic information.

it. STUDIES OF FORCIGN MEDICAL GRADUATES IN THE
UNITED STATES
, Such studies are needed to clarify many of the questions

raised in previous chapters, These include:

a) the differential location in the United States of foreign
uained physicians by country of medical education and by
school; '

b) analysis of the relationships between performance of
foreign medical graduates as measured through standard tests in
tire United States and variables such as country of medical
education, training hospital in the United States, length of
training, and type of speciaity;

¢} perceptions and career expectations of toreign physicians
who have come for training in the United States, and how far
these match expectations on arrival in the United States;

d) the role of foreign trained physicians in areas where they
represent a relatively large proportion of all physicians {e.g., New
Jersey). Analysis is clearly needed of the specific recruitment
policies of hosritals in these states, and the subsequent utiliza-
tion and education of the incuming physicians; and how far these
match expectations on arrival in the United States;

¢) the contribution of foreign medical graduates by speci-
alty, including physicians both in and after graduate training. A
brief ccmparison of the proportional breakdowns for all physi-
cians and for physicians in training suggests that, in general, the
greater the proportion of foreign medical graduates in training in
a specialty, the greater the proportion in practice in that
specialty, but thic hypothesis clearly needs to be tested for each
specialty, and the specific implications analyzzd;

f) analyses of foreign trained physicians working outside
regular hospital and medical ,0obs (e.g., physicians who have not
passed the ECFMG examination);

g} licensing of foreign medical graduates, and other aspects
of the process of assimilation into the professional medical
system of the United States; '

h) chara. :eristics of foreign trained physicians who stay in
the United States, compared with those who veturn home.

lil. STUDIES OF PHYSICIAN. MANPOWER.IN DONOR COUN-
TRIES

Further research is essential to understanding the interna-
‘tional implications of migration. Some of the questions are dealt
with in the 'brain drain” studies previously mentioned. A
number of other questions arise:

a) What are the implications of American graduate medical
-education with respect both to individuals returning hotne and to
. manpower patterns in donor countries? Does the United States
" actuelly cncourage inappropriate staffing patterns in other
countries?
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b} How do returning physicians use their American educa-
tion?

¢) Are there resources for training in the donor countries
equivalent to those avdilable to students from those countrie;
now studying in the United States?

d) What is it in the social and professional structures of sorie
countries (e.g., the Philippines), that they continue to produce
more physicians than they can apparently absorb? What types of
physician are different countries producing? How far should
these factors influence recruitment of these graduates to jobs in
the United States?

iV. STUDIES OF AMERICANS IN FOREIGN SCHOOLS

Some studies of Anierican nationals in foreign schools have
been remarked upon (see Chapter {11). More needs to be known,
however, in specific respects:

a) demographic, socioeconomic, and personal characteristics,
and educational backgrounds of Americans abroad;

b) the motivations and cxpectations of American students
sceking education abroad (How many would actually prefer
American medical schools?);

c) experiences and education in particular schools;

d) subsequent careers, including experiences of assimilation
into the American medical system;

e) costs and financing of such training as against similar
training in the United States.

V. MANPOWER IN THE UNITED STATES

Finally, but perhaps of greatest long term importance, are
the needed studies of physician manpower (American and
foreign trained) in the United States:

a) Substantial work needs to be done on the relationship
between residency positions offerd and residency positions filled,
by both American and foreign graduates, in relation to subse-
quent practice locations in the United States.-

b) Physician manpower models need to be developed, on the
basis of various policy assumptions, to provide examples of
stafiing structures which in turn may lead to numerical guides
for the training of physicians in partizular areas and specialties.

- ¢) Studias of hospital medical staffing are required, including
studies of hospitals which rely on foreign trained physicians for
their essential staffing. What do interns and residents do? How
far could the tasks be redistributed among attending physicians

- and nonphysician personnel? What are the differences in staffing

arrangements in hospitals of similar function and size, on: of
which has house staff, the other not? Are there apparent
differences in tasks assigned to (and work done by) American
trained and foreign trained physicians? :

d) The refinement of testing devices and techniques is -

essential, so that professional competence and performance can
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be more procisely measured than at present,

¢} Are there patterns of relative competence among foreign
medical graduates by country of medical education and type of
hospital, in comparisivn with American trained physicians?

f) How long do foreign graduates s.ay in house staff
pusitions, and why?

g) The politics of professionalism should be explored in
relation to physiclan manpower development. What are the
implications of alternative forms of national health insurance on
manpov/er planning and decision-making?

Again, other questions can be derived from discussions in the
text. But the questions presented here form a series of major,
intertwined research areas. Some of this projected research is
now being undertaken. One of the authors of this volume, for
example, is directing a study of the recruitment, expectations,
and experiences of a cohort of foreign trained physicians in
house staff positions in the United States. Other work in progress
has been indicated in the text. Nevortheless, a substantial
research effort will be required to elucidate even simple
questions as to why, how, and with what results, the graduate of
a medical schooi from abroad comes to the United States.

Pressures for Change

Delineation of areas for action and needed information gives a
background for reviewing the foreign medical graduate situation.
Action cannot be expected, however, unless agencies exist which
are responsive to and which have the authority to make policy
and to stimulate change. Of the three influential blucs interested
in the flow of foreign trained physicians to the United States —
- government, professional associations, and hospitals - the
greatest impetus for action promises to come from the profes:

sional associations. All the major professional associations of

American medicine have become vitally interested in questions
concerning foreign medical graduates as a part of a widening
concern over the graduate education and testing of all physicians.

The underlving pressures for change come, however, from
two potent and disparate movements. The first is a growing
clamor by foreign governments and international private groups
(including groups in the Philippines, India, Thailand, and Korea)

over the loss of physicians to the United States. The second .

.stems from economic and professional developments in medical
care in the United States — part of the general turmoil over the
financing and organization of health services which is encom-
pass:d in the much used phrase “health care ciisis."”
Reimbursement practices under Medicare and Medicaid
" throw into prominence the equivocal role of house staff as
students rather than practitioners and raise questions as to how
far their education should be financed by sick patients and
insurance funds. Any system which replaces the present finan.
cing of interns and residents by a separate system of funding (for
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example, through fedoral grants to individuals in training or to
employing hospitals) is bound to consider the role and function
of the foreign trained physician, ‘The relatively rapid affiliation
of graduate educational programs with medical schaools, by
amphasizing the lack of general policies toward the education of
physicians in terms of specialty and geographical area, promises
to stimulate physician manpower reappraisals. Such reappraisals
are intrinsic not only to the development of American graduate
education, but also to the role of foreign graduates.

At thc same time, the stronger federation of specialty
certifying boards in the newly-established American Board of
Medical Specialties offers a potential vehicle for relating training
positions to assessed future manpower needs. Indeed,as this book
goes to press, various groups are discussing the development of a
strong Liaison Committee on Graduate Medical Education and a
Coordinating Council on Medical Education, sponsored by the
AMA, the American Board, and other groups. Undoubtedly,
these agencies will consider foreign medical graduates in their
deliberations. How far they will engage in physician manpower
planning remains to be seen. .

Behind all these considerations are the joint possibilities of
the passage of some form of national health insurance in the
United States within the next few years and increased govern-
ment aid to all aspects of medical education. Both promise to
bring federal agencies mwre closely into the deteimination of
physician manpower planning, education, and financing, al-
though this would almost certainly be done through the
utilization of professional agencies or advisory committees.
Pressures are building up, then, to extend the role of the
professional associations of medicine, as quasi-public agencies, to
consider and perhaps ultimately to control, the numbers,
distribution, roles, and functions of physicians in training and
practice in the United States. At the very least, such promises
will bring the role of the foreign trained physician into greate:
prominence. At the most, policies for the education and supply
of foreign trained physicians will be developed side by side with
those for American graduates.

In the past, no one agency has been responsible for
controlling and monitoring physician migration. Hospitals have
- had a vested interest in encouraging migration. Congressional
attitudes have been isolationist. Government agencies have been
cnmeshed in the machinery of immigration, rather than in
broader international issues, or preoccuppied with support of
U.S. educational institutions as sole sources of domestic health ..
manpower. 4

The predominant initial reaction of the professional associa-
tions to the influx of foreign trained physicians was to create
basic machinery for examination and certification. The Council
on Medical Education of the American Medica! Association has,
it is true, long been concerned with questions of the relevance of
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graduate medical cducation to foreign trained physicians, and the
American Medical Asscciation has provided the primary basic
statistics on foreign trained physicians in the United States
through the resources of its master file of physicians, its graduate
medical education statistics, and its special studies.'® The
Association of American Medical Colleges has also drawn
attention to the role of the United States in developing world
health manpower resources through papers, conferences, and
research sponsored by its Division of International Medical
Education, and through its work with various international
organizations and the U.S. Agency for internaiional Develop-
ment.!7 But the professional associations in American medicine
have not seen themselves as manpower planning agencies, either
for American graduates or for anyone else.

The muiti-asscciational Commission on Foreign Medical
Graduates, whose Director, William Sodeman, is also the chair-
man of the Council on Medical Education of the American
Medical Association, provides a potential focus for act: “ty
concerning physician migration. The Commission is acting both
as a sponsor cf research studies and as a pivot for action. F »r
example, as noted, it is in the process of formulating polici.
concerning visa arrangments and developing orientation sessions.
On the informational side, it is particularly interested in
determining distributional patterns of foreign medical graduates
as a function of measures of competence and in follow-up studies
of foreign physicians in the United States, particularly those
who have not passed the ECFMG examination.

Up to the present, however, nd organization has teen wili.ng
or able to take to itself the mandatory planning authority which
the foreign medical graduate movement is now demanding. The
Commission. on Foreign Medical Graduates will hopefully be-
come a pcwerful center for policy development, working with
governmental and hospital agencies. By no means least, the scope
and implications of physician migration should be bicught to the
attention of appropriate Congressional committees ~ for recon-
sideration of the open-door policies toward physician migration.

Meanwhile the basic questions remain. Is the United States
to capture an ever—increasing supplyof the world’s physicians -
10,000 this year, 11,000 the next, 12,000 ti.e year thereafter?
Of whom perhaps two-thirds, perhaps r.1ore, will remain past any
initial training period? One answer is that eventually the United
States will produce enough physicians for its cwn needs. There
" is, however, a significant difference between theory and practice.

The recent Carnegie Report on medical education (1970)
_ estimated that 13,000 foreign medical graduates would enter the
United States between 1968 and 1977.8 In fact, 33,000 foreign
medical graduates entered between 1968 and 1971 alone
(Appendi» Table A2), and there is little sign that the doctor
shortage is declining. 1n the short terin, only majcr changes in
health care organization and financing in this country, including
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16, Jug, for example: the Medical School Alumni
(1967) and Foreign Medical Graduates in the United
States, 1976, noted In the biblivgraphy {both pub-
lished by the AMA). The latter publication piovide-
the first detailed demographic information on Yorelgn
trained physicians in the United States.

17. The AAMC has also initiated raports and
recommendations directly concerning the situation of

foreign trained physiclans in the United States. A -

panel report of 1968, for example, underlined many
of the concerns enunciated by the National Advisory
Commission on Health Manpower in the previous
year, and urged further action to develop statistical
information on foreign trained physicians, 10 estab-
lish orientation programs for incoming physicians,
and to stimulate educational programs in the Ualted
States and abroad more closely attuned to the
manpower needs of foreign countries.

18. Carnegie Commission on Higher Education,
Higher Education and the Nation's Heaith, Policies
for Medical and Dental Education (New York, 1970).



physician manpower planning, will have a significant cffect on
concepts of adeauacy.

"~ The arcas for domestic action and foreign policy develop-
ment offer a compiex, interdependent pattern of policies for
physician migration to the United States. But certain simple
assumptions emerge. If the United States uses its own lack of
uealth services and medical manpower planning as an excuse to
benefit from the talent of other nations, it must expect criticism
from those countries that cannot compete successfully for their
own physicians. Even at the minimal level of leaving actions to
limit migration entirely to the donor countries, the United States
has a responsibility to monitor the progress of foreign trained
physivians through the U.S. system, to see that educational
programs involve education as well as service, to encourage
physicians to return home at the end of training, and to weicome
those who do stay by full assimilation into the professional
system of medicine.
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| Appendix: Statistical Tables

A. Immigration and Visa Status
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Table Al

PHYSICIANS AND SURGEONS ADMITTED TO
THE UNITED STATES AS IMMIGRANTS
Years Ended June 30, 1901 - 1971

Year Ended Number Year Ended Number
june 30, Admitted june 30, Admitted
1971, . . . ... 5,756 1935 304
1970 3,158 1934 353
1969 2,756 1933 187
. 1968 3,128 1932 259
1967 3,326 193, .. . ..., . .39
1966 2,552 1930 390
1965 2,012 1929 398
1964 2,249 1928 : 454
1963 2,093 1927 486
1962 1,797 1926 487
1961, . . .. .. .1,683 1925 540
1960 1,574 1924 1,391
1959 1,630 1923 704
1958 : 1,934 1922 458
1957 1,990 1921, , . . v . . 597
1956 1,388 1920 459
1955 1,046 1919 236
1954 1,040 1918 182
1953 845 1917 326
1952 1,210 1916 326
1981, . . .. , . .1,388 1915 476
1950 1,878 1914 504
1949 1,141 1913 508
1948 n/a 1912 459
1947 nfa 1911, . .+« v . . 429
1946 n/a 1910 365
1945 202 1909 332
1944 156 1908 504
- 1943 - - 218 1907 - 480
1942 290 1906 725
1941, ., ., .. . .. 706 1905 1,043
1940 - 1,008 ~ 1904 . 907
1939 - 1,384 1903 - - "343
1938 738 1902 116
1937 533 1901. » . . . . +» . 100
1936 462 Total 69,515
— —_——— — ————————

Source: United States Department of Justice, Immigration and Naturali-
zation Service,
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Table A2
COMPARISON OF FOREIGN PHYSICIANS

ADMITTED TO THE UNITED STATES WITH NUMBER OF

U.S. MEDICAL GRADUATES
1962 - 1971
Foreign Physicians
Year Ending Exchange us.
june 30 Immigrants Visitors Total Graduates

1962 1,797 3,970 5,767 7,168
1963 2,093 4,637 6,730 7,264
1964 2,249 4,518 6,767 7,336
1965 2,012 4,160 6,172 7,409
1966 2,552 4,370 6,922 7,574
1967 3,326 5,204 8,530 7,743
1968 3,128 $,701 8,829 7,973
1969 2,756 4,460 7,216 8,059
1970 3,158 5,008 8,166 8,367
1971 5,756 4,784 10,540 8,974
Total 28,827 46,812 75,639 77,867

m‘

Source: Figures on immigrants and exchange visitors are from the United

14

States Department of justice, Immigration and Naturalization
Service. Figures of U.S. graduates from ““Medical Education In
the United States,” Journal of the American Medical Associa-
iton, 218 {1971}, 1221,



Table A3

TEMPORARY WORKERS ADMITTED TO THE U.S,
UNDER SECTION 101 (a) (15) (H) and SECTION 101 (a) (15) (})
OF THE IMMIGRATION AND NATIONALITY ACT:
PHYSICIANS AND SURGEONS
Fiscal Years 1967 - 1971

Visa Category 1967 1968 1969 1976 1971

Workers of distinguished

merit and ability 63 61 62 83 178
Other temporary

workers 3 7 20 100 47
industrial trainees 301 228 217 174 173

Exchange visitors 5,204 5,701 4,460 5,008 4,784

Intercompany
transfereest - - - - 9

Total 55N 5,997 4,759 5,365 5,191
W

‘4 Admitted under the Act of April 7, 1970, P.L. 91-225.
Source: United States Department of Justice, Immigration and Naturali-
zation Service,
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Table A4

FOREIGN PHYSICIANS AND SURGEONS
ADMITTEL TO THE UNITED STATES

Fiscal Years 1953 < 1970
Physicians and Nonimmigrant ExchangeVisitor
Year  Surgeons Admitted Physicians and Physicians and
to the U.S. Surgeons Adjusted Surgeons Adjusted

as Immigrants to Immigrant Status  to Imm igrant Status

1953 845 n/a n/a
1954 1,040 " "
195§ 1,046 " "
1956 1,388 " "
1957 1,990 " "
1958 1,934 ” "
1959 1,630 " "
1960 1,574 s "
1961 . 1,683 » "
1962 1,797 ' " "
1963 2,093 " »
1964 2,249 " "
1965 2,012 112 68
1966 2,549 474 kY]
1967 3,325 841 417
1968 3,060 652 308
1969 2,755 576 333
1970 3,155 830 505

_—————-——
The first column Indicates all such immigrants by year since 1953. The
second column Is the yearly total of all foreign physicians changed from
nonimmigrant to immigrant status during each year since 1965, the
carliest year for which such data are available. These numbers are also part
of the yearly immigrant totals of the first column. The third column
. shows those changing irom exchange visitor ~ the largest nonimmigrant
category — to immigrant status {also since 1965). These numbers are also
part of the totals in the first and second columns.
Source: National Science Foundation, from data of the lmmlgratlon and
Naturalization Service. . =~ o
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Table AS

PHYSICIANS AND SURGEONS ADMITTED TO
THE UNITED STATCS AS IMMIGRANTS BY
Y COUNTRY OR REGION OF LAST PERMANENT RESIDENCE
Fiscal Years 1953 - 1971

Fiscal United Other Canada Mexivo Cuba South Asia Other Total
Yexr Kingdom Europe America

1953 66 299 130 40 58 . - 252 845
1954 66 373 116 60 90 . - 335 1,000
1985 62 417 128 63 92 . - 284 1,046
1956 76 513 151 93 112 . - 443 1,388
1957 142 729 256 95 199 228 155 186 1,990
1958 189 592 218 57 86 285 316 191 1,934
1959 147 5§79 210 44 27 207 139 1,630
1960 125 4% 245 66 94 256 244 119 1,574
1961 140 413 287 64 94 208 269 208 1,683
1962 119 383 280 70 120 298 265 262 1,797
1963 154 421 467 97 156 327 260 211 2,093
1964 165 458 440 77 229 454 204 222 2,249
1965 147 421 380 110 201 348 205 200 2,012
1966 187 483 393 119 150 355 588 277 2,552
1967 206 596 449 86 162 358 1,175 294 3,326
1968 185 481 314 §§ 215 345 1,277 256 3,128
1969 140 426 236 32 S4 172 1,448 248 2,756
1970 192 436 240 29 52 161 1,744 304 3,158
1971 268 461 474 28 95 263 3,836 325 5,756

e e T ——————_______________——

Source: United States Department of Justice, Immigration and Naturalization
Service,
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Tabic A6

PERCENT DISTRIBUTION OF
PHYSICIANS AND SURGEONS
ADMITTED TO THE UNITED STATES
AS IMMIGRANTS BY COUNTRY OR REGION
OF LAST PERMANENT RESIDENCE
1957, 1965, and 1971 '

Country or Region Fiscal Year

1957 1965 1971

Asia 1.8 10.2 66
Canada 12,9 18.9 8.2
Cuba 10.0 10.0 1.7
Mexico 4.8 5.5 0.5
South America 11.5 12.3 4.7
United Kingdom 7.1 1.3 4.7
Other Europe 36.6 20,9 8.0
Other 93 99 5.6
Total 100.0 100.0 100.0

Number 1,990 2,012 5,756

L "~ —— — —— I — _ "]

Source: Appendix Table AS.
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Table A7

IMMIGRANTS AND EXCHANGE VISITORS
ALL OCCUPATIONS AND PHYSICIANS
BY MAJOR REGION OF ORIGIN

Fiscal Year 1971
IMMIGRANTS

Geographical Total Physicians
Region Number Percent Number Percent
Africa 5,844 1.6 168 2.9
Asia 97,196 26,2 3,836 66.6
Europe 92,375 24.9 729 12,7
North America 149,002 40,2 728 12.6
South America 22,678 6.1 269 4,7
Oceania 3,383 0.9 26 0.5
Total 270,478 100.0 - 5,756 100.0

e ——— N

EXCHANGE VISITORS

Africa 2,808 5.3 143 3.0
Asia 12,622 23.6 2,226 46.5
Europe 26,537 49,7 934 19.5
North America 3,901 7.3 - 874 18.3
South America 6,182 11.6 549 11.5
Oceania 1,343 2.5 . $8 1.2

Total §3,393 100.0 4,783 100.0

Source: United States Department of justice, immigration and Naturalis
zation Service,
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Table A8

MIGRATION OF PHYSICIANS FROM
SELECTED COUNTRIES
Fiscal Year 1971

Exchange

Country Immigrants Visitors Tozal
Argentina 45 12§ 170
Brazil 17 103 120
Canada 474 in 78S
Germany 62 183 245
India 821 692 1,513
Iran 51 150 401
Jamaica 21 205 226
Japan 3 189 220
Korea 965 38 1,003
Mexico 28 183 211
Pakistan 104 162 266
Pery 20 106 126
Philippines 980 385 1,365
Taiwan 199 41 240
Thailand 91 213 304
United Kingdom 268 187 425

N~ —— "}

Source: United States Department of Justice, Immigration and Naturali-
2ation Service.
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Table A9

FOREIGN COUNTRIES, CONTRIBUTING

GREATEST NUMBER OF GRADUATES 1O

U.S. GRADUATE PROGRAMS
December 31, 1970
Percent of Total
Country Rank Number of Number of

Order Trainees Trained in U.S,
Argentina 11 413 2.4
Formosa 6 627 3.7
Germany 9 419 2.4
India 2 2,125 15.0
Iran 5 762 4.5
Korea 3 1,309 7.8
Mexico 10 414 2.4
Pakistan 7 $19 3.0
Philippines 1 3,003 17.8
Spain 8 477 2.8
Thailand 4 837 4.9
Total 11,308 66.7

e — ——— ————

Source: “Graduate Medical Education, ”fournal of the American Medi-
cal Association, 218 (1971}, 1246.
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Table A10
FOREIGN MEDICAL GRADUATES

IN THE UNITED STATES BY
GEOGRAPHICAL REGION OF GRADUATION
December 31, 1970

Geographical Region Forelgn Medical Graduates
Number Percent

Africa j: ﬁil,l 26 1.8

Asla t 21,002 33.1

Europe ‘ 24,756 39.1

North America . 6,174 9.7

(Canada)

Latin America 9,929 15.7

Oceania 404 0.6

Total 63,391 100.0

%

Source: J. N. Haug, B. D. Martin, Foreign Medical
Graduates in the United States, 1970, pp. S,
1S.
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Table A11

INTERNATIONAL EXCHANGE IN

MEDICAL EDUCATION
1954 - 55 through 1969 - 70
. Number of Number of
Year U.S. Students Forcign
Studying Students in
Abroad U.S. Schools

1954 - 55 1,730 . 619
1955 - 56 2,056 760
1956 - 57 nfa 1,087
1957 - 58 n/a 985
1958 - 59 n/a 1,154
1959 - 60 2,866 1,048
1960 - 61 2,832 1,196
1961 - 62 2,097 1,033
196263 1,929 ' 1,208
1963 - 64 1,872 1,376
1964 - 65 2,158 1,223
1965 - 66 2,31 667
1966 - 67 2,325 1,136
1967 - 68 2,626 999
1968 - 69 3,022 951
1969 - 70 3,368 1,134

w

Source: Institute of International Education.
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Table A12

FOREIGN MEDICAL GRADUATES IN THE UNITED STATES
8Y COUNTRY OF CRADUATION AND

COUNTRY OF BIRTH?
December 31, 1970
Cuuntry of Birth
Country of Graduation Yotal jUS.Born NotUS,Born Unknown
Total 52,217 5,972 50,927 e
Afghanistan 19 0 19 0
Algeria 1 0 1 0
Argeniina 1,313 4 1,305 4
Australia 325 18 305 2
Austria 1,698 194 1,486 18
Belglum Mm 208 30 2
Bolivia 146 0 146 0
8razii m 4 m 2
Bulgaria 49 0 49 . 0
Burma 98 0 98 0
Ceylon 93 0 92 1
Chile 176 7 169 0
China 589 18 567 4
Columbia 952 4 945 3
Congo {Kinshasa) 1 0 1 0
Costa Rica 1 1 10 0
Cuba 2,157 25 2,728 7
Czechoslovakia 554 10 635 9
Denmark 82 3 79 0
Dominican Republic 629 18 609 2
East Germany 745 53 682 10
Ecuador 147 0 147 0
El Satvador 9 0 89 2
Ethiopla 1 0 1 0
Finland 3 2 29 0
France 685 118 564 -
Greece ' 813 41 768 4
Guatemala 109 0 107 2
‘Hattt 329 2 326 1
-Honduras . 49 -0 49 - L T
"~ " HongKong ~ | 10§ o 108 o
Hungary 862 2 830 1"
{celand 42 1 41 0
India 3,957 0 3,934 23
Indonesia 89 0 89 0
fran 1,631 0 1,628 3
Iraq 188 0 188 0
treland 924 151 766 7
Israel 214 3 208 3
italy 3,208 1,378 1,810 23
jamaica 46 2 43 1
Japan 882 29 848 s
Lebanon 615 36 518 1
Malaysla 1 0 1 0
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Table A12
(Continued)

FOREIGN MEDICAL GRADUATES IN THE UNITED STATES
BY COUNTRY OF GRADUATION AND

COUNTRY OF BIRTH} -
December 31,1970
Country of Birth
Country of Graduation Total |U.S.Born NotU.S,Born Unknown
Maita 6 0 6 0
Mexico 1,821 413 1,395 13
Netherlands 726 232 490 4
New Zealand 79 o 78 1
Nicaragua 78 0 77 1
Nigeria 24 0 24 0
. North Korea (] V] (] 0
North Vietnam 3 V] 3 0
Norway 44 2 42 o
Pakistan 784 0 783 1
Panama 23 1 21 1
Paraguay 76 0 76 1]
Peru . 618 2 614 2
Phitippines 7,352 28 7,306 18
Poland 602 9 5§90 3
Portugal 107 10 96 1
Rhodesia 1 1 0 0
Romania n 5 306 6
Senegal 1 Q 1 V]
Singapore 23 0 22 1
South Africa 356 6 347 3
South Korea ' 2,095 1 2,093 1
South Vietnam 12 V] 12 0
. Spain 1,801 622 1,167 10
Sudan 2 0 2 0
Surinan 2 0 2 0
Sweden 54 2 51 1
Switzerland 2,510 1,338 1,158 17
Syria 173 0 173 0
Talwan {Formosa) 976 3 970 3
S Thailland - -} 1,098 1 . 1,095 2
Turkey 866 1 863 2
. Uganda _ 7 .0 7 0
Union of Sov. Soc. Republics 871 16 - 845 10
United Arab Republic (Egypt) 732 1 728 3
United Kingdom 1,641 667 1,938 36
Uruguay 46 0 46 0
Venezuela 133 2 130 1
West Germany 3,502 253 3,233 16
Yugoslavia ' 405 11 391 3

- ——— —
S ————

+ Excludes Canadian medical graduates in the U.S.
Source: J. N. Haug, B. C. Martin, Foreign Medical Graduates in the United
States, 1970, pp. 292 - 93.
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B. Foreign medic.| graduates in graduate educational
positions in the United States.
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Table B2

FOREIGN MEDICAL GRADUATES IN GRADUATE TRAINING PROGRAMS

N THE UNITED STATES
1950-51t0 1970- N
interns Residents Other Graduate
Trainees Total
Percent Percent Percent Percent
Year Number of Filed | Number of Filled [Number of Filled | Number of Filled
Positions Positions Positions Positions
1950 51 722 19 1,350 9 . . 2,072 10
1951.52 1,116 14 2,233 14 . . 3,349 14 -
1952.53 1,353 18 3,655 18 . . 4,388 18
1953. 54 1,787 22 3,802 20 . . 5,589 21
1954. 5§ 1,761 19 3,275 16 . . 5,036 17
1955- 56 1,859 19 4,174 19 . . 6,033 19
195657 1,988 20 4,753 21 . . 6,741 20
1957 58 2,079 20 5,543 22 . . 7,622 22
1958 59 2,318 22 6,042 23 . . 8,357 23
1959.60 2,545 25 6,912 15 . . 9,457 25
1960- 611 1,753 19 8,182 29 . . 9,935 2
1961.62 1,273 16 7,723 26 . . 8,996 24
196263 1,669 19 7,062 24 1,024 35 9,775 24
1963 . 64 2,566 27 7,052 24 1,791 40 11,409 26
1964 65 2821 28 8,155 26 1,925 39 12,899 28
1965 - 662 2,361 24 9,133 29 2,355 41 13,829 29
1966 - 67 2,793 27 9,502 30 2,566 41 14,864 31
1967 .68 2,913 28 10,627 31 3,077 43 16,617 32
1968 . 69 3,270 31 11,231 32 4,046 50 18,547 35
1969 70 2,939 27 12,126 33 3,220 n/a 18,285 nfa
1970 71 3,339 29 12,968 33 3,331 43 19,638 33

Excludes graduates of Canadian medical schools; excludes American graduates of foreign schools,
1 ECFMG deadline imposed.
2 Amendments ta Immigration and Nationality Act.
Source: American Medical Association Directory of Internships and Residencies, selected years.
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Table B3

PERCENTAGE OF FOREIGN GRADUATES IN
FILLED HOSPITAL RESIDENCY POSITIONS BY SPECIALTY
1963 - 1970t

Percentage of foreign graduates in filied
positions as of September 1.

Specialty 1963 1964 1965 1966 1967 1968 1970

Anesthesiology 38 39 46 50 50 L11] 52
Colon and Rectal Surgery SO 47 64 67 61 §s (1]
Dermatology 1" 13 12 n 10 9 12
Family Practice . . o e . . 1"
General Practice 52 63 66 67 65 L1 69
Internal Medicine 23 25 28 30 34 3s 35
Neurological Surgery 16 18 17 17 21 22 24
Neurology 22 24 24 27 28 26 29
Obstetrics and Gynecology 22 25 27 30 33 37 40
Ophthalmology 8 10 9 9 8 7 8
Orthopedic Surgery 11 .12 13 13 15 12 1"
Otolaryngology " 14 12 12 11 12 14
Pathology 34 37 40 42 46 48 54
Pediatrics ' 33 37 41 39 39 42 42
Pediatric Allergy 26 22 35 3 25 22 38
Fediatric Cardiology 36 49 S4 52 65 53 54
Physical Medicine 30 35 4 44 50 40 62
Plastic Surgery 13 27 21 16 24 22 20
Psychiatry 24 25 27 27 29 29 28
Psychiatry-Child 17 19 23 22 21 19 24
Radiotogy 17 17 18 18 20 20 19
Surgery 27 30 32 35 36 37 39
Thoracic Surgery . 30 37 38 38 43 44 39
Urology ) 16 19 23 4 24 25 28
Tota 24 26 29 30 32 32 33

Total Number of
Foreign Residents 7,052 8,140 9,113 9,483 10,605 11,201 12,943

z%__—~——-———-——_=======_

f This table includes residents in hospital positions only. in 1970, for example, _
T 7 there were another 25 foreign graduates in residencies outside hospitals
(e.g., Public Health}. 1969 figures are not available.
Source: "“Graduate Medical Education in the United States,” fournal of the
American Medical Association, Educational Numbers.
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Table B4

NUMBER OF FIRST-YEAR RESIDENCIES, BY SPECIALTY
IN AFFILIATED AND NONAFFILATED HOSPITALS

114

September 1968
Number of Residencies Number of Resldents on Ruty
Total Total Percente| Graduates Percentage
Speclaity Number | Positions Positions Positions  age US.& Foreign Foreign Total
of Offered  Filled Vacant  Filled | Canada Graduates Graduates  Positions
Approved | Scpt. 1, Sept. 1, Sept. 1, Sept.1,| Sept.1, Sept.1, in Filled Offered
Programs | 1968 1968 1968 1968 1968 1968 Positions 19701971
AFFILIATED
Anesthesiology 148 731 592 129 82 331 261 44 712
Colon and Rectal Surgery 10 10 6 4 60 2 4 67 15
Dermatology 73 167 156 1 93 136 20 13 177
General Practice 45 119 69 50 58 §2 17 25 122
internal Medicine 273 2,262 2,048 214 91 1,592 456 22 2,417
Neurological Surgery 78 120 111 9 93 86 25 23 in
Neurology 88 273 232 41 8s 178 54 23 299
Obstetrics and Gynecology 215 627 546 81 87 358 188 34 652
Ophthalmology 129 372 362 10 97 337 25 7 368
Orthopedic Surgery m 349 327 22 94 296 T3 9 412
Otolaryngology 93 196 180 16 92 158 22 12 204
Pathology 339 716 482 234 67 260 222 46 704
Pedlatrics 181 946 827 119 87 536 291 35 953
Pediatric Allergy 39 46 39 7 85 32 7 18 46
Pediatric Cardiology 52 68 54 14 79 30 24 44 70
Physical Medicine 57 149 9% 55 63 61 33 35 150
Plastic Surgery 62 89 82 7 92 67 15 18 99
Psychiatry M 1,191 937 254 79 697 240 26 1,244
Psychiatry - Child 82 151 99 52 66 83 16 16 154
Radiology 189 789 724 65 92 600 124 17 774
Surgery 305 1,861 1,704 157 92 1,312 392 23 1,887
Thoracic Surgery 76 126 108 18 86 64 44 41 15
Urology 140 210 184 25 88 141 43 23 217
Totals 3,016 11,558 9963 1,595 88 7,409 2,554 26 11,802
NON AFFILIATED

Aresthesiology 45 125 85 40 68 18 67 79 121
Colon and Rectal Surgery 4 4 0 4 -0 -0 0 0 - -4
Dermatology o 6 12 10 2 83 9 1 - 10 13
General Practice 109 358 187 17 52 64 123 66 360
Internal Medicine 146 623 541 82 87 209 332 61 633
Neurological Surgery 8 9 8 1 87 7 1 13 1
Neurology 6 <0 17 3 85 12 [ 29 17
" Obstetrics and Gynecology 143 252 213 39 85 75 138 65 260
Ophthaimology 30 59 56 3 95 49 7 13 60
Orthopedic Surgery 63 94 76 18 81 69 16 21 85
Otolaryngology 43 30 26 4 87 20 “ 23 31
- -Pathology 300 393 170 214 46 42 137 77 361
Pediatrics 79 215 178 40 81 60 118 66 224
Pediatric Allergy 2 3 2 1 67 1 1 50 3
Pediatric Cardiology 1 1 1 0 100 0 1 100 1
Phvsical Medicine 3 12 1 1 8 1 0 0 18



Tahle B4
(Ct?nti%ued)

NUMBER OF FIRST-YEAR RESIDENCIES, BY SPECIALTY
IN AFFILIATED AND NONAFFILATED HOSPITALS

September 1968
Number of Residencies Number of Residents on Duty
Total Totat Percent- | Graduates Percentage
Specialty Number | Positions Positions Positions  age US.& Forign Foreign Total
of Offersd Filled Vacant Filled | Canada Graduates Graduates Positions.
Approved| Sept. 1, Sept.1, Sept. 1, Sept.1,| Sept. 1, Septi, in Filled Offered
Programs | 1968 1968 1968 1968 1968 1968 Positions 1970- 1971
Plastic Surgery 1 9 8 1 89 6 2 25 12
Psychiatry 89 466 272 . 194 s8 131 141 52 467
Psychiatry - Child 35 40 19 21 47 16 3 16 32
Radiology 83 152 12§ 27 82 87 38 30 169
Surgery 265 857 690 167 81 268 422 61 888
Thoracic Surgery 17 29 29 0 100 10 19 66 29
Urology 39 44 38 o 8 19 19 50 43
Totals 1,504 3,807  ,758 1,015 12 1,164 1,594 $8 3,844
Grand Totals 4513 | 15,365 12,721 2,640 83 8,573 4,148 33 15,846

W—

Source: Directory of Approved Internships and Residencies, 1969-1970, Tabie 11A, p. 10.
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Table BS (i)

FOREIGN MEDICAL GRADUATES T SERVING As
HOUSE STAFF IN U.S. HOSPITALS
BY MEDICAL SCHOOL AFFILIATION AND

SIZE OF HOSPITAL
1960
Affiliation Totai Filled Filled by Percent Filled
and Positions Foreign by Foreign
Size of Hospital Graduates Graduates
Affiliated hospitals:

Total ....... 20609 3,402 17
Less than 200 beds 764 179 23
200- 299 1,864 ‘442 24
300- 499 4,425 829 19
500 and over 13,556 1,952 14

Nonaffiliated hospitals:

Total ....... 15829 6,055 38
Less than 200 beds 1,662 914 55
200- 299 3314 1,869 56
300-499 5,503 2,059 37
509 and over 5,350 1,213 23

%

t Includes graduates of Canadian medical schools; excludes American graduates
of foreign schools.

Source: William H. Stewart, Marion £, Altenderfer, Health Manpower Source
Book, Hospital House Staffs, Public Health Service Publication No, 263,
Section 13 (1961).
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Table BS (ii)

FOREIGN MEDICAL GRADUATES SERVING AS
HOUSE STAFF?! IN U.S. HOSPITALS
BY MEDICAL SCHOOL AFFILIATION AND

SIZE OF HOSPITAL
1970
Affiliation Total Filled Filled by  Percent Filled
and Positions Foreign by Foreign
Size of Hospitals Graduates Graduates
Affiliated hospitals:

Total: . .. .. . 43,048 11,587 27
Combined hospitals 14,669 3,128 21
Less than 200 beds 2,374 420 18
200 - 299 1,375 $30 39
300 - 499 6,815 2,589 38
500 and over 17,815 4,923 28

Nonaffiliated hospitals:

Totad ... .... 1,724 4,695 61
Combined hospitals 938 629 67
Less than 200 beds 512 265 $2
200 - 299 1,167 789 68
300 - 499 2,208 1,547 70
500 and over 2,899 1,465 §1

—e e ey

+ Interns and residents.

Source: “Graduate Medical Education,” Journal of the American Medi-

cal Association, 218 (1971), 1231, 1238,
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Table B6

FOREIGN RESIDENTS IN
AFFILIATED AND NONAFFILIATED HOSPITALS
1963 - 1970
Affiliated Non affiliated
Year Hospitals Hospitals Total
NUMBER
1983 2,910 4,142 7,052
1964 3,046 §,094 8,140
1965 4,565 4,548 9,113
1966 4911 4,572 9,433
1967 6,292 4,313 10,608
1968 7,217 3,984 11,201
1969 nja - : -
1970 . 9,781 3,192 12,943
PERCENT
1963 41.3 58.7 100.0
1964 374 62.6 100.0
1965 $0.1 4.9 100.0
1966 51.8 48.2 100.0
1967 59.3 40.7 100.0
1968 64.4 356 100.0
1969 n/a - -
1970 75.3 2.7 100.0

. — —  —— — ——  — — —— — — ———— —_«

Source: American Medical Association Directory of Approved Intern-
ships and Residencles, selected years.
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Table B7

UNITED STATES AND CANADIAN MEDICAL GRA::UATES
AS A PROPORTION OF INTERNSHIP AND RESIDENCY POSITIONS OFFERED

1950 - 1971
Internships Residencles
. Number Percent Number Percent
Number Filled by U.S. Filled by US. | Number Filled by U.S. Filled by U.S.
Year Offered  and Canadian  and Canadian | Offered and Canadian  and Canadian
Graduates Graduates Graduates Graduates
1950 - 51 9,370 6,308 67.3 1,364 13,145 679
1951-52 | 10,044 6,750 67.2 20,645 13,618 ) 66.0
1952.83 | 10,548 6,292 59.7 22,292 13,832 62.0
1953-54 | 10,542 6,448 61.5 23,630 14,817 62.7
1954 . 5§ 11,048 " 7,308 66.1 25,486 17,219 67.6
1955 - 56 11,616 7,744 66.7 26,516 17.251 65.1
1956 - 57 11,895 7,505 66.5 28,528 18,259 64.0
1957-58 | 12,325 8,139 65.9 30,595 19,433 63.5
1958-59 | 12,469 8,037 64.5 31,818 20,716 65.1
1959-60 | 12,580 7,708 613 31,733 20,619 65.0
1960 - 61 12,547 7,362 58.7 32,786 20,265 61.8
1961-62 | 12,074 6,900 57.1 35,403 21,914 61.9
1962-63 | 12,024 7,136 59.3 36,502 22.177 60.8
1963-64 | 12,229 7.070 §7.8 37,357 22,433 60.1
1964 - 65 12,728 7,176 57.2 38,750 22,852 59.0
1965 - 66 12,954 7,309 56.4 38,979 22,765 $8.4
1966 - 67 13,569 7,573 55.8 39,384 22,548 573
1967-68 | 13,761 7,506 54,5 41,695 23,116 55.4
1968-69 | 14,112 7,194 51.0 42,633 23,816 559
1969-70 | 15,003 7,869 524 45,351 25,013 §5.2
1970- 7V 15,354 8,213 535 46,584 26,495 56.9

_ Source: Calculated from '"Graduate Medical Education,’ Joumal of the American Medical
Association, 218 (1971), 1244, Table 25.
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Table B8

FOREIGN MEDICAL GRADUATES
AS PERCENTAGE OF HOUSE STAFFS IN

INDIVIDUAL HOSPITALS
1967
internships Residencles
Hospitals Number of Percent Number of Percent
Hospitals Hospitals
Hospitais with
0-25% FMGs 368 52 423 43
Hospitais with
26 - 50% FMGs 49 7 151 15
Hospitals with
51.75%FMGs i3 H 108 11
Hospitals with
76 - 100% FMGs 254 36 n 31
Totai Reporting 704 ‘100 990 100

Source: From American Medical Association, Directory of Approved
Internships.and Residencies 1968 - 69, Tabie 14, p. 26.
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Table B9

PARTICIPATION OF FOREIGN MEDICAL GRADUATES !
IN NATIONAL INTERN AND RESIDENT MATCITING PRCGRAM

1955 - 1971
Total Number Total Number Percent
Year Participating Matched Unmatched
195§ 66 43 34.8
1956 218 156 28.4
1957 n 162 40.2
1958 376 224 40.4
1959 4 4 0
1960 82 A 13.4
1961 85 73 14.1
1962 108 99 8.3
1963 118 105 11.0
1964 194 169 12.5
1965 313 276 11.8
1966 406 354 12.8
1967 428 386 9.8
1968 449 411 8.4
1969 487 424 12,9
1970 - 288 243 14.7
1971 353 301 . 14.7

t On the establishment of the Educational Councit for Foreign Medical
Graduates, the National Intern Matching Program required proof
of passage of the ECFMG examination before candidates are
allowed to register.

Source: ECFMG Annual Report 1970, Table 7.
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Table B10
NUMBER OF RESIDENCIES BY CENSUS REGION AND STATE

September 1970
Number of Residencies Number of Residents on Duty
Total Total Grads,, Percentage Total
Number |Pasitions Positions Positions us. Foreign  Foreign  Residency
' Number of Offered Fiiled Vacant Per- | Canada Graduates Graduates Positions
Census Division, of Approved | Sept1, Septl, Sept1, centage| Sept1, Septl, In Filied Offered
Region, and State  Hospltals Programs 1970 1970 1970 Filled | 1970 1870 Positions 1972-1973
NORTHEAST
New England:
Connecticut 32 105 842 708 134 84 365 343 48 1,003
Maine 3 11 51 31 20 61 26 S 16 s3
Massachusetts 77 185 1,981 1,817 164 92 1,263 554 30 2,226
New Hampshire 3 1 8s 68 17 80 $9 9 13 - 90
Rhode Island 14 25 199 154 45 77 62 92 60 203
Vermont 2 14 131 12 19 85 103 9 8 128
Totals, , , , . .131 351 3,289 2,890 399 88 1,878 1,012 35 3,703
Middle Atlantic:
New Jersey 62 142 972 776 196 80 170 606 78 1,219
New York 201 68S 8,189 7,475 714 91 3,585 3,890 52 8,724
Pennsyivania 111 364 3,042 2,477 565 81 1,697 780 N 3,315
Totals, « . . . .374 1,191 12,203 10,728 1,475 88 5,452 5,276 49 13,258
NORTH CENTRAL
East North Central:
tHinois ' §2 242 2,598 2,213 374 86 1,132 1,081 49 2,781
°  Indiana 19 51 492 366 126 74 310 66 15 560
Michigan 66 192 1,072 1,714 ass 83 922 792 46 2,299
- Ohio 82 263 2,549 2,109 440 83 1,121 988 47 1,709
Wisconsin 27 70 709 567 142 80 45S 112 20 76$
Totais, . . . . 256 818 8,409 6,969 1,440 83 {390 3,029 43 9,114
West North Central:
fowa 13 29 360 321 39 89 238 83 26 378
Kansas S =17 - 37 - 457 - 318 141 69 225 91 29 ~ 480
Minnesota 23 N 1,404 1,276 128 91 1,021 25S. 20 1,479
Missouri 42 121 1,237 1,000 237 81 669 N 33 1,384
Nebraska 16 30 239 156 83 6§ 146 10 6 298
North Dakota -7 - 4 12 17 - 8§ 88 f 4 - 3 43 12
South Dakota 3 3 11 7 4 64 6 1 14 14
Totals, , , . . 121 295 3,720 3,083 637 83 2,609 774 2 4,045
SOUTH
- South Atlantic:
Delaware 4 10 81 56 25 69 19 37 66 92
District of Columbia 23 - 96 1,065 999 106 90 634 325 34 1,198
Florida 35 91 1,004 917 87 91 641 276 30 1,112
Georgia 21 64 722 491 231 68 422 69 14 744
Maryland 38 13§ 1,286 1,161 125 90 660 501 43 1,385
North Carolina 24 81 818 723 95 88 645 78 1" 901
South Carolina 1 32 313 205 108 6S 18S 20 10 360
Virginia 36 94 793 663 130 84 533 130 20 908
West Vlirginia 13 36 222 139 83 63 77 62 45 249
Totals, , , , . 20§ 639 6,304 5,314 990 84 3,816 1,498 28 6,949
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Table B10

{Continued)
NUMBER OF RESIDENCIES BY CENSUS REGICN AND STATE
September 1970 '
Number of Residencies Number of Residents on Duty
Total  Total Grads., Percentage  Total
Number |Positions Positions Positions us. Foreign  Forelgn  Residency
Number of Offered  Filled  Vacant Per- Canada  Graduates Graduates Positions
Census Division, of Approved | Sept1, Sept1, Sept1, centage Sept', Sept1, inFilled Offered
Region, and State Hospitals Programs | 1970 1970 1870  Filled \ 1970 1970 Positions 1972- 1973
East South Central: '
Alabama 13 44 410 309 101 15 -69 40 13 424
Kentucky 22 47 392 286 106 3 223 63 22 463
Mississippi 8 22 194 143 51 74 132 n 8 199
Tennessee k)| 88 813 632 181 78 537 95 15 867
Totals, . . . . .74 201 1,809 1,370 439 76 1,161 209 15 1,953
West South Central:
Arkansas 7 25 177 138 39 78 126 12 9 276
Louisiana 24 75 759 636 123 84 544 92 14 805
Oklahoma 19 36 319 234 85 73 217 17 7 368
Texas 60 187 1,87 1,579 292 84 1,294 285 18 2,120
Totals, . , .. .110 323 3,236 2,587 539 83 2,181 - 406 16 3,569
WEST
Mountain: |
Arizona 18 36 269 189 80 70 118 n 38 339
Colorado 20 80 638 597 41 94 §51 46 8 708
Nevada 1 1 2 1 1 50 . 1 100 2
New Mexico 10 18 164 137 27 84 107 30 22 165
Utah’ 1" 27 | 201 181 20 90 167 14 8 230
Totals, ., . .., .60 162 1,274 1,108 169 87 943 162 15 1,444
Pacific:
Alaska 1 . . . . . . . .
California 131 446 4,407 3,957 450 90 3,689 268 7 5,806
Hawali 1" 18 149 138 1 93 107 K} 22 180
Oregon 9 37 301 257 44 8s 220 37 14 333
Washington 18 46 529 478 51 90 433 45 9 545
Totals, , . ., ., ,170 547 5,386 4830 556 90 4,449 381 8 6,364
POSSESSIONS - o T o - T
Territories & ' : - : -
Possessions: - :
* Canal Zone 1 8 32 28 4 88 20 -8 .29 . 33
Puerto Rico 15 41 453 316 137 70 128 188 59 516
Totals, , , , 16 49 485 344 141 n 148 196 57 549
Grand Totals 1,517 4,576 4,576 46,005 39,220 6,785 26,277 12,943 33 50,948

I

e

It

I

Source: “‘Graduate Medicai Education,” Journd!/ of the American Medical Association, 218 (1971), 1239,
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Table B11

WOMEN IN GRADUATE MEDICAL EDUCATION
BY COUNTRY OF MEDICAL EDUCATION
September 1970

Medical United States Foreign
Education and Canadian Medical Total
Graduates Graduates
Interns ) 724 648 1,372
Residents 1,778 2,181 3,929
Total, , o . . . . « . 2,502 2,799 5,301

Total Interns and
Residents, , ., , , . .34,708 16,307 51,015
{Men and Women)
%
Source: ‘‘Special Studles in Graduate Medical Education,” Journal of the
American Medical Association, 218 {1971), 1250,

Table B12

NEGRO U.S. CITIZENS SERVING IN
INTERNSHIP AND RESIDENCY PROGRAMS
BY COUNTRY OF GRADUATION
September 1970

Negro U.S. Citizens

United States Foreign
Medical Program and Canadian Medical ' Total
Graduates Graduates
Interns 170 80 250
Residents 462 280 742
TOtﬂ'- L[] [ . . L ) L N . 632 360 992
Total interns and
Residentse « . . « « » 34,708 16,307 51,018
. —— ———n — ey ———

Source: ‘'Special Studies in Graduate Medical Education,” fournal of the
American Medical Assoclaticn, 218 (1971), 1248.
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C. Examining and licensing of foreign medical gradu-
ates in the United States.
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TABLE C1
ECFMG EXAMINATION CENTERS

U.S. and Canadian Centers
UNITED STATES Michigan, Ann Arbor Pennsylvanla, Philadeiphia
California, Los Angeles Minnesota, Minneapolis Pittsburgh
San Francisco Missourl, St. Louls Tennessee, Nashvilie

Colorado, Denver Nebraska, Omaha Texas, Dailas
Connecticut, New Haven New Jersey, Newark €l Paso
District of Columbia, Washington New York, Albany Houston
Fiorida, Gainesville Buffalo Virginia, Richmond

Miami New York City Washington, Seattle
Georgia, Atlanta Rochester Wisconsin, Milwaukee
Hawali, Honolulu Syracuse Puerto Rico, San juan

tHlinols, Chicago {North)

North Carolina, Durtham

Guam

Chicago (West) Ohio, Cincinnati
Chicago {South) Cleveland CANADA
Kansas, Kansas City Okiahoma, Okiahoma City Montreal, Quebec
K entucky, Loulsviile St. john’s, Newfoundland
Loulsiana, New Orleans Toronto, Ontario
Maryland, Baitimore Winnipeg, Manitoba
Foreign Centers
LATIN AMERICA Netherlands Antllles, Curacao Denmark, Copenhagen
Argentina, Buenos Aires Nicaragus, Managua Finiand, Helsinki
Cordoba Panama, Panama City France, Paris
Barbados, Bridgetown Paraguay, Asuncion Germany, Berlin
Bolivia, La Paz Peru, Lima Bonn ,
Brazlii, Belem Trinidad, Port-of-Spain Frankfurt
Brasilia Uruguay, Montevideo Munich
Curitiba Venezuela, Caracas Greece, Athens
Porto Alegre Hungary, Budapestt
Recife - lceland, Reyk javik
Rio de janeiro NEAR AND MIDDLE EAST (reland, Dublin
Salvador Afghanistan, Kabult italy, Bologna
Sao Paulo Cyprus, Nicosla Rome
British Gulana, Georgetown Iran, isfahan Netherlands, The Hague
Chile, Santiago Shiraz Poland, Warsaw
Columbla, Barranquilla " Teheran Portugal, Lisbon
Bogota Israel, Tel Aviv Rumania, Bucharestt
Cali jordan, Amman Spain, Barcelona
Medeilin " Lebanon, Beirut Madrid -
Costa Rica, San jose - Pakistan, Dacca Switzerland, Bern
Dominican Republic, Karachi Geneva
Santo Domingo Lahore United Kingdom,
Ecuador, Quito Saudi Arabia, Dhahran Edinburgh
E! Salvador, San Salvador Jidda Liverpooi
Guatemala, Guatemala City Turkey, Ankara London
Haitl, Port-au-Prince Istanbui Yugosiavla, Belgrade
Honduras, Tegucigalpa
Jamaica, Kingston FAR EAST
Mexico, Guadalajara EUROPE Burma, Rangoont
Mexico, DF Austria, Vienna Ceylon, Colombo
Monterrey Belgium, Brussels Hong Kong
San Luls Potosi Caechoslovakia, Prague Indonesia, Ujakarta
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Japan, Tokyo

Korea, Seou!

Malaysia, Kuala Lumpur

Philippiaes, Cebu City

Manila

Ryukyu Islands, Okinawa

Talwan, Taipei

Thailand, Bangkokt
Chieng Mai

Vlietnam, Saigon

AFRICA
Congo, Kinshasa (Leopoldvilie)
Ethiopla, Addis Ababa

Table C1
{Continued)

ECFMG EXAMINATION CENTERS

Ghana, Accra

Guinea, Conakry

Kenya, Nairobt

Lesotho, Maseru

Liberia, Monrovia

Malawi, Blantyre

Malii, Bamako

Nigeria, Lagos

Senegal, Dakar

Slerra Leone, Freetown

South Africa, Cape Town
Durban
Johannesburg

t These centers are available only to residents of the country concerned.
Source: Journal of the American Medical Association, 216 (1971), 1804.

128

Tanzania, Dar ¢s Salaam
Uganda, Kampala
Zambtia, Lusaka

OCEANIA

Austraiia, Adelaide
Brisbane
Canberra
Hobari
Meiboumne
Perth -
Sydney

New Zealand, Auckland

Wellington



Table C2

EXAMINATIONS GIVEN BY THE EDUCATIONAL COUNCIL
FOR FOREIGN MEDICAL GRADUATES

1958 - 1970

First Repeat Number
Year Examination Examination Total -Passing
1958 1,094 48 1,142 570
1959 4,477 363 4,840 2,139
1960 11,301 3,467 14,768 5,773
1961 8,204 © 6,018 14,222 5,381
1962 8,906 5,629 14,535 6,054
1963 11,391 7,739 19,130 6,043
1964 . 9,378 9,133 18,511 6,820
1965 9,204 9,133 18,337 7,724
1966 10,765 8,223 18,988 7,842
1967 11,777 7,411 19,188 8,820
1968 11,975 7,573 19,548 7,774
1969 12,447 10,151 22,598 8,127
1970 16,631 13,319 29,950 11,916
197 16,525 14,508 31,033 9,693
Total 144,075 102,715 245,790 94,676

—

Source: Educational Council for Foreign Medical Graduates, Annual/
Report, 1970, Table 1, 4.

Journal of the American Medical Association 216, (1971), 1614.
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Table «

NUMBER OF FOREIGN MiuwICAL GRADUATES
TAKING THE ECFMG EXAMINATIONS
BY PLACE OF EXAMINATION
1958 - 1970

Percent
Year Total Domestic  Foreign  Foreign

1958 1,142 1,008 137 12.0
1959 4,840 3,629 1,211 25.0
1960 14,768 12,217 2,551 12.3
1961 14,222 8,530 5,692 40.0
1962 14,535 5,913 8,622 59.3
1963 19,130 6,054 13,259 68.4
1964 18,511 5,712 12,799 69.1
1965 18,337 5,078 13,259 72.3
1966 18,988 3,925 15,063 79.3
1967 19,188 3,698 15,490 80.7
1968 19,548 4,297 15,251 78.0
1969 22,598 5,703 16,895 74.8
1970 29,950 7,339 22,591 75.4

——t
——

S p——————

Source: Educational Council fur Foreign Medical
Gradu'mes.
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Table C4

PERFORMANCE OF FMGs ON
ECFMG EXAMINATIONS
1958 - 1970
Percent Scoring

Year Number of 75 Percent

Candidates or Higher
1958 1,142 37.8
1959 4,840 44,2
1960 14,768 39.1
1961 14,222 37.8
1962 14,535 41.7
1963 19,130 316
1964 18,511 36.8
1965 18,337 ' 42.1
1966 18,988 41.3
1967 19,188 46.0
1968 19,548 39.8
1969 22,598 36.0
1970 29,950 39.8

e
Source: Educational Council for Foreign Medical

Graduates.
Table C5
PERCENTAGE DISTRIBUTION OF SCORES,
ECFMG EXAMINATION
February 1969
Actual Distribution, Expected Distribution,
Range of Scores ECFMG Candidates U.S. Medical Students
- 90 or higher - - 0.0 _ T 4.6
85-89 2.1 28.9
80-84 . 10.2 46.1
74-79 25.7 19.5
70-73 27.2 0.9
65-69 24,2 0.0
60- 64 9.0 0.0
below 60 1.6 0.0
L N R

Source: Educational Councll for Foreign Medical Graduates, Annual Report,
1970,p. 12.
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Table C6

ECFMB — STANDARD CERTIFICATES ISSUED
1970

DISTRIBUTION OF RECIPIENTS BY STAE AND COUNTRY

Alabama . .. . .. 11 Kansas .« « v o o .+ & 18 Ohio . ....... 343
Alaska  « ¢« v o o o 0 Kentucky . . .. .. 27 Oklahoma .. .. . . 5
Arizona « + .+« 0+, 25 Louislana . ... .. i4 Oregon , . . .« o 12
Arkansas  + o . o o 4 Maine . « . o0 . 4 Pennsylvania . .. .. 255
California . . .... 156 Marylan¢ .+ « + . +» 211 PuertoRico . .. .. 23
CanaiZone . . . . . 0 Massachusetts, ., . . . 243 Rhodcisland . . . . . 43
Colorado . .. . .. 28 Michigan . ... .. 189 SouthCarilina .. .. 7
Delaware . . . ... 9 Mississippl . . . . . 4 SouthD-kota ., ... 1
Disiriciof Columbia . . 50 Missouri . » » .+ « . 68 Tennessee e e .. 28
Florida ¢ » « o 128 Montana . T Texas « v v v v v 0 37
Georgia .+ o 0 o oo 14 Nebraska . . . .+ . 4 Utah . ... .. .. 4
Guam .+ + ¢« v 40 O Nevada . . ¢+ ¢+ o . O Verinont ...... 0
Hawali . . .. ... 21 NewHuanpshire . .. S Virginislands . . .. 0
idaho . . . . . 1 Newlersey ... .. 321 Virginla ... .. .. 47
filinois .+ « .+ ¢+ o, 413 NewMexico . .. .. 2 Washington ., .... 24
Indiana + « « ¢ . 0o 10 NewVYork . . .. . .1,080 tyestVirginla . .. .. 14
IOWE v o v o 0 0 0 s 17 NorthCarolina . . . . 22 ‘yisconsin . . .. .. 46

NorthDakota . . . . ' Wyoming . ... .. 0

‘Total, United States . . . . .. ., . .. 4216 (77.6%)
Caneda . . .o v v v i e e e e, 387 {( 7.1%)
CoeeForeign o . . v v o 0 v h e e .. . 833 {15.3%)
Ot e, 5,436

Yy« L ___— —— — 3%

]

DISTRIBUTION OF RECIPIENTS BY COUNTRY OF M.EDICAI SCHOOL AND CITIZENSHIP1

Country of M.adical School Citizenship

Numer Percent Number Percent
UnitedStates . . . . . .. .. . . 250 4.6
Argentina . . . ¢+ . 40 e 105 1.9 35 1.7
China—Taiwan . + . + + ¢ « 143 2.6 96 18
Cubz . . v v v v e e e 123 2.3 154 2.8
Germany — Fed.Rep, . . . . . 203 N 3.7 166 3.1
Indfa . . v v v 00 b s 791 ' 14.6 758 139
fran v ¢ ¢ ¢ v ¢ s v e 0 -156 - 2.9 : 168 : 3.1
ftaly . . ¢« v o o0 oo v 152 - 2.8 49 08
Japan . . ... ¢ e e 0 s s e 173 3.2 164 3.0
KOrea .« o v i e v u e a e e 229 4.2 281 _ 4.2
"MeXICO v s e i v e e . 0. 134 o 28 - 108 2.0
Pakistan . . . + ¢ ¢« ¢« o4 4 147 2.7 144 2.6
Philippines . . . . . « .+ .. 366 6.7 348 ’ 6.4
Spain & . v . e e e e e 116 2.1 54 1.0
Thattand « .+ + « ¢ ¢« v 4 o 171 3.1 178 3.2
United Arab Republic . . . . . 228 4.2 164 3.0
United Kingdom .. . .. .. 220 4.0 227 4.2
Other2 . . . .. ....... 1979 36.4 2,195 40.4
Total .+ v o o000 .. 5436 5,436

1 Citizenship at time of entering medical schaoi.
2 Countries with fewer than 100 graduites in either categu:y.
Source: Educational Council for Foreign Medical Graduates, Anni.o/ Report 1970, p. 15,
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Table C7

SOURCE OF CANDIDATES EX AMINED FOR
LICENSURE IN THE UNITLD STATES

1970
Candidates
Number of | Number Number Number Percert
Medical Schools Schools | Examined Passed  Falled Failed
Approved schools in the
United States 86 £AS7 4,949 508 9.3
Approved schools in Canada 12 86 74 12 140
Foreign medical schools 349 6,236 3,911 2,325 373
Unapproved or extinct
medical schools 5 18 6 12 66.7
Scheols of Osteopathy 5 401 395 6 1.5
Totals 457 12,198 9,335 2,863 23.5

“%.l

Source: Journal ofthe American Medical Associativm, 216 (1971), 1786.
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Table C8

PHYSICIANS EXAMINED FOR U, S. LICENSES
ON THE BASIS OF CREDENTIALS OBTAINED
IN COUNTRIES OTHER THAN
THE UNITED STATES AND CANADA

1935. 1970
Number Percentage

Year Examined Passed Falled

19350000000‘37 ......303 .....30.7

1936 588 382 35.0
1937 920 637 30.8
1938 1,164 716 38.5
1939 1,691 839 50.4
19400 o o s 6 0 2,088 ¢ 0 04 0 0 948 seves 547
1941 1,117 698 59.2
1942 1,630 890 45.4
1943 1,031 519 49.8
1944 691 325 53.0
1945, 00 0000 475 o 00000209 eeses 560
1946 495 2N §5.3
1947 601 263 52.9
1948 639 n 51.3
1949 737 . 319 56.7
1950, , 0 000 o 799 coeess 359 seeee 350
1951 1,006 524 47.9
1952 1.208 648 46.3
1943 1,463 796 46.3
1954 1,642 943 42.6
195500 0 000 1,771 o 00 ¢ 01,042 seses 414
1956 1,783 1,012 43,2
1957 2,299 1,345 41.5
1958 2,567 1,518 40.9
1959 2,766 1,870 32,4
1960: o o o » o 2,864 eeeee2,013 ceve e 29.7
5961 2,683 1,890 29.0
1962 2,960 - 1,980 33.1
1963 2,781 - 1,861 3341
1964 3,246 2,215 31.8
19650 0 0000 3,011 400002043 c0see 3211
- 1966 3,691 2,28 - 382
1967 4,187 2,590 35.1
1968 4,936 3,100 37.2
1969 4911 3,164 35.6

29700 0 0 000 6,236 00 0 003,911 40000303

Totals 73,714 44,704 39.4

ﬁm

Source: “Medical Licensure Staistics,” Journal of
the American Medicol Association, 216
(1971), 1797.
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Table C9

STATUS OF REQUIREMENTS FOR
MEDICAL LICENSURE FOR PHYSICIANS
TRAINED IN FOREIGN COUNTRIES .

OTHER THAN CANADA
s

S\ . P3| L7

§ 1 <35 x £ « 9 £E|§2

21338 |§| 58| o|Biedgni|e3

US.and sE [ 88¢ g ol - ARSI

SE|EEgun |8 s E E|S3E2P3EE|ES

Territories HBEERERE: & s |€E33L% 8¢ S g
ES (xS |5 S J E|83S8cjcx|dd

Alabama X . x x X X . 100
Alaska X X . X x X . 150
Arizona X . D X x X X 75
Arkansas X . x . x . . 50
Caiifornia X . . X x . X 50
Canai Zone X X . - X X X 50
Colorado X - x . X X X 75
Connecticut x x D X . . x 75
Delaware X X D . x X X 50
District of Columbia X . . . x X X 50
Florida x . D . x X X 50
Georgia X X x X x X X 50
Guam - X . . x X X 50
Hawaii X . D X X X X 75
tdaho X . D X x X X 100
{tlinois X x D X x . X 75
Indiana x x D x . . x | 85
fowa X X D . X X X 50
Kansas X . D . X x X 50

- - Kentucky x x X . . X x x 50
Louislana x . D . x x x 100
Maine x x { x x x X 100

" Maryland x x D . x x x 100
--- Massachusetts X x D | -—x . X x 125
Michigan x x D x X x 75
Minnesota x X D - x x - 75
Mississippi X . x - - x X 35
Missouri X x . - x . X 50
Montana X X x x X X . 100
Nebraska x x x x . x . 50
Nevada X x D x x X . 100
New Hampshire X x D . x X . 100
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. Table C9
(Continued)

STATUS OF REQUIREMENTS FOR
MEDICAL LICENSURE FOR PHYSICIANS
TRAINED IN FOREIGN COUNTRIES

OTHER THAN CANADA
5

5 E 2 3 s £ T = g s g

11330 | £ | 99| s|gdaiand| s

usme | 5 |ERE. 1% | TE | E|23TE31E|5s

=0 " . & -] 4 o

Territorles £313838| 2 |53 | 2|53355R5| 33
New Jersey X X D x X . X $0
New Mexico x x D x . x . 100
New York X X D x x X X 40
North Carolina X . ! x . x x 100
North Dakota X . . x x x x 100
Ohio X X (o] x X x X 100
Okiahoma X . (o] . x X 0 25
Oregon x x i x x x x 150
Pennsyivania x . D . x x X S0
Puerto Rico X - D . X . . 30
Rhode Island x X D . A x x 50
South Carolina X . § x x X X 100
South Dakota X X D . x X x 40
Tennessee x . . . X x x 50
Texas X X D . . x X 50
Utah x . D x x x . 75
Vermont X X (o] . x X . 100
Virgin Islands X . . . X x x 100
Virginia : x X D X x . X 100
Washington X X . . X X . 25
West Virginia x x D x x x x 100
_ Wisconsin x X l . X x x 100
Wyoming - X X 0 X x x . 75

PRESE SN - L A Y

l

x = Implies yes.

D = Declaration of intentiun to become citizen of United States.
| = immigrant visa (blue card).

Source: “Medical Licensure Statistics”, Journal of the American Medical
Association, 216,(1971), 1831,
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Table C10
LICENSING OF FOREIGN MEDICAL GRADUATES BY STATE

1970
Total Additions FMG's
Physicians FMG's to the as Percent
State of License Examined Percent Examined Percent Profession of all
for Falled for Failed Who Were Additions
License License FMG's to Med Prof
Alabama 28 46 0 0.0 1 1.2
Alaska 6 0.0 0 0.0 2 16.6
Arizona 67 358 52 34.8 26 47.2
Arkansas 92 4.3 0 0.0 0 0.0
California 441 29.5 205 58.1 94 3.2
Colorado 24 4.2 9 111 2 2.0
Connecticut 40 40.0 34 41.2 14 10.2
Delaware 32 37.5 29 41.4 16 89.0
District of Columbla 0 0.0 0 0.0 150 76.5
Florida 2,345 24.9 681 39.5 138 40.2
Georgia . 314 0.1 32 6.3 16 8.6
- Hawall 55 0.0 12 0.0 4 14.8
Idaho 3 0.0 0 0.0 0 0
inols 483 46.1 357 60. 107 30.8
Indiana 411 33.6 206 65.0 100 327
lowa 306 0.0 47 ' 0.0 13 10.0
Kansas 139 50 44 114 18 15.2
Kentucky 319 6.6 67 29.9 34 15.9
Louisiana 264 7.9 45 133 7 ' 33
Maine 220 40.0 218 39.9 10 88.7
Maryiand 357 34.2 227 37.0 140 377
Massachusetts ‘205 434 193 40.4 47 14.5
Michigan 100 130 8s 15.3 72 16.8
Minnesota 97 216 48 43.8 21 7.2
Mississippi 101 1.9 11 9.1 ' S 5.1
Missour] 675 4.7 224 12.1 176 43.7
Montanz 58 0.0 19 0.0 17 70.8
- Nebraska - -- 108 00 - -0 0.0 -4 3.7
Nevada S 3 33.3 0 0.0 0 0.0
New Hampshire 37 29.8 36 30.6 26 59.0
New Jersey 702 40.2 693 40.7 368 77.6
---NewMexico - - 44 - - 341 - 39 - 388 - 16 --- - 484
New York m 59.7 712 60.5 204 16.6
North Carolina - 216 18.1 S5 55.7 10 6.8
North Dakota 22 136 18 16.7 15 75.0
Ohio 269 23.8 §1 92.2 11 35
Okiahoma 110 123 0 0.0 4 4.5
Oregon 5 0.0 0 0.0 3 1.7
Pennsylvania 847 4.7 809 4.8 550 54.9
Rhode Istand 21 23.8 21 23.8 18 50.0
. South Carolina S 0.0 0 0.0 1 5.5
South Dakota 24 4.2 11 9.1 S 21.7
Tennessee 179 00 0 0.0 3 1.6
Texas 572 8.7 169 18.3 80 12.5
Utahy 22 4.5 0 0.0 S 10.4
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Tabie C10

(Continued)
LICENSING OF FOREIGN MEDICAL GRADUATES BY STATE
. 1970
Total Additions FMG's
Physicians FMG's to the as Percent
State of License Examined Percent Examined Percent - Profession of ali
for Failed for Falled Who Were Additions
License License FMG's to Med Prof
Vermont 194 41.8 166 47.6 96 $3.0
Virginia 409 30.5 214 54.7 64 20.1
Washington 145 27.6 139 28.1 97 416
West Virginia 131 504 114 579 38 56.7
Wisconsin 65 79 32 12,5 23 22.8
Wyoming 4 0.0 0 0.0 0 0.0
Totals 12,087 23.5 6,124 37.9 2,97 27.1

—_—_ﬁ

Note: This table exciudes Guam, Puerto Rico, and Virgin Islands, The totals are thus not exactly comparable
to TablesC7 andC11.

Source: “Medical Licensure Statistics, 1970,” Journal of the American Medical Association, 216. (1971),
1788, 1797, 1808 - 15, 1842 - 43,
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Table C11

NUMBER AND PERCENTAGE'OF NEW
ADDITIONS TO THE UNITED STATES
MEDICAL PROFESSION REPRESENTED BY
FOREIGN MEDICAL GRADUATES

1950 - 70
Percent of New
Medical
New Licentlates
Year New U.S. and Foreign - trained Total New  Attributable
Canadian - trained Medical Medical to Foreign-
Licentiates Licentlates Licen