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ABSTRACT

Policies on U.S. citizens studying medicine abroad
are reviewed, based on visits to six fcreign medical schools in the
Carib=an, Mexico, and Europe, which have about 5,400 U.5. citizens
studying medicine, or about half of the total estimated number. The
following areas are considered: education and training provided,
clinical training in 0.S. hospitals provided by U.S. citizens
studying in fereign medical schools, avenues available for entering
~the American medical system, and federal financial assistance in the
form of guaranteed student loans and educational benefits provided to
these students. It is found that many 0.S. citizens attend foreign
medical schocls with the goal of returning to practice in this
country; however, the education and training previded ty some of
these schools vary greatly and may not he comparable to that offered
in U.S. schecls. It is recommended that more appropriate mechanisns
ke developed to ensure that all students who attend foreign medical
schools demcnstrate that their medical knowledge and skills are
comparable to those of their 0.S.-%*rained counterparts before they
are alloved to enter the mainstream of American medicine.
Alternatives to be considered in accomplishing this objective are
suggested, including admission with advanced standing.
Recommendaticns concerning guaranteed student loans and educational
benefits, and 0.S. hospital clinical training of foreign medical
school students are also offered. Appendices include information on
qualifying examinations, foreign medical schools, accrediting
crganizaticens in the United States, and communications among
agencies. (sW)
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BY THE COMPTROLLER GENERAL

OF THE UNITED STATES

Policies On U.S. Citizens
Studying Medicine Abroad
Need Review And Reappraisail

Many U.S. citizens attend foreign medical schools
with the goal of returning to practice in this country.
However, the education and training provided by
some of these schools, in which several thousand
U.S. citizens are enrolled, vary greatly and, in GAQ's
opinion, are not comparable to that offered in U.S.
schools.

GAO recommends that more appropriate mech-

anisms be developed to ensure that all students who
atiend foreign medical schools demonstrate that
their medical knowledge and skills are comparable
to those of their U.S.-trained counterparts before
they are allowed to enter the mainstream of Amer-
ican medicine. This report suggests several alterna-
tives to beconsidered inaccomplishingthis objective.

GAO also recommends that (1) action be taken to
address the practice of foreign medical school stu-
dents receiving undergraduate clinical training in
U.S. hospitals, (2) the Department of Education
and VA ensure that guaranteed student loans and
educational benefits go only to students at foreign
medical schools providing an education comparable
to that provided at U.S. schools, and (3) the Gov-
ernment’s interest in outstanding guaranteed stu-
dent loans for U.S. citizens studying medicine
abroad be adequately protected,
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WASHINGTGN, D.C. 20543

To the President of the Senate and the
Speaker of the House of Representatives

This report summarizes our review of U.S. citizens

studying medicine abroad. It discusses the:

~-Education and training provided by six foreign
medical schools, in which seYeral thousand U.S.
citizens are enrolled.

reign medical

yspil

~=Clinical training U.s. citi o
hospitals.

zen f
school students receive in U.S.
~-Avenues available for entering the American

medical system.

—-Federal financial assistance in the form of
guaranteed student loans and educational benefits
provided to U.S. citizens while studying medicine
abroad.

We made our review at the request of the Chairman,
House Committee on Interstate and Foreign Commerce, and
the Ranking Minority Member, Subcommittee on Health and
the Environment. Because of the widespread congressional
interest in this matter, we are issuing our report to
the Congress.

We are sending copies of this report to the Chairmen
of interested congressional committees and subcommittees;
the Director, Office of Management and Budget; the Secretary
of Health and Human Services: the Secretary of Education:
the Administrator of Veterans Affairs; the Secretary of
State; and those entities responsible for the education,
testing, and licesur of physicians in the United States.

Comptroller General
of the United States

’ 4 JAN 2 6 1981



COMPTROLLER GENERAL'S POLICIES ON U.S. CITIZENS
REPORT TO THE CONGRESS STUDYING MEDICINE ABROAD NEED
REVIEW AND REAPPRAISAL

Because of the intense competition for a
limited number of slots in U.S. medical
schools, many U.S. citizens attend foreign
schools with the goal of returning to prac-
tice medicine. Much concern has been ex-
pressed about the recent proliferation of
medical schools established to attract u.s.
citizens, and questions have been raised
about the adequacy and appropriateness of
that educational experience for practicing
in the United States.

GAQ believes that:

~-More appropriate mechanisms are needed to
ensure that all students who attend foreign
medical schools demonstrate that their
medical knowledge and skills are comparable
to their U.S.-trained counterparts before
they are allowed to enter the mainstream
of American medicine.

==Action should be taken concerning the
practice of foreign medical school students
receiving undergraduate clinical training
in U.S. hospitals.

=-The Department of Education and the Vet-
erans Administration need to ensure that
guaranteed student loans and educational
benefits go only to students at medical
schools providing an education comparable
to that provided at U.S. schools and the
Department of Education needs to ensure
that the Government's interest in outstand-
ing guaranteed loans for U.S. citizens
studying medicine abroad is adequately
protected.
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The exact number of U.S. citizens studying
medicine abroad is not known; however. GAO
believes that there are about 10,000 to
11,000. About 63,800 medical students were
enrolled in the 125 acecredited U.S. medical
schools during academic year 1979-80.

GAO recognizes that there are many first-ratce
medical schools in foreign countries which
produce EKCEllEﬂf physicians; that many dis-
tinguished scholars from medical schools
around the world are welcomed to this country
as teachers and practitioners and make a valu-
able contribution; and that, even with limita-
tions in a medical school's educational capa-
bilities, some students will do well because
of their own ability and willingness to study
and learn.

During its review, GAO visited six foreign
medical schools that were selected primarily
because large numbers of U.S. citizens either
had studied or were studying at these schools.
Because it was generally believed that the
goal of most U.S. citizens attending foreign
medical schools is to return to the Uni* -~
scates to practice medicine, GAO belie-

was necessary to compare the training
received in medical schools abroad to w..ac
provided in the United States. GAO's review
was made in this context.

FOREIGN MEDICAL SCHOOLS VISITED
DO NOT OFFER A COMPARABLE EDUCATION

The foreign medical schools GAO visited dif-
fered considerably, and *“he =~ © "ob-
lems of each school wmust s - ately.
However, in GAO's opinic & ~f then
offered a medical edu.ccic. wmi o cable to
that available in the Uniteu states because
of deficiencies in admission requirements,
facilities and equipment, faculty, curri-
culum, or clinical training. While it is
difficult to judge the adequacy of the for-
eign medical schools in all of these areas,

a serious shortcoming at each school was the
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lack of adequate clinical training facilities.
None of the foreign schools had access to the
same range of clinical facilities and numbers
and mix of patients as a U.S. mediecal school.
(See p. 10 and apps. II to VII.)

CLINICAL TRAINING
IN U.S. HOSPITALS

Many U.S. citizen foreign medical school
students obtained part or all of their under-
graduate clinical training in U.S. hospitals.
However, the type, length, and extent of
training received at most i.S. hospitals par-
ticipating in these arrangements that GAO
visited varied greatly, and generally such
training was not comparable to that provided
to U.S. medical school students.

Morecver, most of the hospitals participat-
ing in these arrangements that GAO visited
(1) were not affiliated with U.S. medical
schools and (2) had little assurance that
U.S. citizens from foreign medical schools
were adequately and properly prepared for
clinical training.

The Liaison Committee on Medical Education
approves and accredits U.S. ard Canadian
medical schools, including their clinical
kraining programs. This Committee, however,
Ls not responsible for reviewing and approv-
ing other foreign medical schools or !1...
clinical training programs provided in U.s.
hospitals for U.S. citizen=e att.-»7ing those
foreign medical schools.

State medical licensing boards in California,
New York, and Florida generally had not ap-
proved clinical training programs for foreign
medical school students at hospit:ils in their
States, nor were they aware of the extent to
which such programs existed in their States.
However, the New Jersey licensing board had
approved some but not all such programs in
New Jersey. (See p. 15.)



FOREIGN-TRAINED U.S. CITIZENS ENTER THE

. CI
AMERICAN MEDICAL SYSTE M _IN VARIOUS WAYS

Foreign-trained U.S. citizens can enter
the American medical system four wWays:

--Transfer with advanced undergraduate
standing to U.S. medical schools.

--Participate in a Fifth Pathway Proyram.

-—-Enter graduate medical education in the
United States.

--Obtain a license to practice medicine from
a jurisdiction authorized to license physi-
cians. (See p. 23.)

Transfer to U.S. schools

A May 1980 report to the Congress by the
Department of Health and Himar - LHF
stated that U.S. cit’ :n foreign medical
school students who transferred to U.S.
medical schools generally had deflclénc1es

in the clinical and basic sciences. c T e
p. 24.)

Fifth Patlivay

The Fifth Pathway Program is an alternative
route to enter U.S. graduate medical education
for U.s. citizens who attend fér51gn medical
schools in countries that require a year of
internship or social service to obtain their
final degree and practice medicine. Tt pro-
v1des a year of undergraduate clinical train-
ing in the United States under t! -~ supervision
of a U.S. medical school. {See p 27.)

radu uate medical education

Those U.S. citizens at foreig! medical schools
who are unable to pursue either of the first
two alternatives usually enter the American

8
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medical system by participating in graduate
medical education programs conducted in the
United States.

The American Medical Association's Center for
Health Services Research and Development
reports that about 2,300 U.S. citizen foreign
medical school graduates were in U.S. graduate
medical education training programs in 1979.

« citizen foreign medical school graduates
ust pass the Educational Commission for For-
eign Medical Graduates examination to enter
aduate medical education in this country.

s than 50 percent of t . U.S. citizens
takina “hi~ examination each year pasg,

al une pass rate is reportedly higher
fo. -rst-time takers than repeaters.

Nevertneless, members of the medical prafes«
sion have guestioned whether this screening
examina: .n is adequate to serve the purpcse
for which it is being used--both as a test of
the readiness for graduate medical =ducation
and as an adequate safeguard of the health

and welfare of patients.

Foreign citizen foreign medical school gradu-
ates, who may have attended the same foreign
medical school, must pass the Visa Qualifying
Examlnangn to obtain a visa and participate
in a U.s8. graduate medical education program.
However, some in the medical profession con-
sider the Visa Qualifying Examination more
comprehensive and difficult to pass than the
examination given to U.S. citizen foreiqn
medical school graduates. (See p. 29.)

Licensure

Licensure for medical practice is a legal
function of the 50 States, Guam, Puerto Rico,
the Virgin Islands, ard the District of
Columbia. Although eligibility requirements
differ among and within jurisdictions for
U.S. and foreign medical school graduates,

all applicants must submit evicence of théir

9




undergraduate medical education. However,
State licensing authorities have no way of
adequately assessing the education and
tralning provided in foreign medical schools
in deciding whether the applicant is eligible
to take the State licensing examination.

Most jurisdictions require that physicians
trained in foreigr medical schools obtain
graduate medical education in order to be
licensed, whereas a similar requirement
Thy not be imposed or: U.S. medical school
graduates,

Specifically, accord.ng to information col-
lected by the American Medical Association,
15 States do not require U.S. medical school
graduates to obtain graduate medical educa-
tion to be licensed. However, 12 of thesge
States require graduate medical education
for physinrians trained in foreign medical
schools. The other thrze States (Massachu-
setts, New Mexico, and Texas) do not require
graduates of iforeign medical schools to
obtain graduate medical training to secure
licensure. (See p. 32.)

FEDERAL FINANCIAL ASSISTANCE

Foreign medical schools do not receive direct
Federal financial assistance. However, U.S§.
citizens attending approved schools are eli-
gible for guaranteed student loans from the
Department of Education {ED): qualified
veterans, their spouses, and their depend-
ents may receive Veterans Administration

(VA) educational benefits.

Before authorizing guaranteed loans, ED is
required by law to determine that the educa-
tion and training provided is comparable to
that available at a U.S. medical school.

The VA Administrator may deny or discontinue
educational benefits if such enrollment is
determined not to be in the individual's or
the Government's best interest. (See p. 39.)

19
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In GAO's opinion, the approach used by ED and
VA to make this c@mpa:ablllty determination
is inadeauate. Both agencies ermarlly based
their de’wrmination on the for reign schools'
llstlﬂg in the World Health Organization's
"World Directory of Medical S-hools." This
approach only provides recognition of a
medical school by the country's government--—
it does not. provide sufficient information

to assure that foreign medical schools are
comparable to U.S. medical schools. (See

p- 41.)

ED and V. have a somewhat common objective
in evaluating foreign medical schools. How-
ever, each agency developed its own compar-
ability criteria as a result of the recent
proliferation of foreign medical schools
that are attracting larce numbers of U.S.
citizens. f{See p. 42.)

However, regulations establishing procedures
and criteria for making comparability deter-
minations have not been published by either
agency even though the programs were =~nacted
years ago. (Sce pp. 43 to 45.)

Over the past 10 years, VA has disbursed
$5.6 million to 997 veterans and their
spouses and dependents attending foreign
medical schools.

During the same period, ED's records show
that it guaranteed about 21,500 loans for
over $45 million to U.S. citizens attending
foreign medical schools. Based on ED's
records, GAO estimates that interest subsi-
dies, defaults, and other expenses for U.S.
citizens receiving these loans have cost
the Federal Government about $12.4 million
during this period.

However, because the Department's s accounting

system does not provide accurate and complete
information on the number or amount of guaran-
teed siudent loans and defaults, GAO is unable

{
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to state precisely the program's cost. (See
p. 45.)

EHYSICIAN SUPPLY IN THE

\INITED STATES

During the past several vears, HHS has stated
that the Nation's shortage of physicians ap-
pears to have ended and that the United States
coul. he producing an adequate or excess num-
ber of physicians by the end of this century.
As a result, the administration and the Con-
gress have begun taking steps to remove the
incentives for increzsing the number of U.S.-
trained physicians.

In September 1980 additional steps to reduce
the supply of physicians trained in the United
States were recommended to the Secretary of
HHS by the Graduate Medical Education National
Advisory Committee. , The Committee also recom-
mended that action be taken tc reduce the num-
ber of foreign medical school graduates, in-
cluding U.S. citizens, who enter this country
to practice medicine. (See pp. 5 and 37.)

CDNCLUSIDN

GAO recognizes that U.S. citizens are free
to go abroad to study medicine, and many will
continue to do so with the ultimate goal of
returning to the United States to practice
medicine. Because there are no adequate
means of evaluating the education and train-
ing grcvidea by féreign médical schccls, GAO

tlgn. State l?cens;ng auth@rltles, and tha
medical profession need to consider how the
issues discussed in this report can be best
addressed and how the highest quality of
patient care can be assured.

RECOMMENDATION TO THE CONGRESS

The Congress should direct the Secretary of
HHS to work with State licensing authorities



and representatives of the medical profession
to develop and implement appropriate mech-
anisms that would ensure that all students
who attend foreign medical schools demonstrate
that their medical knowledge and skills are
comparable to those of their U.S.-trained
counterparts before they are allowed to enter
the U.S. health care delivery system for
either graduate medical education or medical
practice. GAO suggests a number of alterna-
tives that should be considered in accomplish-
ing this objective. (See p. 56.)

RECOMMENDATION TO
THE SECRETARY OF HHS

The Secretary of HHS, in cooperation with
State licensing authorities and represen-
tatives of the medical profession, should
address the current practice whereby stu-
dents attending foreign medical schools
receive part or all of their undergraduate
clinical training in U.S. hospitals. (See
P 55)

RECOMMENDATIONS TO
THE SECRETARY OF EDUCATION

The Secretary of Education should:

--Issue regulations establishing procedures
and criteria for implementing the legisla-
tive requirement that ED ensure that foreign
medical schools are comparable to medical
achools in the United States before author-
ixing guaranteed siudent loans for U.S.
citizens attending these schools.

==Ensure that the Government's interest in
outstanding guaranteed student loans at
foreign medical schools is adequately
protected by properly verifying the status
of all U.S. citizens with outstanding
loans and initiating repayment where
appropriate. (See p. 56.)

Tvar Shest ’ ixl
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medical schcals apprcved by the Sec;etary of
Education as a basis for authorizing educa-

- tional benefits to qualified veterans, their
spouses, and their dependents. (See p. 56.)

COMMENTS BY FEDERAL AGENCIES,

STATE'LICEHSING AUTHORITIES,

AND THE MEDICAL PROFESSION
AND UNRESGLVED ISSUES

HHS, the Federation of State Medical Boards,
the Association of American Medical Colleges,
and the American Hospital Association gener-
ally agreed with the findings, conclusions,
and recommendations in the draft report re-
garding the need to ensure that all students
who attend foreign medical schools demonstrate
that their medical knowledge and skills are
comparable to their U.S.~trained counterparts
before they are allowed to enter the U.S.
health care delivery system.

The American Medical hssociation agreed with
GAD'E fecammezéatian ccneerning clinical

this is a valld issue fcr cgncern. ngever,
the Association does not believe the Federal
Government should become involved in accredit-
ing programs or in establishing prerequisites
for licensure or graduate medical education
in the United States. The Association con-
tends that adequate safequards already exist
and, therefore, further Federal regulation

is inappropriate.

GAO disagrees and points out that HHS, the
Federation of State Medical Boards, and other
members of the medical profession reached
different conclusions than the Association

on this issue. Moreover, GAO did not recom-
.mend that the Federal Government assume re-
sponsibility for program accreditation or
licensure. The report recognizes that this
responsibility rests with State licensing

X ’114
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bodies and the medical profession. At the
same time, however, GAO believes HHS can

and should actively participate in these
deliberations because the judgments involved,
which affect U.S. citizens as well as foreign
nationals, would benefit from public partici-
pation, an open deliberativ~ forum, and a
close relationship to the public policy de-
velopment process to ensure equitable solu-
tions that are sensitive to the needs and
rights of all involved parties.

The Coordinating Council on Medical Education
and its Liaison Committees on Undergraduate
and Graduate Medical Education chose not to
comment .

ED agreed with GAO's findings and recommenda-
tion regarding the need to issue requlations
for assessing comparability to determine
eligibility for the Guaranteed Student Loan
Program. However, ED believes there may be
ways other than issuing regulations to im-
plement the intent of this recommendation.
In view of the importance of this issue and
the need for such requlations, we are con-
cerned that the Department has not set forth
a specific course of action it intends to
take. ED agreed with GAO's recommendation
to protect the Government's interest in out-
standing guaranteed student loans for U.S.
citizens studying medicine abroad.

VA said it has no objection to GAO's recom-
mendation that it accept foreign medical
schools approved by the Secretary of Educa-
tion as a basis for authorizing educational
benefits to qualified veterans, their spouses,
and their dependents. VA stated, however,
that its legislation and attendant requla-
tions would have to be considered when evalu-
ating the adequacy of any new ED standards.

GAO was informed that the Department of
State had no disagreement with the draft
report and therefore did not submit written

g,
97 |



Comments by Federal agencies and the medical
profession are included as appendixes and
are discussed in chapter 5.

Summaries of our observations on their
medical education and training programs were
sent to each of the foreign medical schools
we visited. Their comments have been in-
corporated as appropriate and recognized in
appendixes II to VII.
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INTRODUCTION

Despite significant growth in the enrollmnent capacity
of U.S. medical schools, many who apply are not accepted
because of the intense competition for a limited number of
positions. As a result, substantial numbers of U.S. citizens
attend foreign medical schools with the goal of practicing
medicine in the United States. The exact number of U.S.
citizens studying medicine abroad is not known. . However,
bazsed on the number enrolled in the schools we visited and
data obtained from other sources, we estimate that about
10,000 to 11,000 U.S. citizens are studying medicine abroad.

In the past, U.S. citizens unable to gain admission to
U.S. medical schools generally attended European schools.
However, in recent years, newly established schools jn the
Western Hemisphere, particularly in the Caribbean, have begun
to attract these students.

Much concern has been expressed about the recent pro-
liferation of foreign medical schocls established to attract
U.S. citizens who were unable to gain admission to medical
schools in this country. Questions have been raised about
the quality of medical education in those medical schools
most willing to accept U.S. students and the adequacy and
appropriateness of that educational experience as a prepara-~
tion for practicing medicine in the United States.

MEDICAL EDUCATION IN THE UNITED STATES 1/

In the United States, medical education usually begins
with 3 or 4 years of college or university studies generally
followed by 4 years at a medical school. For graduates
wishing to specialize, this is followed by several years
of graduate medical education. -

l/Information regarding medical education in the United

~ States was obtained primarily from publications of the
American Medical Association, the Association of American
Medical Colleges, and the Liaison Committee on Medical
Education.
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The United States had 125 accredited medical schools
with about 63,800 medical students enrolled for academic year
1979-80. The average first-year class had 133 students, and
the average total enrollment was about 500. Medical students
are selected on the basis of multiple criteria, including
performance in premedical college coursework, scores on a
standardized test of academic achievement, letters from
college faculty, and evaluations obtained through personal
interviews.

Despite increased enrollments at U.S. medical schools,
many applicants cannot be accommodated. For example, first-
year enrollments in U.S. medical schéols increased by 89 per-
cent (8,964 to 16,930) from 1966-67 to 1979-80. However,
the number of applicants increased by 98 percent (18,250 to
36,137) during the same period, although it decreased somewhat
in 1978-=79.
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All U.S. medical schools are evaluated and expected to
have adequate full-time faculties and facilities and to
maintain standards of education that assure society and the
medical prcfession that graduates are competent to practice

medicine. .

The responsibility for evaluating the soundness of the
schowuls' education programs leading to the M.D. degree rests
with the Liaison Committee on Medical Education (LCME), which
is reccgnized as the official accrediting body for U.S.
medical schools. LCME is a joint committee consisting of
representatives from the American Medical Association (AMA)
and the Association of American Medical Colleges (AAMC).
LCME also includes representatives from the Government and
the public. Because Canadian ma2dical schools are also
evaluated and accredited by LCME and the Association of
Canadian Medical Colleges, they are not viewed as "foreign"
medical schools for the purposes of this report.

LCME has only general gquidelines for accrediting medical
schools. These guidelines—--which deal with curriculum, ad-
ministration, faculty, and facilities--are intended to assure
that graduates of accredited schools meet appropriate national
standards of medical education.



Upon a medical school's request, a formal survey is
made 1 year before entrance of its first class. Favorable
action in this survey results in "provisional accreditation,"
which assures students, the school, other organizations, and
the public that the school is capable of providing a nation-
ally acceptable education. During the school's fourth year
of operation, a definitive formal survey is made. Favorable
action at this time means that the school has met minimum
standards for its entire 4-year period of training and the
school is given "full accreditation."

LCME plans to survey each school at least every 10 years.
Special consideration is given to particular institutional
needs as identified by the school itself or by previous LCME
accrediting action. Site visits, usually lasting 3 to 4 days,
are conducted at the school. During these visits, the curri-
culum for the M.D. degree, teaching and evaluation methods,
statf, facilities, and the resources available to meet the
8chool's objectives are evaluated. Assessments are also made
of the medical services, research, and graduate education.

Curriculum

The faculty at each medical school determines the curri-
culum. The medical school curriculum traditionally covers
4 years--the first 2 years are predominately devoted to basic
sciences, and the last 2 to clinical training.

Basic science instruction, generally involving lectures,
seminars, and laboratory work, is conducted in facilities
often clustered in the immediate vicinity of the school's
reseurch laboratories and faculty offices.

During clinical training, students deal directly, under
the supervision of the medical school faculty, with patients
in a teaching hospital. Students are exposed to a variety
of cases which become increasingly complex as they progress
through medical school and into graduate medical education.

The number and mix of patients needed to carry out a
school's program of ciinical instruction varies, depending
on the number of students, the curriculum, the institution's
goals, and the involvement of other health professions'
education prograns.
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To have access to enough patients suitable for teaching,
medical schools generally depend on arrangements with several
teaching hospitals and with other health service facilities,
such as ambulatory clinics. Through these arrangements, the
average medical school has access to about 3,100 beds, or
an average of 6 beds per student.

The clinical educational periods, commonly referred to
as clinical clerkships, are a large part of the medical school
curriculum. They vary in length (from less than 1 week to
As many as 14 weeks per clerkship, depending on the specialty
and on the school). However, an average of seven clerkships
are required lasting 4 to 12 weeks; they most f. ‘equently
include internal medicine, abstetf;cs/gynecalcgy, pediatrics,
psychiatry, and surgery.

In addition to the broad study of physical and mental
diseases, the school curriculum allows for the particular
interests of each student by providing time for elective

subjects. In most schools, the last year of the curriculum
is essentially elective. o

Facilities and equipment

Medical schools operate in physical facilities that vary
in size, composition, configuration, age, and type of owner-
ship. The facilities generally include classrooms, teaching
and research laboratories, faculty and administrative offices,
libraries, and specialized buildings.

Facult

U.S8. medical school faculties include physicians, bio-
medical scientists, behavioral scientists, and other scholars.
They can be full-time salaried employees of the institution,
part-time employees, or volunteers.

The medical school faculty serve several roles. They
are involved in direct patient care activities, teaching,
research, and other responsibilities. For academic year
1978-79, there were 46,598 full-time faculty members, or
1l for each 1.3 medical students. The full-time clinical
faculty is about 2-1/2 to 3 times as large as the full-time
basic science faculty. Additionally, there were 95,787 part-
time and volunteer medical school faculty.



Teaching hospitals and clinics

To acquaint students with a sufficient number and variety
of cases, medical schools depend on affiliations with teaching
hospitals and ambulatory care centers and on agreements with
practicing physicians. Relatively few teaching hospitals.are
owned by the medical schools or by their parent universities.
Most participate in the teaching programs of the schools
through individually negotiated agreements that vary consider-
ably even for a single school. However, agreements are based
on medical school control and supervision of the teaching
programs. ‘

Each school generally has affiliation agreements with
several hospitals, depending on the size of its student body
and on the number and mix of patients needed. Not all pa-
tients are suitable subjects for teaching, and few hospitals
offer the full range of specialties to which students must be
exposed. Affiliations may be "major" or "limited, " depending
on the extent to which the clinical specialties and services
of the hospital or ambulatory unit participate in the school's
programs.

PHYSICIAN SUPPLY IN THE UNITED STATES

During the past several years, the Department of Health
and Human Services (HHS) has stated that the Nation's shortage
of physicians appears to have ended and that the United States
could be producing an adequate or an excess gupply of physi-
cians by the end of this century. As a result, the adminis-
tration and the Congress have sought to remove the incentives
for growth in the supply of physicians being trained in the
United States.

Under the Health Professions Educational Assistance Act
of 1976, HHS is required to report to the President and the
Congress on the status of healti personnel in the United
States. The Department has prepared two reports, in August
1978 and in December 1979.

In its earlier report, the Department conclude? that
by 1990 the supply of physicians may exceed reguireients.
HHS' position was reaffirmed in an October 1978 sreech by the
Secretary before AAMC. He announced that the first tenet in
a National Policy for Health Professions is that the Nation



faces an oversupply of doctors in the next decade. Unless
we change direction, he warned, we will seriously aggravate
the oversupply problem by the end of the century. -

The December 1979 report, "A Report to the President
and “ongress on the Status of Health Professions Personnel
in the United States," also concluded that the total physi-
cian supply will be greater than requirements in the years
ahead. HHS projected that by 1990 there would be a require-
ment for 553,000 to 596,000 physicians, as compared with an
anticipated supply of nearly 600,000. 1/ This is equivalent
to about 245 physicians for each 100,000 people. Furthermore,
tne Department concluded that there was adequate training
capacity to meet current and future U.S. needs.

As a result of these projections, HHS believes that Fed-
eral incentives to increase the enrollments at U.S. medical
schools should be terminated. 8ince fiscal year 1979, the
Department has taken steps to reduce incentives. For example,
for fiscal years 1980 and 1981 HHS requested that capitation
grants to U.S. medical schools be eliminated in order to
remove incentives for unwarranted growth in the number of
physiciane being trained.

In its September 30, 1980, report to the Secretary of
HHS. 2/ the Graduate Medical Education National Advisory
Committee (GMENAC) estimated there would be a surplus of
70,000 3/ physicians by 1990. GMENAC attributed more than
half of this estimated surpius to the influx of foreign
medical school graduates. GMENAC was established in 1976
to advise the Secretary on the number of physicians needed

1/HHS' supply projections assumed a net increase of about

2,300 foreign medical school graduates. HHS officials
said this figure included only about 200 U.S. citizen
foreign medical school graduates because they had little
information on the number who return to practice medicine.

2/"Report of the Graduate Medical Education National Advisory
Committee to the Secretary, Department of Health and Human
Services," September 1980.

3/GMENAC said, however, that the mathematical models used
have a certain range of error and therefore cauticn
should be used in viewing the magnitude of the surplus.



to bring supply and regquirements into balance with the Na-
tion's needs. Accordingly, GMENAC made a number of recom-
mendations designed to reduce the number of U.S. mediecal
school students. It further recommended that the number of
foreign medical school graduates entering the United States
be severely restricted.

GMENAC was particularly concerned about U.S. citizens
who study medicine abroad and return to the United States to
practice medieine. This concern was stimulated by the recent
establishment of many new medical schools outside the United
States. Therefore, GMiINAC urged that the Federal Government
adopt measures to substantiallv reduce this inflcw. (See
p- 37.)

ORGANIZATIONS INVOLVED IN THE
EDUCATION, TFSTING, AND LICENSURE
OF PHYSICIANS IN THE UNITED STATES

A number of organizations are involved in the education,
testing, and licensure of physicians in the United States.
Some of these organizations and their roles are briefly
discussed in appendix I.

#JECTIVES, SCOPE, AND METHODOLOGY

This review was made at the request of the Chairman,
House Committee on Interstate and Foreign Commerce, and the
Ranking Minority Member, Subcommittee on Health and the En-
vironment. It wag conducted at the headquarters offices of
HHS, 1/ the Department of Education (ED), 1/ the Department
of State, and the Veterans Administration (va).
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We also visited six foreign medical schools in e
Caribbean, Mexico, and Europe, which had about 5,400 U.s.
citizens studying medicine--about half of the total number
we estimate are studying medicine abroad. At these schools,
we met with school administrators and faculty; obtained in-
formation on admission standards, curriculum content, and
faculty credentials; and observed facilities and equipment.
We also talked with U.S. citizens about their experiences at
the schools and their future plans. The schools we visited,
their locations, and dates of our visits are as follows:

(miay

1/0n May 4, 1980, the Department of Health, Education, and
Welfare was replaced with two departments~-HHS and ED.




School and location Date visited

Universidad Central del Este,

S&1 Pedro de Macoris,

Dominican Republic July 1979
Universidad Nordestana,

San Francisco de Macoris,

Dominican Republic July 1979
St. George's University

School of Medicine,

Grenada, West Indies Aug. 1979
Universidad Autoncma De Guadalajara,

Guadalajara, Mexico Oct. 1979
Universita Degli Studi Di Bologna,

Bologna, Italy Nov. 1979
Universite de Bordeaux II,

Bordeaux, France . Nov. 1979

These foreign medical schools were selected primari
because they either have or had a large enrollment of U.
citizens.

We also met with foreign government health and education
officials as well as representatives of each country's medical
ssociety to discuss the country's (1) requirements for estab-
lishing a medical school, (2) medical school evaluation pro-
cedures, and (3) supply of physicians.

During our visits ¢o these foreign schools, we learned
that many U.S. citizen foreign medical students obtained part
or all of their undergraduate clirical training in U.S. hos-
pitals under arrangements made by either the foreign medical
schools or the students themselves. Therefore, to gain in-
sight into such training provided in the United States, we
reviewed clinical training programs offered U.S. citizen
foreign medical school students at nine hospitals in three
States--California, New York, and ‘Florida. We also met with
officials of these States' medical licensing boards to deter-
mine whether they were aware of the clinical training pro-
grams. Additionally, we discussed with New Jersey officials
similar clinical training programs for foreign-trained t.S.
citizens conducted in their State.

We also attempted to visit the American University of
the Caribbean, which was located in Cincinnati, Ohio. We
wanted to visit this school because it had the unique dis-
tinction of being a "foreign medical school" located in the
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United States; however, we were refused access. At that

time the school was in litigation with the State of Ohio
about its right to operate without certification. The school
later moved to the Caribbesan island of Montserrat.

We also met with representatives of the Coordinating
Council on Medical Education, LCME, the Liaison Committee on
Graduate Medical Education, AAMC, the American Hospital Asso-
ciation (AHA), AMA, the National Board of Medical Examiners
(NBME), and the Educational Commission for Foreign Medical
Graduates (ECFMG).

Throughout this assignment, our audit staff was assisted
by GAO's Chief Medical Advisor. This physician accompanied
the staff on visits to the foreign medical schools, host
country health and education organ.zations, U.S. hospitals,
State medical licensing boards, and U.S. medical organizations.
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MEDICAL EDUCATION COMPARABLE TO THAT

AVAILABLE IN U.S. SCHOOLS

- In our opinion, none of the foreign medical schools we
visited offered a medical education comparable to that avail-
able in the United States because of deficiencies in one or
more of the following areas--admission requirements, facili-
ties, equipment, faculty, curriculum, or clinical training.
While it is difficult to generalize about the adequacy of
the foreign medical schools in all of these areas, a serious
shortcoming we observed at each school was the lack of ade-
quate clinical training facilities. None of the foreign
schools had access to the range of clinical facilities and
numbers and mix of patients as a U.S. school.

To supplement the inadequate clinical training opportun-
ities at the foreign medical schools we visited, many U.S.
citizens obtained part or all of their undergraduate clinical
training in U.S. hospitals under arrangements made by either
the foreign medical schools or themselves. However, the ex-
tent, length, and type of training they received at most of
the U.S. hospitals we visited participating in these arrange-
ments varied greatly zad generally was not comparable to that
available to U.S. medical school students. Further, fco the
most part, three of the four State medical licensing boards
we contacted had not approved these clinical training pro-
grams for foreign medical schools, nor were they aware of
the extent to which such programs existed in their States.

- We recognize that there are many first-rate medical
schools in foreign countries which produce excellent physi-
cians; that many distinguished scholars from medical schools
around the world are welcomed to this country as teachers and
practitioners and make a valuable contribution; and that, even
with limitations in a medical school's educational capabili-
ties, some medical students will do well because of their own
ability and willingness to study and learn.



it should be emphasized that we visited only six foreign
medical schools and they were selected primarily because large
numbers of U.S. citizens either had studied or were studying
at these schools. Because it was generally believed that the
goal of the U.S. citizens attending foreign medical schools
is to return to the United States to practice medicine, we
believed it was necessary to compare the training U.S. citi-
zens received in medical schools abroad to that provided in
the United States. Our review was made in this context.

VISITS TO FOREIGN MEDICAL SCHOOLS
A great deal has beefi written about some foreign medical

schools in recent years-( Scme schools have been criticized

for their locations; thei¥x lack of faculty, facilities, and

equipment; and their Pféffﬁz@QﬁiV%ﬁ.dff

Some of the schools we visited had existed for hundreds
of years and had only a few U.S. citizens. Other recently
established schools apparently existed primarily because of
the U.S. citizen enrollment. For example, three of the six
schools we visited, with a combined enrollment of about 3,100
U.S. citizens, did not exist 10 years ago, and two of these
were established in the past 4 years. It was obvious that
some of the schools had made sizable investments in facili-
ties and equipment, faculty, and curriculum with the intent
of providing a quality medical education. It was not pos-
sible to determine what role financial gain played in the
establishment of these schools, especially those that have
existed for a long time.

Health officials in the countries we visited did not
expect U.S. students to remain and practice medicine. The
U.S. citizens we spoke with confirmed that they intended to
return to the United sStates and practice medicine. Further,
except in Grenada, we were told that each country had an
adequate or in some instances an oversupply of physicians.

In every case, the administration and faculty of the
schools we visited, as well as the country's health and
education officials, were cooperative, helpful, and open
during our discussions.

11 . i
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Students from the United States had many cultural and
language adjustments to make in these countries. Foreign
medical schools are quite different from U.S. schools.

For example, at all except one school, lectures, laboratory
sessions, and examinations were conducted in a foreign
language. Moreover, because of different admission require-
ments, U.S. citizens often found themselves in classes with
students who had not attended college.

The admission requiremerits, adequacy of facilities and
equipment, size of student enrollment and faculty, and
availability of clinical facilities varied considerably,
and most were very different from what would be found at a
U.5. medical school. Because of these differences, it is
difficult to generalize about these foreign medical schools.
However, a serious shortcoming at each foreign school was
the lack of adequate clinical training facilities. None
of them had access tc the same amount of clinical facilities
or patients as a U.S. medical school.

A summary of our overall observations on each of these
areas follows. Detailed information on each school is con-
tained in appendixes II to VII.

Admission requirements

None of the foreign medical schocls had admissicn
requirements as stringent as those of U.S. medical schools.
Most of the foreign schools we visited had "open" admissions
policies for residents of the country whereby all applicants
were qualified. However, admission requirements for U.S.
citizens differed greatly. In this regard, only one of the
-schools we visited had an open admissions policy for foreign
applicants, while some required only that foreign applicants
have a high school degree and have completed certain basic
premedical courses. Two of the schools specified that U.S.
applicants should be able to meet the requirements for ad-
mission to a U.S. medical school. However, according to
officials of these universities, exceptions were made.

Curriculum

The foreign medical schools' curricula were similar
‘o those of U.S. schools. However, at some of the schools,
the lack of facilities, equipment, faculty, or clinical
opportunitiés made the content of the curriculum less than
what would be provided in a U.S. medical school.

12
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The foreign medical schools we visited had on-campus
programs of study lasting anywhere from 2 to 7 years.
Graduation requirements at the schools included studies in
the basic and clinical sciences, usually a l-year internship
program, and either a thesis or final exam. In addition,
Mexico and the Dominican Republic required students to do a
period of social service before receiving a final medical
degree. During this period, students are expected to parti-
cipate in patient care services in the surrounding communities.

Attendance at lectures and class demonstrations, as well
as participation in clinical training, to the extent it was
available, was not required at some of the foreign medical
schools visited. This was due to the large number of stu-
dents compared to the limited number of available facilities.

. Laboratory sessions at some of the medical schools were
crowded and/or few in number.

Facilities and equipment

The foreign medical schools we visited differed greatly
with regard to the adequacy and quality of facilities and
equipment. Facilities at these schools ranged from old and
dirty to modern and highly sophisticated. TFor example, one
medical school was located in 2+ ' 1 waye :se-type building,
another in a renovated motel com, .ex, and a third in a sprawl-
ing modern university with numerocus campuses.

Basic science classrooms and laboratories were generally
inadequate or insufficient to meet the needs of the large
number of students enrolled at many of these medical schools.
However, one school's basic science facilities were generally
very good, although it did not have pharmacology, physiology,
and biochemistry laboratories. One school had laboratories
only for microbiology, histology, and hematology. At two
schools, basic science laboratories were good, but most
were devoted primarily to research and few were available
for teaching.

Materials and equipment used in basic science labora-
tories were sufficient at some of the medical schools, but
two schools had virtually no equipment. Students at these
schools apparently learned the basic sciences from textbooks
and lectures. The availability of cadavers varied greatly.
Two of the foreign medical schocls had no cadavers, two had
only a few (at one of these schools, the cadavers were so
old that clear identification of nerves, arteries, veins,
and other tissues was difficult), and two had an adequate
supply.




Faculty

During our visits to foreign medical schools we had
access to limited faculty vitae. Nevertheless, through
discussions with students and numerous faculty members and
a review of a limited number of faculty vitae, as well as
a review of faculty hiring practices, it appears that most
of the faculty at the foreign medical schools we visited
were adequately trained to teach medical subjects.

The ratio of students to faculty was quite high at the
twa Eur@pean medjcal schagls we v15ltea anﬂ some faculty

Ea:ulty membéls at these two schagls seemed to plaﬁé hlgher
priority on their research +tbhan on teaching. Research played
a lesser role with faculty members at the medical schools

in Mexico and the Caribbean. O0Officials at one university
stated that research was not required of their faculty so
that more emphasis could be placed on teaching.

At one fore:gn medical school in the Caribbean, some oi
the students with whom we spoke said that faculty members
frequently missed class or arrived late. At another school,
portions of the clinical training were supervised by students
who were satisfying their social service requirements. At
the schools we visited, however, it appeared that most lec-
tures and laboratory demonstrations were taught by professors
trained in their field.

Clinical training

A major shortcoming we observed at each foreign medical
school was the lack of adequate clinical training facilities.
None of the schools had access to the same amount of clinical
facilities or patients as would a U.S. medical school. The
average U.S. medical school has accesgs to about six beds per
medical student; the schools we visited had an exceptionally
large number of students compared to their available clinical
facilities. For example, the largest foreign medical school
we visited, the University of Bologna, had almost 13,000
medical students--almost 10 times the enrollment of the
largest U.S. medical school--but it had access to only about
2,300 beds.
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The foreign hospitals affiliated with the foreign medi-
cal schools we visited ranged from ill-equipped, primitive
non-air-conditioned facilities to modern complexes equipped
with sophisticated, up-to-date equipment. The equipment at
the hospitals used by three of the schools was very limited,
outdated, and in poor condition.

we v131hed appartunltles far Qllnlcal tralnlng were SEﬁerely
limited because of the large enrollments. Students at one
school were chosen for clinical training by a lottery or
alphabetic selection process. Some faculty members at ancther
school said U.S. citizens rarely participated in available
clinical training opportunities at the university because

they were motivated only to receive a degree and not to learn
‘medicine. As a result, some U.S. citizens thaln;ng a medical
education at those schools may complete medical school without
having been exposed to a clinical patient in some of the im~-
portant medical disciplines. For example, one student said

he will not see a pediatric or obstetric patient before
graduation.

A Eecent report to the CGngréss by the Secretary of HHS
identified similar deficiencies in the clinical and basic
sciences education of U.S. citizens who attended foreign
medical schools and later transferred to U.S. medical schools.

(See p. 25.)

CLINICAL TRAINING FOR U.S.

CITIZEN FOREIGN MEDICAL SCHOOL
STUDENTS IN U.S. HOSPITALS

Many U.S. citizen foreign medical school students obtained
part or all of their undeigraduate clinical training in a U.S.
hospital through arrangements either they or the foreign medi-
cal school made. However, State medical licensing boards we
contacted generally had not approved theze clinical training
programs for foreign medical schools, nor were they aware of
the extent to which such programs existed in their States.
Most of the hospitals we visited that were participating in
these arrangements (1) were not teaching hospitals affiliated
with U.8. medical schools, (2) did not offer clinical train-
ing opportunities comparable to those available to U.S.
medical school students, and (3) had no assurance that U.3.
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citizens from foreign medical schools were properly prepared
for clinical training. Also, these cliniecal training programs
wer:2 inadequately monitored by the foreiyn medical schools.

In U.S. teaching hospitais these programs were often separate
from the clinicul training programs for students from U.S.
medical schools.

LCME accredits U.S. medical schools, including their
clinical training programs that are conducted in hospitals
approved for teaching purposes. However, no such organization
has responsibility for overseeing all undergraduate clinical
training that U.S. citizen foreign medical school students
receive in U.S. hospitals.

State medical boards are generally not
aware of clinical training programs
for foreign medical school students

State medical licensing boards in California, New York,
and Florida had generally not approved clinical traiaing pro-
grams for foreign medical school students at hospitals in
their States, nor were they a.are of the extent to which such
programs existed in their States. However, the New Jersey
licensing board has approved a number of seventh and eighth
semester clinical training programs.

Medical board officials in California, New York, and
New Jersey said they require hospitals that provide clinical
training programs for foreign medical schuol students to
submit their programs for approval.

However, we found few instances in which the foreign
medical schools or the U.S. hospitals that offered clinical
training programs had submitted their programs to the State
medical licensing board for approval. Specifically, offi-
cials and students at some of the foreign medical schools
we visited told us of 19 California hospitals that offered
clinical training programs for foreign medical school stu-

- dents. However, only nine of these hospitals had requested
approval of their programs. Four of these hospitals requested
approval after we advised them of the requirement. On the
other hand, board officials in Florida said they have no such
requirement.

The New York and New Jersey licensing boards recently
expressed concern about the quality of such clinical training
programs and the students from foreign medical schools. In
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April 1980, the New Jersey Hospital Association was advised
by the licensing board that only certain seventh and eighth
semester clinical training programs for foreign medical
school students had been reviewed and approved by the board.
A New Jersey licensing board official told us the board had
questioned the quality of training provided in fifth and
sixth semester programs for foreign medical schnool students
and, therefore, has not approved these programs. Accordingly,
all hospitals in New Jersey were advised in February 1980
that fifth and sixth semester clinical training programs were
illegal. 1in addition, one cf the medical schools in the
State advised its affiliated hospitals in December 1979 to
stop offering clinical training programs to foreign medical

. Students b=2cause their presence might jeopardize training
provided U.S. medical school students at the hospitals.

In February 1980, New York State officials advised
hospitals that only medical students enrolled in a medical
education program that meets standards specified by the
State may participate in a clinical training program at
New York hospitals. .

Clinical training arrangements

with U.S. hospitals

According to officials and students at the foreign
medical schools we visited, most hospitals that offer clinical
training programs to U.S. citizen foreign medical school stu-
dents are in large metropolitan areas in New York, New Jersey,
Texas, Florida, and California. We were also told that:

--Some U.S. citizens enrolled at Central del Este,
Bologna, and Bordeaux medical schools make their own
arrangements for clinical training at U.S. hospitals.

~-U.8. citizens at St. George's, Guadalajara, and
Nordestana participate in clinical training programs
under formal arrangements made by the foreign medical
schools.

Clinical training received by students at U.S. hospitals
is accepted toward degree requirements at four of the foreign
medical schools we visited--Central del Este, St. George's,
Guadalajara, and Nordestana. Students from Bologna and
Bordeaux said they sought clinical training to satisfy a
personal need rather than to meet the schools' degree
requirements.



Differences exist among
U %. hospitals visited

LCME evaluates and approves clinical training programs
as part of its.accreditation of U.S. and Canadian medical
schools. Consequently, none of the clinical training pro-
grams for U.S. citizens attending foreign medical schools
that we visited were approved by LCME.

U.S. medical schools have formal affiliation agreements
with teaching hospitals for their clinical training programs.
The agreements are based on medical schonl control and super-=
vision of the training program. However, foreign medical
schools exercised little control or supervision over the
clinical training programs at the U.S. hospitals we visited.

5ix of the nine clinical training programs we reviewed
were at hospitals not affiliated with U.S. medical schools.
Officials at two of the three hospitals that were affiliated
with a U.S. medical school said the U.S. schools were not
directly involved with the clinical training program offered
foreign medical school students. Furthermore, the U.S.
medical schools were not pleased with the presence of stu-
dents from foreign medical schools at their affiliated
hospitals.

The hospitals varied in size--six of the nine hospitals
bFad fewer than 300 beds, and the other three had over 500
beds. Two of these larger hospitals were affiliated with
U.S. medical schools and had a complete array of services,
including medicine, surgery, obstetrics/gynecology,
pediatrics, and psychiatry. at hospitals that were unable
to provide training in one or more of these areas, we were
advised that they sent students who requested the training
to nearby hospitals which could provide the training.

Eight of the nine hospitals ancepted U.S. citizen for-
eign medical school students bared on a review of informa-
tion provided by their foreign medical school, even though
recent study found that most of these students are not
adequately prepared when they begin clinical training. One
of the nine hospitals required students to pass either Part'I

of the National Board of Medical Examiners examinaticn or the

ECFMG examination before being accepted into clinical training.



U.S. citizen foreign medical school students we spoke
with at one hospital said they began their foreign medical
education without graduating from college. One U.S. citizen
who was to begin his clinical training in the United States
had completed only 1 year of college before attending a ftor-
eign medical school.

Eight of the nine hospitals did not charge U.s. citizen
foreign medical school students tuition for their clinical
training. The other hospital charged tuition--5$2,000 per
year per student-=whizh, according to the hospital adminis-
trator, was to offset costs associated with the training
program.

U.S, citizens at the four foreign mediczl schools we
visited in Mexico and the Caribbean continue to pay tuition
to the foreign medical school while participating in clinical
training programs at U.S. hospitals. However, only two of
the four schools pay some of the participating U.S. hospitals
for such clinical training. For example, one of these foreign
medical schools, St. George's, pays U.S. hospitals 51,000 per
semester per student to defrsy the expenses of the huspitals'
clinical training programs.

Administrators and medical directors at the U.S5. hospi-
tals we visited gave various reasons for having clinical
training programs for U.S. foreign medical school students.
Among these are:

-=~The medical staff's desire to do something to help
students who are eventually going to practice medicine
in the United States.

--The possibility that some students will return as
residents and ultimately practice in the area.

--The desire on the part of the medical staff to improve
themselves.

-=The fact that the medical staff enjoys teaching.

--The prestige for the hospital and medical staff.
Other factors also seemed to inrfluence hospitals' decisions to
provide clinical training programs to U.S. citizens attending
foreign medical schools. For example, a staff physician at



a U.S. hospital we visited said that hie daughter, his son-
in-law, and five other relatives attended a foreign medical
school which used that hospital as part of its clinical
training program.

Clinical training programs differ,
and most are not comparable to
those of U.S. medical 3chools

The length, type, and extent of clinical traiﬁing re-
ceived by U.S. citizen foreigr medical school students at
the U.S. hospitals we visited varied greatly and, in most

cases, was not comparable to what students in a U.S. medical
school receive.

Curriculum

Tile curricula of U.S. medical schools vary, but generally
include 2 yvars of clinical training. An average of seven
clerkships are required, lasting 4 to 12 weeks and usually
including internal medicine, obstetrics/gynecology, pedia-
trics, psychiatry, and surgery. The U.S. medical school
students are in direct contact with patients during their
clinical clerkship. Further, they are exposed to a variety
of cases in teaching hospitals and frequently, under super-
vision, perform surgical and medical procedures on patients.

However, most of the U.S. citizen foreign medical school
students at the hospitals we visited could only rotate through
a maximum of five basic clinieal areas-—general medicine,
surgery, obstetrics/gynecology, pediatrics, and psychiatry.
Furthermore, the extent, type, and length of training in these
clinical areas varied.

In some instances, students did not receive training in
all five areas. For example, one of the hospitals we visited
permitted U.S. citizen foreign medical school students to take
clinical electives only after they completed a basic course
in physical diagnosis and appropriate basic clinical clerk-
ship in the area of the elective. These students were limited
to 12 weeks during an academic year. U.S. citizen foreign
medical school students at another hospital were permitted
to do a rotating externship consisting of 3 months each in
medicine, surgery, obstetrics/gynecology, and pediatrics but
not psychiatry.
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Additionally, some of the clinical rotations for u.s.
citizen foreign medical school students at the hospitals we
visited were insufficient to provide a thorough understanding
in the subject matter. For example, several of the hospitals

hid limited facilities for obstetrics and/or pediatrics.

For the most part, the U.S. citizen foreign medical
school student was an observer during his or her period of
U.S. clinical training, and the student did little in terms
of "hands on" procedures. The student was generally assigned
two patients each day. In most cases, h: or she accompanied
a physician, took a history, and did the physical examination.
Although the history and physical examination performed by the
student was generally countersigned by a physician, it was not
made a part of the patient's record.

The students were generally allowed to attend lectures
and conferences given by the medical staff and guest lecturers.
Some hospitals offered many lectures, whereas others offered
few. Some hospitals provided special lectures for students,
while others provided lectures only as part of the hospital's
continuing medical education program.

A U.S. medical school faculty play various roles. In addi-
tion to education and research, three-quarters of the clinical
faculty are involved in direct patient care activities. A
large but undetermined number of faculty participate in other
activities, such as vontinuing medical education, professional
standards review, and maintenance of ethical norms.

However, at the six hospitals we visited, which were not
affiliated with U.S. medical schools, physicians without
medical school teaching appointments generally taught U.S.
citizen foreign medical school students.

Inadequate supervision
and monitoring

According to university officials at St. George's and
Guadalajara, representatives from their medical schools moni-
tor the clinical training programs at U.S. hospitals to en-
sure adequacy and completeness. However, our visits to some
of the hospitals used by students raised questions about the
extent of such monitoring. For example, the clinical training
coordinator at one hospital advised us that no faculty member
from Guadalajara had visited the hospitai since the affilia-
tion began over 3 years earlier.
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Officials at one U.S. hospital, affiliated with
Ncrdestana, said they exposed students to clinical subjects
that the students said they would be tested on when they
returned to the foreign school.

U.S. citizens from foreign medical schools who made
their own arrangemeants for training in U.S. hospitals were
not supervised or monitored by their medical schools.
Thersfore, the foreign medical schools may be unaware of the
extent, type, or length of clinical training many of their
students actually receive at U.S. hospitals.



CHAPTER 3

. ALTERNATIVE ROUTES FOR ENTERING

THE AMERICAN MEDICAL SYSTEM

The goal of U.S. citizens studying at foreign medical
schools with whom we spcke is to return and practice medicine
in the United States. Four routes are available to such
persons to enter the American medical system.

*-Transfer with advanced undergraduate standing to U.S.
medical schools.

--Participate in a Fifth Pathway Program.
-=Enter graduate medical education in the United States.

--Obtain a license to practice medicine from a jurisdic-
tion authorized to license physicians.

All four routes require passing a standardized examinatinn,
which is generally designed to measure the individual's
medical knowledge and proficiency. The examination may be
the NBME examination, the ZICFMG examination, or the Federa-
tion Licensing Examination (FLEX).

A recent study submitted to the Congress by HHS found
that U.S. citizen foreign medical school students generally
had deficiencies in the clinical and basic sciences when
they transferred to U.S. medical schools. In addition, we
obgserved that:

~-Requirements for entering graduate medical education
differ for U.S. medical school graduates, U.S. citizen
foreign medical school graduates, and foreign citizen
foreign medical school graduates.

~--Concerns have been raised that the present exanination
(ECFMG) used to screen U.S. citizen foreign medical
school students for graduate medical education is no
longer being used for its original purpose and is not
sufficiently rigorous for testing an individual's
readiness to pursue graduate medical education or as
an adequate safeguard of the health and welfare of
patients.
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--Foreign-trained graduates who are not U.S. citizens
and are seeking a visa to come to the United States
for graduate medical education now take an examina-
tion (VQE) that some in the medical profession con-
sider more comprehensive and difficult to pass than
the examination (ECFMG) taken by U.S. citizen foreign
medical school graduates even though they may have
attended the same foreign medical school.

Méreaver, some State liéensing bﬁafas have became in-

quallty of apgllcants férélgn med;cal!educatlcn. Therefare,
the Federation of State Medical Boards recently established

a commission to evaluate foreign medical schools as an interim
. measure to help licensing boards determine whether a candidate
for licensure has an adequate medical education.

ADMISSION WITH ADVANCED STANDING

One alternative for the U.S. citizen forrign medical
school students :s8 to transfer with advanced standing to a
U.S. medical schc!. To assist such students, AAMC and NBME
in 1970 established the Coordinated Transfer Application
System (COTRANS). Under this systemn, sponsored by AAMC, eli-
gibility for taking the NBME Part I examination for evalua-
tion purposes was established; selected U.S. citizen foreign
medical school students were sponsored for the examination;
and test scores were disseminated to interested medical
schools. Beginning in 1980, the COTRANS program was replaced
by the Medical Sciences Knowledge Profile (MSKP) Program,
sponsored by AAMC. The MSKP examination has been developed
for this purpose. (See app. X for a description of the NBME
Part I examination and app. XIV for a description of the MSKP
examination, which was administered for the first time in
June 1980.)

" The number of U.S. citizen foreign medical school stu-
dents .who transferred to U.S. medical schools increased from
162:'in academic year 1971-72 to 401 in 1977-78. 1In 1978-79,

- 858 .U. S. citizen’ fnre;qn medical school students transferred.
QThe large 1- -year increage occurred as a result of the provi-
"'sions of the Public Health Service Act, as amended by Public
Law 95-215. To remain eligible for Federal capitation funds,
UlS. medicel schools were required to accept as transfer
stuflents enough U.S. citizens studying abroad or in other
advanged degfee programs to increase enrollment by 5 percent
of tH E first- or th;rd—year full-time enrollment, whichever
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was less. Because the legislation was applicable to one '
academic year, the number of students transferring in
1979-80 dropped to 318.

Most students who succeeded in transferring to U.S.
medical schools cannot be considered representative of the
total group of U.S. citizens studying medicine in.foreign
countries. The criteria for transfer were quite restrictive,
including passing the NBME Part I examination during the
period 1970 through 1979, and beginning in 1980, presenting
a score on the MSK?” examination in addition to meeting the
U.S. medical school's standards. Accordingly, the transfer
students can be consider:d the "cream of the crop" of U.S.
citizens studying medicine abroad.

Section 782 of the Public Health Service Act, as amended
by the Health Professions Educa:ional Assistance Act of 1976
(Public Law 94-484), authorized grants tc U.S8. medical schools
te zonduct training programs for U.S. citizens who transfer
from foreign medical schools with advanced standing. This
training was intended to assist these U.S. citizen foreign
medical school students to overcome their. educational defi-
ciencies.

Schools receiving grants were required to submit to the
Secretary of HHS a report of any deficiencies the school iden-
, tified in the foreign medical education of its transferees.
The law further required the Secretary to compile the reports
gsubmitted by the schools and submit an evaluation of the in-
formation contained therein to the Congress. ’

This study, 1/ provided to the Congress on May 13, 1980,
found that U.S. citizen foreign medical school students who
transferred to U.S. medical schools had major deficiencies in
the clinical sciences but relatively modest deficiencies in
the basic sciences. The study was based primarily on analysis
of student transcripts and anecdotal comments of about 200
transfer students, including U.S. citizens from four of the
six medical schools we visited. ’ '

An analysis of student transcripts revealed that they
received relatively limited training in clinical skills in
the first 2 years of medical school. Training in physical

1/"Analysis of Deficiencies in the Foreign Medical Education
of U.S. Foreign Medical Student Transferees."
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examination, medical history taking, physical diagnosis, case
presentation and report writing, and the use of instruments
was reported deficient by many of the transfer students.

The study commented that the presence of a course in a
school's curriculum did not assure that the required material
was adequately taught. It cited student views on weakness
in the basic science curriculum, including (1) obsolesence
and fragmentation of material, (2) absence or. inadequacy of
laboratory experience, (3) lack of clinical correlation, and
(4) abbreviated nature of courses,

Specifically, the report said that

“* * ¥ 3 review of USFMS (United States Foreign
Medical Students) transcripts revealed that the
great majority of required basic science courses
were present in foreign medical school curricula.
Behavioral science was the only course with an
absence rate greater than 11 percent. However,
anecdotal comments supplied by the transfer stu-
dents and grantee faculty pointed to less obvious
deficiencies in basic scie  curricula, teaching
methods, faculty, and facilicies. For éexample
many students noted the absence or limited em~
phasis on laboratory work in such courses as
anatomy, physlalagy, microbiology, .and pathology.
Instructlgn in dlsséétlcn was Eans;aered weak.
was natéd Further, Labaratcry egulpment and
facilities, audiovisual equ;gmenk, and teaching
aids used in support of basic science instruction
were considered deficient by many students. Some
students complained about the emphasis on lec-
tures and "rote" learning as opposed to problem-
oriented approaches, practical experience, and
student-faculty interaction. Although the extent
of deficiencies (as noted by USFMS) varied some-
what between Mexican and European medical schools,
there are enough common items to suggest that
foreign medical education jin the basic sciences
would nat meet the standards of many U.S. medical
schools.
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“* * * An analysis of student transcripts revealed
that the USFMS received relatively limited train-
ing in clinical skills in the firs% two years of
medical school. Training in physical examination,
medical history taking, physical diagnosis, case
presentation and report writing, and the use of
instruments was reported deficient by many of the
transfer students. Unlike the basic sciences,
these deficiencies were corroborated by clinical
examinations that many grantees (U.S. medical
schools) gave the USFMS upon their entry into

the remedial programs."

The study suggested, however, that the U.S. medical
schools were successful in remedying student deficiencies,
based upon a comparison of pre- and Post-course scores that
transfer students received on clinical examinations adminis-
tered by the grantees. U.S. medical school grantees indi-
cated that the great majority of the students were Tunction-
ing at the level required by their respective schools at the
conclusion of the remedial program. 1In addition, students
who later took an official NBME Part I examination improved
significantly in six of the eight subjects tested. Their
post-course scores were comparable to the mean of U.S. medical
students.

Certain foreign countries require medical students to do
a year of internship and/or social service before the final
medical degree and license to practice medicine can be
granted. In response to appeals from U.S. citizen foreign
medical school students and other concerned parties, the AMA
Council on Medical Education issued a policy statement in
June 1971 recognizing the Fifth Pathway Program as an alter-
nate route to enter graduate medical education for U.S. citi-
zens who attend foreign medical. schools in countries that
require a period of internship and/or social service. Accord-
ing to AMA, "The fifth pathway program is considered to pro-
vide an undergraduate experience analogous to the third year
core clinical curriculum of a U.S. medical school and is
considered to provide a remedial supervised and evaluated
clinical experience."
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About a third of U.S. medical schools offer Fifth Path-
way Programs to U.S. citizens who attended foreign medical
schools. To be eligible these students must have completed
their premedical education in the United States 1/ and com-
pleted all but the internship or social service requirements
of the foreign medical school. A U.S. citizen at the Auto-
nomous University of Guadalajara, for example, who is un-
willing to perform the years of internship and social service
required to receive his or her final medical degree completes
4 years of formal medical training, passes a screening exami-
nation, and then completes a Fifth Pathway Program (an addi-
tional year of clinical training supervised by a U.S. medical
school) in order to enter graduate medical education.

The Fifth Pathway Program provides for a vear of clinical
training in the United States under the supervision of a U.S.
medical school. Fifth Pathway students are required to pass a
screening examination satisfactory to the U.S. medical school
sponsoring the program. The ECFMG examination is generally
used for this purpose. (See app. VIII for a descrirption of
the ECFMG examination.) U.S. medical schools may also re-
quire that applicants undergo a personal interview and present
transcripts of their premedical undergraduate and foreign
medical studies. In some instances, Fifth Pathway Programs
are open only to students who are residents of the State
when they began their medical study abroad. Candidates who
successfully complete this year of clinical training are
‘eligible for graduate medical education whether or not they
have their final medical degree and/or ECFMG certification.
Moreover, according to the March 7, 1980, Journal of the
American Medical Association, some States, upon the student's
meeting other eligibility requirements, including passing the
State licensing examination, will grant a license to Fifth
Pathway Program graduates and permit them to use the title
"Doctor of Medicine."

The program has grown considerably from the 1973-74
academic year, when U.S. medical schools received 197 applica-
tions and admitted 126 students. For academic year 1978-=79,
U.S. medical schools received about 2,854 applications for a
Fifth Pathway clerkship from U.S. students in foreign medical

1/However, U.S. citizenship is not required for participation
in a Fifth Pathway Program.
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schools. The schools enrolled 515 students, of whom 461 syc-
cessfully completed the program and presumably entered grad-
uate medical education.

ENTRY INTO GRADUATE MEDICAL EDUCATION

U.S5. citizens at foreign medical schools who are unable
to transfer with advanced standing to a U.S. medical school
or participate in a Fifth Pathway Program usually enter the
American medical system by participating in U.S. graduate
medical education, which is required for licensure in most
States. Specifically, all but 3 of the 54 licersing juris-
‘dictions require graduates of foreign medical g-'i0ools to have
some U.S. graduate medical education in order to be licensed.
AMA's Center for Health Services Research and Development
reported that about 2,300 U.S. citizen foreic- medical school
graduates were in U.S. graduate medical +r. ng programs
in 1979.

Admission requirements differ

The admission requirements for graduate medical education
differ for U.S. medical school graduates, U.S. citizen foreign
medical school graduates, and foreign citizen foreign medical
school graduates,.

Before entering graduate medical education, U.S. medical
school graduates must have graduated from accredited medical
schools. Moreover, by the time they enter graduate medical
education, most U.S. medical school graduates have taken NEME
Parts I and II examinations either by choice for obtaining
National Board certification leading to licensure or in order
to meet stated requirements of their medical schools.

However, because U.S. citizen foreign medical school
graduates have not attended accredited U.S. medical schoois,
the Liaison Committee on Graduate Medical Education requires
them to pass the ECFMG examination and obtain certification
before they are allowed to begin graduate medical education.
To become certified by ECFMG, the U.S. citizen foreign medical
school graduate must, among other things, have attended a
school listed in the wWorld Directory of Medical Schools and
completed all educational requirements to practice medicine
in the country of their school. However, listing in this
publication does not constitute accreditation, recognition,
or approval of the World Health Organization (WHO), as
discussed in chapter 4.



The foreign citizen medical school graduate must now take
and pass the Visa Qualifying Examination (VQE) to obtain a
visa and participate in a U.S. graduate medical education pro-
gram. 1/ The Health Professions Educational Assistanc Act of
1976 (Public Law 94- -484) amended the Immigration and Watural-
ization Act to require that foreign citizen foreign medical
school graduates pass the NBME Parts I and II examinations or
an examination determined to be equivalent by the Secretary
of HHS. Tane YQE is -nsidered, for purposes of the law,
equivalent to the NBME Parts I and II examinations. Before
the 1976 act, foreign citizen foreign medical school graduates

.

were required t- nass t1:: ROFMG examination.

xam_nations for graduate medical education

i

NBME developed a series of standardized medical examina-
tions that are used to measure medical prfiéiéﬂéy of U.S.
and foreign medical school gradvates. The screening examina-
tions for graduate medical education include the ECFMG exami-
nation given to U.S. citizen foreign medical school students
and the VQE given to foreign citizen foreign medical gradus
ates. These examinations are derived from a common universe
of subject matter and questions. Each examination is, how-
ever, custom designed to serve the particular purposes for
which it was developed. (These examinations are described
in apps. VIII and IX.)

Gradugtes examlnatian

In 1973, NBME's Committee on Goals and Priorities stated
that '

"* * * there is increasing concern that the
examination [ECFMG examination] is inadequate
to serve the purpose for which it is being used.
Although the examination assesses cognitive in-
formation to a reasonable degree, it was not
designed to assess capacity for problem solving,
attitudes, behavior, or clinical Skills‘ulg/

1/According to AMA, the ECFMG examination is also given to

- alien foreign medical school graduates who are in the
United States under special immigration circumstances.

2/"Evaluation in the Continuum of Medical Education."®
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A June 21, 1974, AAMC task force report 1/ on foreign
medical school graduates stated that the ECFMG examination
was inadequate to measure competency for undertaking graduate
medical education. The ECFMG examination was originally in-
tended to determine if foreign medical school graduates would
benefit from graduate medical education in the United States.
However, the task force implied that the examination could
not substitute for rigorous competitive admission standards
and the preclinical and clinical training process required
of U.s. medical school graduates. Similar views have been
expressed by others in the medical profession.

L review of the test performance of U.S. citizens at
foreign medical schools on the ECFMG examination showed
that less than 50 percent pass. 2/ Over the past 5 years
(1975-79), the pass rate for all U.S. citizens ranged from
34 to 41 percent, according to data published by ECFMG. 3/
However, according to NBME, the pass rate is higher for
first-takers than repeaters. Many of those who passed the
examination repeated it one or more times. NDBME estimated
that, based on U.S. medical school students' performaiace on
NBME Parts I and II of the examinations, about 95 percent of
these students would pass the ECFMG examination if they took
it near the end of medical school. v

Visa Qualifying Examination

’ The VQE is taken by foreign citizens who graduated from
foreign medical schools and are seeking a vVisa to come to
the United States for graduate medical education. This

1/"Graduates of Foreign Medical Schools in the United States:
A Challenge to Medical Education."

2/Information ragarding the ECFMG examination and pass rates
was obtained from data published annually by ECFMG.

3/In commenting on a draft of this report, ECFMG and NBME
suggested different pass rates for this period. 1In subse-
quent discussions with NBME officials, however, we were
informed that their figures included only mainland, non-
Puerto Rican U.S. citizens with at least 2 years under-
graduate studies in the United States. These officials
stated that such persons most closely resembled the back-
ground of U.S. medical school students for comparison
Purposes.
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examination has been accepted by the Secretary of HHS zs
equlvalént to NBME Parts I and II for this purpose. The
VQE was given for the first time in 1977. Over the past .
3 years, the pass rate of foreign citizen foreign medical
school graduates ranged from about 25 to 30 percent. 1/

Some in the medical profession consider the VQE more
. comprehensive and difficult to pass than the ECFMG exami-
. nation. In contrast to the ECFMG examination, both the vQ=
and NBME Parts I and II examinations have an equal nuaber of
questions from the basic and clinical sciences. Further, the
test performance of foreign citizen foreign medical school
graduates indicates that the ECFMG examination may be easier
to mass than the VQE. For example, 37 percent of the foreign
citizen foreign medical school students or graduates who took
the ECFMG examination in 1979 passed, while only about 30 per-
cent who took the VQF passed. Furthermore, according tc NBME,
M* * * all VQE examiners had passed an English language re-
quirement prior to taking the test whereas a number of the
ECFMG examinees had not passed such a regquirement." AMA
pointed out that the ECFMG examination could be taken at an
earlier stage of medical education than the VQE and that this
may explain, at least Eartlaily, the higher faiiure rate on
the ECFMG examination.

MEDICAL LICENSURE

Licensure fcr medical practice is a legal function of
the 50 States, Guam, Puerto Rico, the Virgin Islands, and
the District of Columbia. Although eligibility requiremaents
differ among and within jurisdictions for U.S. and foreign
medical school graduates, all 54 jurisdictions require com-
pleti@n éf medical school ané sucéesq;ul Paasage thrcugﬁ the

ual may beg;n lndependent medlcal §ractlceg All Jurlsdlea
tions consider Canadian citizens who graduated from approved
Canadian medical schools on the same basis for licensure as
graduates cf U.S. medical schools. Further, 39 of the juris-
-dictions require 1 or 2 years of graduate medical training

l/Information regarding pass rates on the VOE was obtained
from ECFMG and NBME.
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in an accredited program before licensure. Other qualifica-
tions are ulso usually required. 1/

All States and the District of Colv.™ia have adopted the
FLEX as their State medical licensing examination. Eligibii-
ity to take the examination is determined by the various State
medical licensing boards. About 80 to 85 percent of U.S.
medical school graduates are now licensed by endorsement of
their NBME certification. Those who are not licensed by en-
dorsement must pass the FLEX. However, graduates of foreign
medical schools are not eligjible to take the NBME certifying
examinations and, therefore, must pass the FLEX.

The NBME examinatious are divided into three parts. A
candidate who has received the M.D. degree from an accredited
U.S. or Canadian medical school, who has passed all three
- examinations, and who has also satisfactorily completed 1 year
of approved graduate medical education, is eligible for NBME
certification. Only students or graduates of accredited U.S.
or Canadian medical schools may take the three National Board
examinations. (See apps. X to XII' for a description of these
examinations.)

U.S. citizen foreign medical school students who took
the NBME Part I examination under the COTRANS program in order
to apply for transfer to a U.S. medival school did not per-—
form as well as their U.S. medical school counterparts on the
Part I examination. For example, 946 (or 51 percent) of the
1,855 U.S. citizen foreign medical school students who took
the examinaticn under COTRANS in 1978 passed, compared to
11,607 (or 84 percent) of the 13,797 U.S. medical school
students who took Part I.

Over the past 9 years (1970-78), the pass rate for U.S.
medical school students on the Part II examination has been
over 96 percent. During the same period, the pass rate for
U.S. medical school graduates on the Part III examination
has been over 97 percecat.

1/Physician Cistribution and Medical Licensure in t .S.,
1978. Center for Health Services Research and Devel>pment,



Foreign medical school graduates (including U.S. and
foreign citizens) have not performed as well as their U.s.-
trained .ounterparts on the FLEX. For examinations given
between June 1968 and June 1979, only 47 percent of the for-
eign medical school graduates passed, compared to 87 percent
of the U.S. medical school graduates. 1/ A Federation of
State Medical Boards' official said data were not available
to differentiate between the test results of foreign and
U.S. citizen graduates of foreign medical schools.

According to information collected by AMA, 2/ 15 states
do not require U.S. medical school graduates to obLtain gradu-
ate medical education to be licensed. However, 12 of these
States require graduate medical education for foreign-trained
physicians. The other three States (Massachusetts, New Mexico,
and Texas) do not require graduates of foreign medical schools
to obtain graduate medical training.

To be licensed, graduates of U.S. and Canadian medical
schools must have attended a medical school accredited by
LCME. Although LCME does not evaluate or accredit other for-
eign medical schools, their graduates are eligible for licen-
sure in the United States. Paradoxically, a graduate of an
unaccredited U.S. medical school would . not be eligible for
licensure, whereas a graduate of a foreign medical school
would be. For exampie, had the American University of the
Caribbean remained in Cincinnati, Ohio, its graduates would
have been ineligible for licensure jin the United States be-
cause its graduates would have graduated from an unaccredited
U.S. medical school. However, now that it has moved to the
Island of Montserrat, its graduates will presumably be eli-

gible for licensure in the United States.

State medical 1i;ensiggjbaagdsﬁcaﬁnct
aﬂgqugtglyieva¥gate7£§;éigg,medical education

State licensing boards require foreign medical school
graduates to submit evidence of their undergraduate medical
education. However, State licensing officials have no
adequate way of assessing the quality of foreign medical

1/Information regarding FLEX pass rates was provided by the
Federation of State Medical Boards.

2/Physician Distribution and Medical Licensure in the u.s.,
- 1978,
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education. 1In contrast to accredited U.S. medical schools,
there is generally no accrediting body for foreign medical
schcols. Therefore, State licensing authorities must rely
on documents provided by the students and thair ability to
pass th» FLEX. For example, the executive director of one
State medical board we visited said they do not evaluate
credentials from foreign medical schools and know nothing
about specific foreign schools.

Some State licensing boards are becoming increasingly
concerned about the difficulty in assessing the quality of
applicants' foreign medical education before issuing licenses.
As a result, the Federation of State Medical Boards recently
established a commission to evaluate foreign medical schools
as an interim measure to help licensing boards determine
whether a candidate for licensure has an adequate medical
education. (See p. 61.)

EMERGING DEVELOPMENTS

During our review we learned that NBME was working on
a new medical examination--~the Comprehensive Qualifying
Examination--which could affect the routes by which graduates
of foreign medical schools enter the U.S. medical system.
Additionally, the Fedey. :ion of State Medical Boards is con-
sidering a new concept t0 achieve a uniform assessment proce-
dure for licensure. Moreover, GMENAC made a number of rec-
ommendations to the Secretary of HHS which, if implemented,
could also affect how graduates of foreign medical schools
enter the U.S. medical system.

Comprehensive Qualifying Examination

In June 1973, 1/ NBME's Committee on Goals and Priorities
recommended that an examination be developed to evaluate t+he
performance characteristice required to provide patient care
in a supervised setting. The committee bel ieved that it
should be acknowledged that both U.S. and ioreign medical
school graduates in graduate medical training and practice
have the same responsibility for patient care and that iden-
tical standards should be applied. However, the committee
recognized that all physicians, during the course of graduate
medical training, are engaged in providing professional serv-
ices to the public, and that the responsibility for assuring

1/"Evaluation in the Continuum of Medical Education."
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the public of the physician's competence to provide such serv-
ices resides with the State. The committee indicated that it
was particularly important that the foreign-trained graduate
be assessed through a comparable process to U.S.-trained
graduates because the foreign medical schools were not sub-
ject to the LCME accreditation process which assures quality
medical education in U.S. medical schools.

Assuming that such an evaluation process is recognized
or adopted by authorized agencies, such as the individual
State medical boards, the examination would be offered to
both U.S. and foreign medical school students at or near the
end of undergraduate medical training. A passing score would
be required for entry into graduate medical education. The
examination's primary purpose is to assure the public and
the profession that the physician who is providing patient
care drring graduate medical education has demonstrated the
requisite and measurable knowledge and skills to do so. The
Comprehensive Qualifying Examination would assess cognitive
competencies, such as knowledge, understanding, problem solv=
ing, and clinical judgment associated with such tasks as
understanding basic sciences, taking a medical history, ger-
forming a physical examination, making appropriate use of
the clinical laboratory, establishing a problem list or dif-
ferential diagnosis, treating the patient, educating the
patient, providing psychological support to the patient and
family, monitoring the patient's health status, and provid-
ing a health maintenance progiam. The examination would also
assess the cognitive aspects of interpersonal skills as well
as the cognitive aspects of technical skills, such as con-
dacting a physical examination -nd performing special diag-
nostic and therapeutic procedures.

The Comprehensive Qualifying Examination is expected
to be a 2-day examination consisting of multiple-choice
items and patient management problems.

NBME has developed a prototype of the examination and
is field testing it. According to NBME officials, the
Comprehensive Qualifying Examination could be implemented
within 3 to 5 years.

Federation Licensing Examinations I and I

el

The Federation of State Medical Boards is considering
a proposal for a uniform licensure process which involves
developing two examinations--FLEX I and FLEX II.
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FLEX I wculd be administered to all U.s. and foreign
medical school graduates before they begin graduate medical
education. Since NBME is developing a similar examination--
the Comprehensive Qualifying Examinatinn--the Federation
would adopt this as its FLEX T.

FLEX II, a 2-day examination, would be clinically
oriented. It would be designed to measure the fitness of
the examinee to practice medicine independently. FLEX IT
would be offered to all medical school graduates, United
States and foreign trained. A passing score would be re-
quired to obtain a license to practice medicine.

The Federation is expected to recommend that FLEX I1I
be given near the end of the second year of graduate medical
education; however, recognizing the rights of States to
establish their own requirements, the timing of FLEX II would
be at the discretion of the individual State licensing boards.

Recommendations to HHS by the G."aduate Medical
Education National Advisory Committee

As discussed in chapter 1, C"ENAC's September 30, 1980,
report to the Secretary of HHS . ised concern about, and
suggested that action be taken to reduce, the number of for-
eign medical school graduates, including U.g. citizens, who
return to practice medicine in the United States. 1In this
regard, GMENAC recommended to HHS that foreign medical school
graduates entering the United States, which it sstimates will
be 4,100 annually by 1983, should be severely restricted.
GMENAC added that "If this cannot be accomplished, the un-
desirable alternative is to decrease further the number of
entrants to U.S. medical schools." GMENAC had a number of
supporting recommendations, including that:

~~The transfer of U.S. citizens enrolled in foreign
schools into advanced undergraduate standing in U.S.
medical schools should be eliminated.

—-=The Fifth Pathway Program for entrance to approved
graduate medical education pregrams should be elji-
minated.

-=-All Federal and State assistance given through loans
and scholarships to U.S. medical students initiating
study abroad after the 1980--81 academic year should
be terminated.
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-=Current efforts in the private sector to develop and
implement a uniform qualifying examination for U.S.
citizens and aliens graduating from medical schools
other than those approved by LCME as a condition for
entry into approved graduate training programs should
be supported. Such an examination must assure'a
standard of quality equivalent to the standard ap-
plied to graduates of LCME-accredited medical schools.
These U.S. citizens and aliens must be required to
complete successfully Parts I and II of the NBME's
examination or a comparable examination. The ECFMG
examination should not be used as the basis for meas-
uring the competence of U.S. or alien foreign medical
school graduates.

--The Federation of State Medicul Boards should recommend
and the States should require that all applicants suc-
cessfully complete at least 1 year of an approved
graduate medical education program and pass an exami-
nation before obtaining unrestricted licensure. The
examination should assure a standard of quality in the
ability to take medical histories, do physical exami-
nations, carry out procedures, and develop diagnostic
and treatment plans for patients. The standard of
quality should be eguivalent to graduates of U.S.
medical schools.

It is too early to determine what action the Secretary
of HHS may take in regard to GMENAC's recommendations.
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CHAPTER 4

FEDERAL FINANCIAL ASSISTANCE TO

U.S. CITIZENS STUDYING MEDICINE ABROAD

Foreign medical schools do not receive direct Federal
financial assistance. However, U.S. citizens attending ap-
proved schools are eligible for guaranteed student loans from
the Department of Education, and qualified veterans, their
spouses, and their dependents may receive Veterans Adminis-
tration educational benefits. In order for U.S. citizens to
receive guaranteed student loans, ED must first determine
that the education and training provided by the foreign
medical school is comparable to that available at a U.S.
medical school. The VA Administrator may deny or discontinue
educational benefits upon finding that such enrollment is
not in the best interests of the individual or the Government.

ED and VA authorized financial assistance to several
thousand U.S. citizens studying nedicine abroad primarily on
the basis of the foreign schools' listing in WHO's "World
Directory of Medical Schools." However, inclusion in the
directory only provides recognition of a medical school by
the country's government; it does not provide sufficient in-
formation to assure that the education and training offered
is comparable to that provided by a U.S. medical school.

It should be noted that regulations establishing proce-
dures and criteria for making these determinations had not
been published by either agency even though the programs
were authorized years ago. ED, however, issued proposed
rules in April 1979 but had not finalized them. VA lost a
court suit in March 1980 because it had not followed appro-
priate procedures for promulgating regulations when it dis-
centinuved educational benefits to U.S. citizens attending
a previously approved foreign medical school.

ED does not have the information needed to effectively
manage its guaranteed student loan program for U.S. citizens
attending foreign medical school=s.

Title IV of the Higher Education Act of 1965 (Public
Law 89-329) established a national program of guaranteed
student loans and emphasized the need to establish guarantee
agencies to insure student loans. The Federal Government was
directed to (1) reinsure guarantee agency loans or (2) directly
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insure loans for student borrowers wno do not have access to
a guarantee agency program. A guarantee agency is a State
agency or private, nonprofit institution or organization
administering a student loan insurance program. As of July
1980, all but three States had guarantee agencies.

Undergraduate students may now borrow up to $2,500 per
academic year for educational costs, and graduate and pro-
fessional students /[such as those attending medical schools)
may borrow up to $5,000. Total loans outstanding may not
exce@d $7 EDD far unﬂ@rgraﬂuate students and $15,000 for

Etudents are eligible for a Federal interest subsidy
whereby the Federal Government, rather than the student,
pays the interest on the student's outstanding loan directly
to the lender before the repayment period and during any au-
thofized deferment periods. In addition to the payment of
an jﬁtegest subs;ﬂy, a 5pec1al allowance is pald tg lenﬂgrs

encgurage the;r Eart;cxgatlon in the Prggram

Claims against the Federal Government may arise from
the death, disability, bankruptcy, or default of the student
borrower. The Federal Government pays 100 percent of all
lender losses on death, disability, and bankruptcy claims.
On default claims, the Federal Government pays 100 percent
of losses for federally insured loans and reimburses guarantee
agencies for at least 80 percent of their payments to lenders.

Based upon ED's information, about 21,500 loans for over
$45 million were guaranteed durlng the past 10 years for U.S.
citizens at foreign medical schools. Based on ED's records,
we estimate that interest subsidies, defaults, and other ex-
penses on these loans have cost the Federal Government about
$12.4 million. However, as discussed beginning on page 45,
because ED's accounting system does not provide accurate and
complete information on U.S. citizens attending foreign
mealaal schools, we are unable to state precisely the pro-
gram's cost. During the same period, VA disbursed $5.6 mil-
lion to 997 veterans and their spouses and dependents to
attend foreign medical schools.
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THE DEPARTMENT OF EDUCATION AND

THE VETERANS ADMINISTRATION

HAVE NOT ADEQUATELY EVALUATED
FGREIEN MEDICAL SCHDGLS '

The International Education Act of 1966 (Public Law
89-698) provided that the Guaranteed Student Loan Program
would be available to U.S. citizens studying abroad. How-
ever, before ED could insure or reinsure student loans,
section 204 of the act requires it to determine that the
foreign school was comparable to an institution of higher
learning or to a vgﬂatlaﬂal school in the United States.

Loans to U.S. citizens attending foreign medical schools
are a relatively small part of the total Guaranteed Student
Loan Program. ED estimated that, during fiscal year 1980,
ovar 1 million students will receive loans and $2.5 billion
will be dicbursed. Py comparison, ED records indicate that,
during fiscal year 1979, the Department guaranteed about
2,600 loans for $6 mlll;an to U.S. citizens at foreign medical
schgals.

Under VA's educational assistance procgrams (38 U.s.c.
<hapters 34 «nd 35), eligible veterans and their spouses and
dependents may receive educational benefits while attending
approved foreign schools. However, tHe VA Administrator may
deny or discontinue educational assistance upon finding that
such enrollment is not in the best interest of the individual
or the Government (38 U.S.C. 1676 and 1723). During fiscal
year 1979, VA disbursed about $300,000 in educational benefits
to 150 el;g;ble persons to attend foreign medical schools.

Inadequat - criteria for
determining ED@Earablllty

Until April 1979, ED approved foreign medical schools on
an ad hoc basis for participation in the Guaranteed Student
Loan Program. ED determined that a foreign medical school
was comparable to a U.S. school primarily on the basis of
its inclusion in WHO's "World Directory of Medical Schools."

Until November 1978, VA generally used the same basis,
but had other requirements. For example, the foreign medical
school must have been in operation at least 2 years, agree
to maintain student records, agree not to charge U.S. students
higher tuition rates than other foreign students, and agree
not to use deceptive advertising.



Inclusion in the WHO "World Direcﬁory of Medical Schools'

government, but provides little information about the nature
of education offered, its quality, or curriculum. According

to the March 1980 issué of the Journal of the American Medical
Association, "This publication * * * simply lists schools

Such listing doas not constitute accreditation, recognition,
or approval by the World Health Organization."

On the other hand, it should be noted that, in accredit-
ing U.S. medical schools, LCME makes onsite visits to U.S.
medical schools and evaluates such factors as the number of
full-time faculty; their academic credentials; student-to-
teacher ratio; laboratory, research, and clinical facilities;
laboratory equipment; and size of the medical library.

In January 1979, the Administrator of HHS' Health
Resources Administration asked LCME to consider reviewing
foreign medical schools to determine their comparability to
U.S. schools. 1In April 1979, LCME declined this request.
Various persons in the medical profession advised us of many
problems inveolved in accrediting foreign medical schools,
including:

--The national and international political implications,
and possible court actions that could result from
nonaccreditation of certain schools.

--The large number of foreign medical schools would make

it difficult and costly to review schools in a timely

first-rate schools, would not seek accreditation because few
of their graduates seek graduate medical education or licen-
sure in the United States. :

Revised criteria developed in response t
recently established foreign medical schools

As a result of the recent proliferation of foreign
medical schools that are attracting large numbers of U.S.
citizens, ED and VA officials recognized the need to develop
other critefia for determining comparability.
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ED and VA have a somewhat common objective in evaluating
foreign medical schools. However, as discussed below, each

agency developed its own criteria.

VA's revised comparability criteria

In November 1978, VA impleirented additional comparesbility
criteria, which required that foreign medical schools that
seek approval for the first time must also show that 75 per-
cent of their U.S. citizen graduates who applied for licen-
sure in the 2 preceding years obtained a license in 1 of the
54 licensing jurisdictions. VA officials said this was only
applied to "new" foreign medical schocls; however, they were
unable to explicitly define what constituted a "new" school.

The new comparability criteria were applied to St. George's
University and the University of Central del Este. In November
1978, VA denied eligibility for st. George's University because
it had not graduated two classes and, therefore, could not
meet the new criteria. As a result, qualified veterans, their
spouses, and dependents at St. George's University could not
receive VA educational benefits,

Central del Este had previously been approved in 1972
for VA benefits. However, because it was unable to demon-
strate that it met VA's new crit=ria, VA eligibility was with-
drawn effective August 1979. As a result, qualified veterans,
their spouses, and dependents could no longer receive VA edu-
cational benefits. However, U.S. citizens at this school
remained eligible for guaranteed student loans.

In September 1979, a complaint was filed in the U.S§.
district court in Puerto Rico objecting to the termination of
VA benefits for students at the University of Central del Este.
In March 1980, the court ruled that benefits could not be
terminated because VA's new criteria constituted a regulation
and VA had not followed the appropriate procedures for promul-
gating such a regqulatior.. As a result, VA educational bene-
fits were reinstated - June 10, 1980, and made retroactive
to August 31, 1979, for U.S. ci:iszens attending the University
of Central del Este..




On August 4, 1980, we were advised that, as a result of
the court's decision, VA has reverted to its previous compar-
ability criteria and, since March 198C, has approved two for-
eign medical schools on this basis. VA officials also advised
us that, in view of this court decision, it is reevaluating
the process for approving foreign medical schools for VA edu-
cational benefits.

ED's revised comparabiiity criteria

In April 1979, ED issued prcposed rules, which estab-
lish procedures and criteria for determining whether medical
schiools outside the United States or Canada are comparable to
U.S. medical schools. 1/ ED's proposed criteria for deter-
mining comparability include a requirement that at least
95 percent of a foreign medical school's graduates who are
citizens of the United States pass the ECFMG exami.ation, on
their first attempt, during the most recent 24-month period.
This would prevent most foreign medical schools from partici-
pating in the the Guaranteed Student Loan Program because
only a few schools would be able to meet this requirement.

ED's proposed rules for determining the eligibility
of foreign medical schools for the Guaranteed Student Loan

comment. Objections were raised about a number of issues,
including the method of determining comparability and the
pass rate required on the ECFMG examination.

As of June 30, 1980, ED had not requested data from
ECFMG that would enable it to assess the impact of implement-
ing the proposed regulations. Moreover, on July 27, 1979,
NBME advised the Administrator of the iHealth iiesources Admi:; -
istration of its belief that this examination should not be
used as a means of determining whether foreign medical schools
are comparable to U.S. medical schnols. The Board stated that
passing this examination is not a good indica*ion of a foreign
medical school's quality or comparability to a U.S. medical
school.

1/In its proposed regulations, ED stated that the same
nationally recognized accrediting agency accredits U.S.
and Canadian medical schools.




After publishing its proposed rules in April 1979, ED
established a policy of not declaring any additional foreign
medical schools eligible for the Guaranteed Student Loan
Program until the final regulation is pubiished. ED had not
finalized its regulations as of July 1980. On August 5, 1980,
ED officials advised us they were awaiting the results of our
review before determining what action to take on the propcaed
rules.

. DEPARTMENT OF E@UCA ION'S ACCOUNTIEG

E
SYSTEM DOES WOT PROVIDE COMPLETE AND
CURATErLDAN AND DEFAULT INFORMATION

The Higher Education Act of 1965 (Public Law 89-329)
requires us to annually examine the financial statements of
the Student Loan Insurance Fund, which is used to finance
Federal insurance and reinsurance of loans made under the
Guaranteed Student Loan Program. 3Since 1968, we have issued
several reports to the Congress orn the inability of ED's
accountlng system to provide accurate lnférmatlgn on either
the Fund's financial statements or the program's operation.
The deficiencies were so severe that we have either (1) issued
an adverse opinion ) the firnancial statements because they
did not fairly present the Fund's financial position or
(2) not expressed an opinion on the Fund's financial state-
ment because of inadequate records.

During this review, we noted that ED's program statistics
and financial information on U.S. citizens attending foreign
medical schools and receiving guaranteed student loans are
questionable. For example, ED does not know

-—-the number and amount of guaranteed loans it has
directly insured or reinsured through State agencies
for U.S. citizens attending foreign medical schools,

-~whether U.S. citizens who received guaranteed loans
actually attended the foreign medical school for
which the loan was approved, or

--whether the U.S. citizens later graduated, withdrew,
or defaulted on their loans.
ED does not have a complete and accurate list of all
Federal and guarantee agency loans for U.S. citizens attend-

ing foreign medical schools. For example, ED's records do
not include 2,875 loans made to students attending foreign
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medical schools totaling $9 million, which were guaranteed

by New York's State lending agency since 1976. Further, an
ED official said that guarantee agency loan default data were
not separately maintained for foreign medical schools.

ED does not know the status of its
;Qagfrecipignt§iégjﬁar§igqfmediza%ﬁgg@q@ls

ED is supposed to use student confirmation reports to
determine that loan recipients are properly enrolled at
eligible institutions. However, they are not serving the
purpose intended. Foreign medical schools respond in-
frequently to ED's confirmation report requests, and 2D does
20t always take appropriate action when the schools respond.

the citizen who has received a guaranteed student loar: and
attended that school. Twice a year, ED sends a confirmation
report to foreign schools to determine the current status of
guaranteed student loan recipients. The school is supposed
to indicate the student's current status and return the form.
Once the confirmation report is received, ED is suppozed to
notify the appropriate lender of any U.S. citizen no longer
enrolled in the school. The lender can then injitiate loan
repayment.

The ED student confirmation report lists, by school,

However, foreign medical schocls have responded to con-
firmation reports infrequently; as a result, ED is unable
to determine the status of guaranteed loan recipients or
notify the lenders to initiate repayment when appropriate.
This function is especially important, in our opinion, based
upon the large numbers of U.S. citizens who were not enrolled
at the foreign medical schools we visited even though they
were listed on ED's student confirmation report.

Officials at the Universities of Bologna, Guadalajara,
ard Central del Este completed the March 31, 1979, ED confir-
mation report for us. We completed the March 31, 1979, report
for the University of Bordeaux. Of the 2,099 students listed
on these confirmation reports, the universities indicated



--1,586 were full-time studants,
=~ 115 were duplicative nares,
=22 had graduated.

==250 had withdrawn, and

~=126 had r: 2~ enrolled,

Although eligible 1}.5. schools must agree to comply with
211 app. cable laws and regqulations of the program, including
the time. s completion of the confirmation reports, ED has not
required similar agreements of foreign schools. Officials
said such agreements are not required because they do not
believe the agreemnents could be enforced.

Even when the schools returaed the confirmation reports,
ED did not completely update information in its files and
notify lenders that students were no longer enrolled. For
example, Guadalajara returned ED's October 8, 1978, confirma-
tion report and indicated that 439 of the students listed
never enrolled, 25 had graduated, and 106 had withdrawn. Yet
44 of the students who never enrolled, 3 who had graduated,
and 8 who had withdrawn appeared on the next ED corifirmation
report. Students who graduated or withdrew several years ago
still appear on ED's confirmation reporc.

More importantly, ED does not always notify the lender
that students had never enrolled, graduated, or withdrew. ED
cculd not locate the lender notification forms for 7 fabout
13 percent) of the 54 student records we sampled.

Another problem with ED's records was the discrepancy
between its confirmation reports and a lisc of loans to
students at foreign medical schools that they prepared for
us. This list was developed from ED's loan zontrol master
file and its loan disbursement file. ED's list indicated
that 330 students received loans in fiscal years 1978 and
1979 to attend the University of Bordeaux. However, ED's
confirmation report sent to the university listed nine
students as loan recipients and one student's name appeared
twice. Bordeaux medical school officials stated that only
three of these students were currently enrolled. Further,
university officials said a tota) of only 20 U.S. citizens
were currently enrclled. ED officials could not explain
this discrepancy but agreed to look into the maiter.
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Department officials later gave us a list of 597 loans
which they believed had been guaranteed to students attending
the University of Bordeaux since the program began, of which
504 had been guaranteed by the Pennsylvania Higher Education
Assistance Agency. Ilowever, a Pennsylvania official told us
that the agency has not guaranteed loans to students attend-
ing the University of Bordeaux and that these 504 students
actually attended a collesge in West V;rginla, which has a
Pennsylvania school code number that is the same as the
University of Bordeaux's Federal code number.

Additionally, several U.S. citizens received loan funds
to attend the Universidad Central del Este, an eligible
school. However, apparently after the loans were approved,
the students transferred to the Universidad Nordestana, an
ineligible foreign medical school, but did not notify the
lender or ED. Data on these cases will be provided to the
ED Inspector General for followup.

Loan defaults are in creasing

ED records do not separately identify guarantee agency
default data for foreign medical schools. However, defaults
of direct federally insured loans to U.S. citizens at for-
eign medical schools have increased over the past 4 fiscal
years. Spec1f;cally, from fiscal year 1975 to fiscal year
1979, the amount in default for these students increased by
' 297 percent--f£rom about $81,000 to $320,000. During the same

period, the amount in default fo:' the total program increased
by 31 percent--from about $76 million to $100 million. As
pointed out previously, the Federal Government bears the
entire cost of defzults on direct federally insured loans

and reimburses guarantee agencies for at least 80 percent of
their payments to lenders.
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CHAPTER 5

CONCLUSIONS; RECOMMENDATIONS; COMMENTS

BY FEDERAL AGENCIES, STATE LICENSING AUTHORITIES,

AND THE MEDICAL PROFESSION; AND UNRESOLVED ISSUES

CONCLUSIONS

The substantial numbers of U.S. citizens going abroad
to study medicine with the goal of returning to practice in
this country, together with the recent proliferation of for-
eign medical schools established to attract U.S. citizens,
are reasons for growing concern, because foreign-trained
U.S. citizens who return to the United States have varying
degrees of professional competence. Questions have been
raised about the adequacy and appropriateness of their educa-
tion and training for practicing medicine in the United States.

We recognize that there are many first-rate medical
schools located in foreign countries which produce excellent
physicians; that many distinguished scholars from medical
schools .around the world are welcomed to this country as
teachers and practitioners and make a valuable contribution;
and that, even with limitations in a medical school's educa-
tional capabilities, some students will do well because of
their own ability and willingness to study and learn.

In our opinion, none of the six foreign medical schools
we visited offered a medical education comparable to that
available in the United States because of deficiencies in
one or more of the following areas--admission requirements,
facilities, equipment, faculty, curriculum, or clinical
training. While it is difficult to generalize about the
adequacy of the foreign medical schools in all of these areas,
a serious shortcoming we observed at each foreign medical
school was the lack of adequate clinical training facilities.
None of the foreign schools had access to the same range of
clinical facilities and numbers and mix of patients &s a U.S.
medical school.

To supplement the inadequate clinical training oppor-
tunities at the foreign medical schools, many U.S5. citizens
obtained part or all of their undergraduate clinical training
in U.S. hospitals under arrangements made by either the
foreign medical school or themselves. However, the extent,
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type, and length of training they received at most of the U.S.
hospitals participating in these arrangements that we visited
varied greatly and generally was not comparable to that
provided to U.S. medical school students.

Moreover, most of the U.S. hospitals participating in
these arrangements that we visited (1) were not affiliated
with U.S. medical schools and (2) had no assurances that U.S.
citizens from foreign medical schools were properly and ade-
quately prepared for such training.

State licensing board officials we contacted in Cali-
fornia, New York, and New Jersey said they require U.S. hos-
pitals which provide clinical training programs for foreign
medical school students to submit their programs for approval,
while board officials in Florida said they had no such re-
quirement. Nevertheless, State medical licen ing boards in
California, New York, and Florida generally had not approved
these clinical training programs, nor were they aware of the
extent to which such training programs existed in their
States. The New Jersey licensing board had approved many
but not all such training programs that existed in the State.
Some State licensing boards are becoming increasingly con-
cerned about U.S. citizens from foreign medical schoole ob-
taining their clinical training in U.S. hospitals. As a
result, for example, licensing boards in New York and New
Jersey have cautioned hospitals in their States against con-
ducting unapproved training programs.

Steps should be taken to address the current practice
whereby U.S. citizen foreign medical school students receive
part or all of their undergraduate clinical training in U.S.
hospitals because no organization has overall responsibility
for reviewing and approving such training and there are no
assurances that the students are adequately and appropriately
prepared to undertake such training.

ED and VA are providing financial assistance in the form
of guaranteed student loans and educational benefits for sev-
eral thousand U.S. citizens studying medicine abroad, includ-
ing hundreds enrolled at four of the six foreign medical
schools we visited. Before authorizing guaranteed student
loans for studying abroad, ED is required by law to determine
that the education and training is comparable to that provided
by a U.S. institution of higher learning or vocational school.
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The VA Administrator can deny or discontinue educational
benefits if he finds that such enrollment is not in the
best interest of the individual or the Government.

ED and VA determined that foreign medical schools were
comparable to U.S. medical schools primarily on the basis of
the foreign schools' listing in WHO's 'World Directory of
Medical Schools." 1In our view, this approach only provides
recognition of a medical school by the country's government--
it does not provide sufficient information to assure that the
schools are comparable to U.S. institutions.

objective in evaluating foreign medical schools. However,
each agency developed its own comparability criteria as a
result of the recent proliferation of foreign medical schools
that are attracting large numbers of U.S. citizens.

As indicated above, ED and VA have a somewhat common

However, even though these brograms were enacted years
ago, neither ED nor VA had issued regulations establishing

procedures and criteria for making comparability determina-
tions, although ED did issue proposed rules in April 1979.

In addition, ED does not have the information needed to.
effectively manage its Guaranteed Student Loan Program for
U.S. citizens attending foreign medical schools.

U.S. citizen foreign medical graduates must pass the
ECFMG examination to enter U.S. programs of graduate medical
education. Less than 50 percent of the U.S. citizens pass
this examination each year, although the pass rate is re-
portedly higher for first-time takers than repeaters.
Further, members of the medical profession have questioned
the appropriateness of the ECFMG examination, both as a test
of the readiness for graduate medical education and as an
adequate safeguard of the health and welfare of patients.
Foreign citizen foreign medical school graduates seeking a
visa to come to the United States for graduate medical edu-
cation, on the other hand, must pass the VQE, even though
they may have attended the same foreign medical school as
U.S. citizens. Some in the medical profession consider it
more comprehensive and difficult to pass than the examina-
tion given to U.S. citizen foreign medical school graduates.
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Licensure for independent medical practice is a legal
function of the 50 States, Guam, Puerto Rico, the Virgin
Islands, and the District of Columbia. Although eligibility
requirements differ among and within jurisdictions for U.S.
and foreign medical school graduates, all applicants must
submit evidence of their undergraduate medical education.
However, State licensing boards have no way of adequately
assessing the education and training provided in foreign
nedical schools in deciding whether -the applicant is eligible
to take the State licensing examination.

We recognize that U.S. citizens are free to go abroad
to study medicine, and that many will continue to do so with
the ultimate goal of returning to the United States to prac-
tice medicine. Because there are no adequate means of eval-
uating the education and training provided by foreign medical
schools, we believe the Congress, the administration, State
licensing authorities, and the medical profession need to
consider how the matters discussed in this report can best
be addressed and how the highest quality of patient care
can be assured. We believe that a number of alternatives
are available to ensure that students who attended foreign
medical schools demonstrate that their medical knowledge
and skills are comparable to those of their U.S.-trained
counterparts before entering the U.S. health care delivery
system.

Alternatives for evaluating the
education and training received

in foreign medical schools

Alternative 1

LCME, or some other body established for this purpose,
could be given responsibility for visiting foreign medical
schools, with the school bearing the cost, to determine if
the education and training provided is comparable to that at
a U.S. medical school. If so, the foreign school would be
accredited by the body established for this purpose. Under
this alternative, only students from such accredited foreign
medical schools would be pérmltted to receive graduate medical
education or medical licensure in the United States. This
alternative would discourage U.S citizens from attending un-
accredited foreign schools with the intention of returning
to the United States to ultimately practice medicine.

"
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Aithcugh worldwide accreditation of medical schools is
a laudable goal, many problems exist. For example:

;mPllcatlénS, pressures, and p0351ble legal a:ticns
that could result from nonaccreditation of certain
schools. E

=-The large numbe~ of foreign medical schools would make
it difficult and costly to rev1EW*s:hacls“1n -a~timely.
manner. -

-==Many foreign meﬂ;caifs&hcals, including many first-
rate schools, .would undoubtedly not seek accreditation
because few 'of their graduates seek graduate medical
education or licensure in the United States.

_Whén previously asked, LCME declined to undertake ac-
creditation of foreign medical schools for purposes of the
-Guaranteed Student Loan Program.

Alternative 2

.
. A second alternative would be to establish a better
éxamination tQ test students before permittlng them tc Entef

thé Uh;ted States. All medleal schcgl graduatés, U S. and
forelgn trained, could be required to pass an examination,
such’as the proposed Comprehensive Qualifying Examination,

in order to enter graduate medical education. All medical
school graduates could be required to pass an examination,
such as the proposed FLEX II, in order to obtain unrestricted
licensure.

Passing an exawination before participating in U.S.
programs of graduate medical education would demonstrate a
minimally acceptable standard of competence for assumning
patient care responsibilities in a supervised setting.
,Passing an examination before licensure would demcnstrate
a minimally acceptable standard of competence for the in-
dependent practice of medicine.

This alternative would eliminate the multiple standards
that now exist for U.S. medical school graduates, U.S. citizen

foreign medical school graduates, and foreign citizen foreign
medical school graduates and would also be relatively easy to
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esﬁablishgand“§elatiVély inexpensive to implement. However,
there are also problems with this alternative, including:

-~It is doubtful that any examination could be developed
which would provide a completely satisfactory substi-
tute for the rigorous svpervised training that medical
students in the Urnited States undergo.

-=Even if such an examination was developed, it could be
many years before it would be uniformly accepted by
the numerous independent State licensing jurisdictions.

— --Students could probably pass any examination after
——study and coaching, even without having received
"compardable—training, '

altaernative 3

%

A third alternative would be to establish an accrediting
body, either by the private sector or by HHS, responsible
for determining whether students who attend fornign medical
schools are properly prepared.to receive graduate medical
education or licensure ¢ the United States. Applicants
would have to have comp.. ‘ed their medical education and all
of the foreign country's requirements for their medical
degree--except for any internship and/or social service re-
quirements.

This body would be.resgansiblé for:

--Establishing uniform standards, including an apprc -

priate screening examination and criteria for evaluat-
ing applicants' credentials to determine whether they
are adequately prepared to enter U.S. programs of
graduate medical education without additiocnal hospital
training.

o

--Determining the length and scope of any additiocnal
hospital training needed to prepare each applicant
for graduate medical education.

--Designating U.S. hospitals that would be approved
for providing supervised hosrital training of
individuals who ~ttended foreign medical schools
and are deemed to need such training.




Fid

Under this alternative, individuals who attend foreign
medical schools would not be permitted to receive any nec-
essary additional hospital training, enter graduate medical
education, or secure licensure unless they demonstrate to
this bcdy that they had a thorough understanding of the
basic sciences. Fallow;ng the additional hospital training
specified by the accrediting body, the hospital program
director would certify to, that rody whether the individual
" was properly prepared for graduate medical education. This
certification could also be used as one of the licensure
requirements in the States that do not now require graduates
of foreign medical schools to have graduate medical education.

Accordingly, under this alternative, no applicant from a
foreign medical school would be eligible to receive graduate
medical education or licensure in the United States without "=
_the approval of this body, and the total cost of any addi-

tional hospital. training needed would be borne by the in-,
dividual. This alternative-would also eliminate the need to
continue a separate Fifth Pathway Pragram. This alternative
offers the following advantages: -

--Applicants from foreign medical sc“ools wguld be
screened before being permitted to enter the U.S,
health care delivery system. e

--It would provide flexibility to differentiate between
those applicants from foreign medical schools who
need additional training and those who do not, such
as distinguished scholars and visiting professors.

--Applicants from foreign medical schools would receive

any additional training needed only in U.S. programs
and facilities approved for such purposes.

This alternative also poses some problems:

--This approach would be relatively expensive, and an
applicant might have trouble absorbing the cost.

--Finding enough hospital training facilities might
be difficult. :

-=This approach might be resisted by States that do not
now require graduates of foreign medical schools to
have some periad of graduate medical education to
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RECOMMENDATION TO THE CONGRESS

We recommend that the Congress direct the Secretary of
Health and Human Services to work with State licensing au-
thorities and representatives of the medical profession to
develop and implement appropriate mechanisms that would
ensure that all students who attend foreign medical schools
demonstrate that their medical knowledge and skills are com-
parable to those of their U.s.-trained counterparts before
they are allowed to enter the U.S. health care delivery sys-
tem for either graduate medical education or medical practice.
We have identified a number of alternatives that should be
considered in accomplishing this objective.

RECOMMENDATION TO THE SECRETARY
OF HEALTH AND HUMAN SERVICES

We recammend that the Sec;etary, in CQDPEEEthn W1th

cal prgfesslén, address the current practlce whereby studants
attending foreign medical schools receive part or all of their
undergr.duate clinical training in U.S. hospitals.

RECOMMENDAT TD

TONG¢
THE SECRETA RY

s
“OF EDUCATION

We recommend that the Secretary issue regulations ectab-
lishing procedures and criteria for implementing the legisla-
tive requirement that ED ensure that foreign medical schools
are compairable to medical schools .in the United States before
autharlz;ng guaranteed student loans for U.S. citizens atterd-

ing these schools.

We further recommend that the Secretary ensure that the
Government's interest in ontstanding guaranteed student
loans at foreign medical schools is aderuately protected
Ly properly verifying the status of all U.S. citizens with
outstanding loans ard initiating repayment where appropriate.

RECOMMENDATION TO THE
ADMINTSTRATOR OF VETERANS AFFAIRS

We recommend that the Administrator accept foreign
medical schools approved by the Secretary of Education as
a basis for anthorizing educational benefits to qualified
veterans, their spouses, and their dependents.
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COMMENTS BY FEDERAL AGENCIES,
STATE LICENSING AUTHORITIES, AND

UNRLSDLVEQ ISSUES

A draft of this report was provided for comment to Hhwx,
2D, VA, the Department of State, the Federation of State
Medical Boards, the Coordinating Council on Medical Educa-
tion and its Liaison Committees on Undergr- .~te and Graduate
Medical Education, AAMC, AHA, AMA, NBME, and ECFMG.

On September 5, 1980, the Department of State advised
us that it had no disagieement with our draft report and
therefore vwould not be submitting written comments. The
Coordinating Council on Medical Education and its Liaison
Committees on Undergraduate and Graduate Medical Education
chose not to comment on our draft report. (See apps. XIX,
XX, and XXI.) Comments by ECFMG dealt only with its exami-
rnation results. (See app. XXVI.)

HHS

HHS believes that no steps should Le taken that encourage
U.S. citizens to -:2k medical training in foreign schools,
because its estii . es of supply and requirements for physi- -
cians to serve thL. U.S. population indicate that an adequate
future supply can be trained in medical schools “in this coun-
try. Nevertheless, since many U.S. citizens are studying
medicine abroad, and in view of the problems discussed in

this report, HHS belleves that measures should be taken to
assure the quallflcatlans of U.S. citizens who study medicine
abroad and return to enter the American medical system.

(see app. XV.)

HHS recognizes the need for procedures to assure that
persons entering the U.S. health care system for medical
training or practice are adequately qualified. Therefore,
HHS agreed ;t can work w1th Etate llcenslng authérlt;es and
abgective. -In this :egard HHS pglnted out that thls respgns
slblllty for U.S.-trained personnel rests with State licens-
ing bodies, the medical profession, and the educational com-
munity. Accordingly, HHS believes, and we agree, that thnse
Qrgunlzatlcns snould continue to exercise their responsikil-
ity for U.S. cjtizens attending foreign medical schools, but
that HHS could help accomplish this by its cooperative
partlclpatlgn.
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HAS agreed with our recommendation that it address, in
cooperation with State licensing authorities and represcnta-
tives of the medical profession, the practice whereby foreign
medical school students obtain part or all of their under-
graduate clinical training—in U.S. hospitals. HHS noted
that the procedures used to arrenge for clinical training of
U.S. medical school students are essentially the responsi-
bility of the profession and the educational establishment.
HHS views this as a sound arrangement, which it believes
should also apply to U.S. citizens studying medicine abroad.
Accordingly, HHS said it will cooperate in developing improved
procedures for U.S. citizens studying medicine abroad who
obtain part or all of their undergraduate clinical training
in U.s. hospitals. :

ED

ED agreed with our firdings and recommendations about
the need to (1) issue regulations for assessing whether a
fcreign medical school is "comparable" to an American schooi
in order to determine eligibility for the Guaranteed Student
Loan Program and (2) protect the Government's interest in
outstanding guaranteed student loans under both the Federal
Insured Student Loan Program and those guaranteed by State
or private nonprofit agencies. (See app. XVI.)

ED pointed out that i: received substantizl negative
comment in response to itsg April 1979 Notice of Proposed
Rulemaking, which antiripated assessing comparability on the
basis of the scores that U.S. citizens at foveign medical
schools received on their ECFMG examinations. ’

As a result of the negative comments, ED plans to convene
interested and knowledgeable participants, including represen-
tatives from VA and HHS' Public Health Service, to reassess
the available options. In this regard, AMA commented that it
would be pleased to discuss possible mechanisms to accomplish
this objective with ED and other interested parties.

However, ED believes there may be ways other thsn issuing

regulations to implement the intent of our recommendation
anc resolve this matter since it stated that:



"The result of these consultations may include
publication of a new Notice of Proposed Rule-
making or other administrative action or a
proposal that Congress reassess the conditions
under which foreign medical schools may par-
ticipate in the GSL [Guaranteed Student Loan]
program. In the meantime, ,the Department
will continue its curxent policy of implement-
.ing the statutory 'comparability' standard
without regulations."”

In view of the importance of this issue and the need for
such -regulations, we are concerned that the Department has
not set forth a specific course of action it intends to take.

ED agreed that (1) its present process does not accu-
rately verify the status of U.S. citizens enrolled at faré;gn
medical schoocls and (2) a new process must be established to
protect the Government's interest in outstanding guaranteed
student loans. Moreover, ED pointed out that this problem
is not limited solely to foreign "medical” schools; it applies
to U.S. citizens attendlng any foreign educational institution
and receiving assistance under the Guaranteed Student Loan
Program.

Accordingly, ED stated it has:

"* * * ipitiated the process for reviewing alter-
rative means to verify more accurately the status
of U.S. citizens studying abroad. It is ovur in-
tent to start a process for determining the cor-
rect student status for loans made under the
FISLP [Federal Insured Student Loan Program].
A task order will be developed as soon as pos-—
sible to identify all students receiving FISLP
loans to attend any foreign school. For borrowecs
who are located through this process and who ai:s
no longer attending school, we will notify lenders
immediately so that they may initiate the repay-

- ment of the lcan and make necessary adjustments
to amounts of interest benefits which have been
incorrectly paid. Where we cannot locate the
borrower, skip tracing efforts will be instituted.
In the case o: loans made under the guarantee
agency programs,; we will encourage guarantee
agencies to follow a similar practice."
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We believe this action represents a step in the right direc-
tion to protect the Government's interest in outstanding
guaranteed student loans for all U.S. students studying
abroad.

ED noted that there was legislation pending as part of
the Education Amendments of 1980 (new section 487 of the
Higher Education Act) that would require any institution
wishing to participate in its student assistance programs
to comply with numerous specific requirements. ED stated
that, if schools do not comply, their =ligibility would be
withdrawn.

The Education Amendments of 1980 (Public Law 96=374),
signed into law by the President on October 3, 1980, require
that eligible institutions enter into a program participa-
tion agreement with ED. The agreement shall require that
the institution establish and maintain such administrative
and fiscal procedures and records as ED determines are neces-=
sary to insure proper and efficient administration of funds
received from ED or students.

It is too early t» determine what specific procedures
ED will impose to meet thes= legislative requirements or
whether foreign medical schools will comply with them. 1In
any event, ED is still required by legislation to determine
that a foreign medical school is comparable with an American
school before authorizing guaranteed student loans for study
" abroad.

VA had no objection to our recommendation that it accept
those foreign medical schools approved by the Secretary of
Education as a basis for authorizing educational benefits to
qualified veterans, their spouses, and their dependents.

(see app. XVII.) VA stated, however, that its legislation
and attendant regulations would have to he considered when
evaluating the adequacy of any new ED standards.

VA further stated that the adverse ruling of the court,
discussed on page 43 of tliis report, impressed on VA the
urgent need for proper regulation in this area and that VA
has therefore been considering its own corrective requlations.
Nevertheless, VA said it could abide by appropriate ED regu-
lations, but would like to raview the content of any such
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new regulations before taking a final position on our
recommendation. '

Federation of State Medical Boards

The Federation of State Medical Boards 1/ agreed with
our recommendations to the Congress and the Secretary of HHS.
(See app. XVIII.) The Federation stated:

"The growing number of U.S. citizens studying

medicine abroad, especially in for-profit
schools, is of grave concern to all segments

of medicine, but especially to the medical
licensing boards. These boards have the re-
spons.vility under law to determine that can-
didates for licensure have been thoroughly
educated in the art and science of medicine

so that they continually demonstrate conpetence
in the practice of medicine. With limited re-
sources, no one board is capable of undertaking
the evaluation process for the several hundred
schools abroad. As a result, the Federation of
State Medical Boards has established a Commis-—
sion to Evaluate Foreign Medical Schools. There
is an urgent need to put some mechanism into

from the new schools established in the Carribean
and Mexico is just beginning tc be felt."

The Federation believes that the alternatives we proposed
for evaluating the education and training received in foreign
medical schools are viable and reasonable. However, according
to the Federation, the major problem with each alternative is
the time required for implementation, given the State medical
licensing boards' urgent need for documented information and
guidelines on the education and training provided in foreign
medical schools.

1/vie were advised that these comments represent the views of
the Federation's executive director betause there was in-
sufficient time to obtain input from its board of directors.
However, the executive director believed that these comment.s
accurately reflect the Federation's views.
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Accordingly, the Federation strongly believes that this
urgent need can best be met for the short term by its Com-
mission to Evaluate Foreign Medical Schools, established in
April 1980. The Commission's purpose, as stated in the
adopting resolution, is to help licensing boards determine
whether a licensure candidate who attended a foreign medical
school has had adequate training and to assure the public
that the candidate meets the edu:utional qualifications
required by the relevant licensing jurisdiction.

For the lcong term, the Federation believes that estab-
lishing an examination procwess, such as the proposed FLEX I
and II concept for all licensure candidates, would be the
most desirable approach.

AAMC

g

AAMC said that our draft report raises urgent policy
issues. (See app. XXII.)

AAMC stated that the performance of U.S. citizens attend-
ing foreign medical schuols on the June 1980 Medical Sciences
Knowledge Profile examination demonstrated that foreign medi-
cal schools did not provide the examinees an education com-
parable to that provided by U.S. medical schools, particularly
for clinical training.

AAMC pointed out that, unlike the undergraduate clinical
training U.S. foreign medical school students received at
the nine hospitals we visited, students in U.S. medical
schools are not passive observers; instead, they

"* * * personally participate in the work up,
diagnosis, and treatment of patients to which
they are assigned. Under supervision, they
take the patient’'s history, do the physical
examination, ma’.2 initial diagnostic hypotheses,
and in collaboration with residents and faculty,
plan lahoratory studies and procedures. They
are involved in carrying out procedures and
plannirig treatment. Their closely supervised
involvement with residents and faculty is as a
member of th2 team."
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AAMC further believes it is indefensible to continue the
"double standard" that requires those alien foreign medical
school graduates who need a visa to enter the United States
for graduate medical education to pass the VQE, while U.S.
citizen fireign medical school graduates are required to
pass the ECFMG examination, which is generally considered a
lesser standosrd,

Therefore, #AMC suggests that

--all graduates of foreign medical schools be required
to meet the same star’-~rds for entry into graduate
medical education an. icensure in this country and

-—State medical boards be encouraged to establish uni-
formly high standards for licensure in all jurisdic-
tions and develop rigorous practical clinical exami-
nations for foreign medical school graduates.

Specifically, AAMC believes that the Liaison Committee
on Graduate Medical Education, which sets the standards for
eligibility to enter graduate medical education in the United
States, should be urged to require that U.S. citizen foreign
medical school graduates pass the same examination as other
graduate: of foreign medical schools. AAMC also believes
that all £~ -ign medical school graduates, including U.S.
citizens, snouvld be required by State licensing boards tc
take a special examination to demonstrate their clinical
knowledge and ability to solve patient management problems
and that those who pass should take a further practical
examination given by gualified examiners during which their
skills in history-taking, physical diagnosis, and clinical
judgment are diractly observed. AAMC noted that (1) such
examinations will, to a degree, supplant the lack of qual-
ity control in most foreign institutions and (2} graduates
of meritorious foreiygn schools should have little difficulty
in meeting those standards for clinical knowledge and the
clinical skills necessary for the care of U.S. citizens.

AAMC believes that our third alternative (see p- 54) is
based on the concept that the United States has an obliga-
tion to rehahilitate graduates of foreign medic¢al schools
who are deemed to have received an inferior education. How-
ever, AAMC believes thet the Urnited States has no ot:ligation
to remedy the educational deficiencies of foreign medical
school graduates and that expending scarce resources cannot
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be justified at a time when it is predicted the Nation will
have too many physicians.

AAMC also said that guaranteed student loan support and
VA benefits for U.S. citizens studying in foreign schools is
appropriate and that many students have undoubtedly benefited
from having had the opportunity to obtain their higher educa-
tion in other countries. However, AAMC opposes continuing
such support for U.S. citizens to study medicine abreoad in
light of the uneven distribution of U.S. citizens in a few
foreign medical schools and the growing recognition that U.S.
medical schools are supplying more than enough physicians to
meet the Nation's needs. Therefore, AAMC supports the Grad-
uate Medical Education National Advisory Committee's recom-
mendaticn that both State and Federal loan and scholarship
support for the study of medicine in foreign schools be ter-
minated for U.S. students entering such schools after 1980.

AHA

AHA agreed to work with the private sector and public
citizené”éttending foreign medical schools receive part or
all of their undergraduate clinical training in U.S. hospi-
tals. (See app. XXIII.) Moreover, AHA says that it has
addressed this issue:

"* * * Aware of the problems created by anomalous
loopholes in the screening of such medical stu-
Jents .nd the attendant threat to an appropriate
standard of patient care, the AHA Board of Trust-
ees took the following action in day 1979:

"To alert member hospitals and medical staif

members to the increasing number « £ requests

from U.S. students in foreign medical schools
for clinical clerkship positions in U.S. hos-
pitals; further,

"To urge that hospitals and physicians assess
most carefully (1) the individual qualifications
: and educational backgrounds of the prospeative
participants, (2) the quality of the educational
program at the iudividual's foreign medical
school, and (23) the relative value of the clerk-
ship experience to the participant, the hospital,
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and the public in reviewing such requests before
making the institution's facilities and staff
available for educational opportunities; and
further

"To reaffirm the American Hospital Association's
1976 Guidelines on Mutual Responsibilities in
Education Health Manpower."

We were advised that, in the debate that preceded adop-
tion of this motion, members of AHA's policymaking bodies
recognized the need for collaboration in solving a complex
problem and the need for those with legitimate interests in
setting standards for medical education to develop mechanisms
jointly while remaining sensitive to the individual's rights.

However, AHA recognizes that its hospitals are not in a
position to effectively make the careful assessments called
for in the May 1979 resolution since AIA stated, and we agree,
that "Individual hospitals are not equipped to determine the
quality of medical education but * * * hospitals have a
legitimate claim to participate in the process."”

AHA's views on the alternatives we identified for evalu-
ating the education and training provided in foreign medical
schools (discussed beginning on p. 52) were as follows:

“* * * the AHA does not believe the first alter-
native to be a plausible solution. The second
and third alternatives each have advantages in
that the second would introduce parity for all
medical students--U.S. and alien~-whether trained
abroad or within the U.S., and the third would
focus specifically on those stu-asnts currently
giving rise to the problam. We .0, however, ad-
vise caution with respect to the third sugges—
tion since in a climate of extreme Ffiscal
stringency and with a projected surplus of U.S.
educated physicians, the motivation to imple-
ment a new credentialing mechanism requiring
extensive collaboration will not be high. This
motivation mey be further reduced by the roecom-
mrndaticns expected to emanate from the report
to the Secretary of Health and Human Services

by the Graduate Medical Education National Ad-
visory Committee."
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AMA

AMA agteed with cur recommendation to participate, in
cooperation with HHS and others, in addressing the practice
whereby students attendir - foreign medical schools obtain
part or all of their undergraduate clinical training in U.S.
hospitals. (See app. XXIV.) AMA saw this as a valid issue
for concern and peinted out in part that

"In the United States and Canaca all undergraduate
medical education programs are accredited by a
single agency to ensure standards «f curriculum,
faculty, and resources as well as " assure the
student and the public that such s:.ndards are
met. The educational program is usually provided
in one defined geographic site under the direct
supervision of selected faculty and occasionally
zt a remote site also under the direction of full
time faculty. Clinical components of the curri-
culum are accredited only as 3 portion of the
whole program and not separately. The Liaison
Committee on Medical Education, the nationally
recognized agency for accreditation of programs
in medical education leading to the M.D. degree,
does not recognize programs in the basic sciences
alone unless the institution has established its
intent to provide a complete program. Nor does

it recognize clinical programs alone.

"The GAO report notes tha% there is a lack of
clinical facilities ax 2.l six schools visited
and that, to a great sziwnt, so called 'clinical
rctations' must be arraiged by the siudents them-
selves. These 'clinical rotations' are analogous
1n intent to the core clinical clerkships >f U.S.
and Canadian medical schools. Ths core clerkships
are, however, an-integral part of the U.S5. total
curriculum, usually its third yewr, and are moni-
tored by cara;ully c¢hosen faculiy of the school
and provided ir a medical care institution where
the educational programs fre supervised by the
schooil's faculty. During the fourth year or
final period cf an accredited program students
may be permitted to selent an elective course or
EX§FKIEHEE at another institution. In no case,
however, is fespan51b111ty for the studen
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educatior vested in another totally unrelated
institution.”

Cn the other ..and, AMA does not believe the Federai
Government should become involved in accrediting programs
or in establishing prerequisites for licensure or graduate
medical educztion in the United States because ‘adequate
safeguards already exist.

AMA pointed out, and we agree, that, since medical licen-
sure 1s a pur~ly State function, the competence and skills
necessary %o practice medicine are established by the State
llheng;ng authoriti.~ and are not in the direct Federal
Gemain.  According te AMA, no licensing jurisdiction allows
the practice of medicine without proof that an individual
meets its established criteria for licensure, and States
nave met this responsibility by accepting certain obhjective
indicators of competence, including p;ssage of the ECFMS
examination and completion of graduate m~-ical education.
Therefore, AMA concluded that instituting rfurther Federal
regulation is irappropriate because safeguards for licensure
to practice medicine have alreuady been established volun-~
tarily by the private sector.

AMA aaded that admission standards to graduate medical
education programs are determined by the program director and

med: zal staff to
program and that

we disadg:icee
BAL

st. HHS, i 1e
nar members of
oanglusions than

First,

as discussed in the report,

assure that the participant benafits from the
patients in the instituticns are protected.

with AMA that adequate safeguards already
Federation of State Medical Boards, and
the medical profession reached difrerent
AMA rvegarding this issue.

NEPME and AAMC have

previously raised questions about the adegquacy of the ECFMG

exam, bcth as a test of the readiness for graduate medical

educaticr and as
and welfare. We
that Sta+te

the quallty of edusatirn and
schools =and,
vided by the stadéant
are ellglm?a to tal

medical

dizad

health
34)

an adequate safequard of patients'
also point out in the report (see p.

licenzing bnards have no adequate way of assessing

training provided in foreign
t“crefmré, must rely on documents pro-
-n deciding vhether these applicants
the State licensing exam. We believe
dunte medical trainiang prcgrams are at

va;;nge in ﬂlSLﬂarClug the responsibility
wst hy AMA for

assessing whether a foreign-trained
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physician is properly prepared to enter their graduate mecdical
training programs.

Although each State :=- respcnsible for ensuring that pa-
tient care and safety are sufeguarded and :-hat those licensed
to practice medicine meet certain standards, the Fed.:ration
of State Medical Boards acknow'edged that no State medical
licensing board is in a positi”n to assess the quality of
education and training provide? in all foreign medical
schools. Therefore, the Federation established its own

licensing boards determine whether a licensure candidate who
attended a foreign medical school has had adequate training
ticnal qualifications required by t.ie relevant licensing
jurisdiction. ’

We did not recommend that the Federal Government assume
responsibility for program accreditaticn or licensure, as
AMA contends. On the contrary, the report recognizes that
this responsibility rests with otate licensing bodies and the
radical professioi- At the same time, however, we believe
Le. can and shouvld actively participate in these delibera-
tionsg pecause the judgments involved, which affect U.S.
zitizens as well as foreign nationals, will benefit from
public parcicipation, an open deliberative forum, and a

"~ .e .elationship to the public policy development process
{v -'nsure =qguitable solutiors that are sensitive to the
r- '35 and rights of all involved parties.

NBME

NBME said the draft report clearly delineates th-:
complex issues relat’'w to education in foreign medical
schools and the impl.ications this has for entry into the
U.5. educatic.nal and health care systen.. (Sese app. XXV.)

According to JME, the three options we prorosed seem
toc present mutual.y 2xclusive strategies icr evaliuating the
efducation and training received in foreign medical schools.
If sq¢, NBME said such an approach would -—ssent proilems con-
ceptually by not recognizing the clear ans distinct differ-
eiices in accreditstion functions and responsibilities on
the one hand, and assesging individual capabilities on the
other. NBME poiated out that thz accreditaticn process
assesses the quality of an education program or instituiion,
but it cannot assure the competence and capsbilities cf the

68



individuals participating ‘=~ that program. An examination
system, on the other hand, assesses the knowledge and capa-
bilities of individuals, but it cannot assure the quality of

the ecucational program itself.

While we agree that ideally both assessments are required
t¢: assure the qualifications and demonstrated competence of
physicians to provide health care to thre pubklic, accredita-
tion of foreign medical schools did not seem to be a viable
alternative for the reasons discussad ir the report. In any
event. we did not intend to suggest that each alternative
be viewed as mutually exclusive of the oth=rs, or that these
were the only options available.
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COORDINATING COUNCIL ON MEDICAL EDUCATION
AND ITS LIAISON COMMITTEES ON UNDERGRADUATE
AND GRADUATE MEDICAIL EDUCATION

The Cgﬁrﬂiﬁating Council on Medical Education (CCME) was
established in 1272 by five sponsoring medical organizations:
AAMC, AHA, AMA, the Amerlcan Board of Medical Specialties,
and the Council of Medica Specinliy Societies. CCME member-
ship is comprised of thrée representatives from each of the
five sponsoring organizations along with public ané Federal
representatives.

CCME is responsible for reviewing matters affe:ting all
lavels of medical education and recommending policies to its
five sponsoring organizations for their approval. UBDefore
matters become official CCME policy, they must be reviewed
and unanimously approved by its five sponsoring orgawizations.

As previously discussed, LCME is the «fficial acerad-

iting body for the educational program ileading to the M.D.
degrev and is recognized for this purpose by tha Department
of Education. '

The Liaison Committee on Graduate Medical Education
(LCGME) was es*tablished as (1) the accrediting body for
graduate medical education (residency) proyrams and (2)
the body to develop the most effective methods to evaiuate
graduate medical education, to promote its quality, and to
deal with other appropriate matters relatirg to graduate
medical education. LCGME began to function as the recognized
body foi accreditation of graduate méd ci.i education programs
on January 1, 1975. :

Policies developed by LCME and LCGME musl be reviewed
by CUME and have the unanimons apprcval of its five con-
stituent organizec ions.

ASSOCIATION 7 AMERICAM MEDI AL COLLEGE:

AAMC i+ omposed Df féﬁféséﬂi? ‘res of academiz medical
centers, tesching *. " pisals, and acai=ine snciletias. These
are tne principel insti utions and organicatiouns responsiblz

for educating physicians from the :ime they enter medical

70



APPENDIX I APPENDIX I

ool until they leave their formal training and assume
ofessional roles in the health care system.

AHA comprises more than 29,000 hospitals and individuals.
Its objective is to promote the public welfare by developing
better hospital care for all the people. Historically, it
hes been concerned with graduate medical education in its
desire to establish objective standards for hospital appoint-
ments.

Aill

RICAN MEDICAL ASSOCIATION

&

i

AMA has 172,)00 physicians in good standing in 55 State
associaticns. Among other things, it provides information
to members on national and State medical and health legisla-
tion, represents the profession to the Congress and Govern-
ment agencies, and cooperates in setting standards for med-
ical schools and graduate medical education training programs.
FEDERATION OF STATE MED-CAL BOARDS

Membership in the ederation of State Medical Boards
includes all State licensing boards. Among the Federatioesn's
purposes are to develop and improve the juality of licens.ing
examinations and to study, determine, advocate, and/cr advance
the adoption of adequate and uniform standards for licensure.
However, licensure is a legal function of each of the 50
States, GU 1, Puerto Rico, the Virgin Islands, and the Dis-
trict of C--iumbia.

NATIONAL SOARD OF MEDiCAL EXAMINERS

NBME was founded in 1915. Its membership includes re-
pre-entatives from the Federation of State Medical Boards
of "1e United States, AMA's Council on Medical Education,
AAric, AHA, Council of Medical Specialty 3ocieties, American
Board of Medical Specialties. tudent and housestaff Organ-
izations, along wit: public a : ‘ederal representatives.

NBME's purposes are to pr-epars and administer g.alifying
examinations of such high quality that legal agencies govern-
ing the practice of medicine within each &tate may, at their
discretion, grant successful candidates 2 iicense without
further exawination; to assist the State examining boarés,
medical specialty boards, medical schools, hospitals, aad
related medical organizations concerned with the educatiosn
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and qualifications of h. .lth persc nel; to advance the ef-
fectiveness of the evaluation of .aowledge, competence, and
qualifications in health-re.ated "ields; aud to prcvide
educational opvortunities for per 18 interested in evalua-
tion processe. .

NBME is not a licensing body. The individual States
have responsibility for determining who shall practice med-
icine within their borders and for maintaining high stand-
ards of medical practice in accordance with their own rules
and regulations.

UCATICNAL COMMISSION FOR
G

p

D
0

E : F
FOREIGN MEDICAL GRADUATES

ECFMG is sprnsored by i e Amevican "oard of Medical

Medical Education, the Federation of State Medical Boards
of the United States, and the National Medical Association.

Incorporated in 1956, the Educational “ouncil for Foreign
Medical Graduates began operation in 1957. The agency in-
itially served the public interest by verifying credentials,
evaluating educational qualifications, and conducting ex-
aminations to determine that foreign medical graduates were
ready to benefit from graduate training in the United States
and were qualified to assur» responsibility for the care
of patients _n those training programs. Later, it became
active in providing information atout training programs
and their requirements so that foreign medical graduatss
could select aducation programs best suited to their needs.

on June 30, 1974, the BEducational Council for Foreign
Medical CGraduates and the Commissiop cn Fcreign Medical
GGraduates combined to form ECFMG. T[he combined azency
identified the following as its missions: (1) provide in-
formation to foreign medical graduates regarding entry into
graduate medical education and health care systems in the
United S ates, (2) evaltate their qualifications for such
entry, 13) i’entify foreign medical graduates' cultural and
prof~ s3ional ne.ds, (4) assist in the establishment of edu-
cational policies and programs to meet the cultural and
professiorial needs of foreign medical graduates, (5) gather,
maintain, and di:cseminate data concerning foreign medical
yraduates, and (6} assist other individuals and agencies
concerned with foreign medical graduates.

o
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“PPENDIXES I TO VII

OBSERVATIONS AT FOREIGN

MEDICAL SCHONLS

Summaries of our observations on their medical educaticn
and training programs were seat on March 14, 1980, to each of
the foreign medical schools we visited. All schools responded
by June 2, 1980, :

Comments from all the schools have been incorporated
as appropriate and recognized in appendixes II to VII. Be-
cause the University of Central del Este was the only school
which dlsagreed with our observations, its comments are in-
ciuded in their entirety at the end of appendix II.
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UNIVERSITY OF CENTRAL 'L ESTE

O

MEDICAL SCHOOL

The University of Central del Este is on the southerﬁ
coast of the Dominican Republic in the old port city of
San Pedro de Maccris, appréximataly 40 miles east of Santo
Domingo. The university facilities w=ve scattered thirough=
out the city; however, . a central campus was under construc-
tion. Central del Este offars education in many fields,
inciuding medicine. Founded by Dr. Jose dazim, it enrolled
its first class in October 1370. At the time of our visit,
the total enrollment was about 12,000 students

The medical school at Central del Este began in 1972
and had an enrollment of about 3,000 stude:nts at the time
of our visit. About 2,200 (73 percent) of these students
were U.S. citizens. The medical school appeared to “rimarily
serve U.S. citizens who '+2re unable to secure admission to
U.S. medical schools.

Before 1975, U.S. citizens attending the medical s-hool
were mainly Hlspanlé and, according to university officials,
cnuld understand and adqut more easily to the local culture
Howzver, in 1975, the first influx of non-Hispanic U.S.
citizens began rnralliﬁg at the medical school. Dominican
government and health officials saw no need for U.S. citizens
to become practiring physicians in the Dominican Repubklic
and did not expect any of them to do so.

FACULTY

1 1%

Jlmost all of the approximately 150 faculty members
listed at the University of Central ‘el Este Medical Sc ool
were Dominicans. Most faculty membors had private practices.
Because physician income: in the Deominican Republic were low
by U.S. standards, many physicians supnplemented their incomes
through teaching.

Some students with whom we spoke reportad that profes-
sors often did not shew up or arrived iate for scheduled
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i Ures. 1/ In addition, teaching monitcrs were used fairly
ively for laboratory s=ssions. We were told that these
iduale were senerally senicr medical students, who were
bosition to help students answer specific questions.

The medical school did not have U.S. professors on its
faculty, and we were told the uaniversity did not have a visit-
ing professor program. Students tcld us thav., although many
medical sachocl professors were biiingual, English was seldom

spoken. Professovs were not required to do research.

We were tcld that, because of a recent fire at the school,
only six faculty personnel files were available for review.
Our chief medicai advisor reviewed these 6 faculty vitae as
well as 22 additional vitae that the university later mailed
us. Based on a review of these '8 faculty vitae, he corciuded
that must faculty wrre reasonably well ~ualified but that four
did not have gualifications for the subjauts they were teach-
ing. For example, an individual who graduated from medical.
school in 19°8 with no special training in rheumatclegy was
responsible for teaching that subject.

ADMISSION REQUI REMENTS

The medical school had an open admissions poliicy; almost
all who applied, Dominican or farelgn would gualitfy. 1In
fact, Central del Este advertised in U.S. nawspajers to at-
tract students. A university official told us *hey did not
have any formal contract agreements with student placement
agencies in the United States. However, this orfficial uoted
that four placement agencies advertised the madical school
"on their own."

Entrance a2xams or preliminary interviews were not re-
quired, but certain basic science courses (e.g., biology,
chemistry, and physics) were cffered before ite “:eginning
of the school year for utudents with w2ak scieace hank-
grounds. A Spanish ~lass wag alsoc offered for students
wlic needed to inprove their language proiiciency.

1/Ir commenting on our observations, the university said that

" absenteeism or lateness of professors is not as Lsd as the
repcrt makes it cut to be and that no schcol in the worlad
has 100-percent attendance of professers. They further
commented that the university deducts a: purticn of thw pro-
fegsors' salaries ~hen they are late or d¢ not appear for
classes.
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=

The medical school had different tuition policies for
Dominican and foreign students. Dominican students were
charged $50 per semester plus additional fees. Foreign
students (including U.S. students) paid a tuition of $1,405
per semester plus fees. We were told tuition was rais=d
to §1,655 effective in September 1979. According to univer-
sity officials, the main reason for the difference between
Dominican and foreign student tuition was because of the
Dominican students' inability to pay. Payment of this tui-
tion was required even while students performed clinical
clerkships in U.S. hospitals.

Additional fees required by the university included a
transcript fee ($3 per transcript) and a $400 thesis fee.
According to university officials, other fees can also be
assessed for such items as taking makeup exams or retaking
a previously failed course. We were told that, except for
tuition, fees were the same for all students.

CURRICULUM

The medical school curriculum consisted of a l0-semester
course of study. Each semester lasted about 4 months, and
three semesters were offered each year. The first six semesg-
ters essentially covered the basic sciences; clinical training
predominated during the last four semesters. During the 10
semesters, the subjects offered were similar to those at U.S.
medical schools. After the 10th semester, students were re=
quired to complete a l-year clinical internship. After this
internship, students had to present a thesis, following which
they were awarded their M.D. degrees. To practice medicine
in the Dominican Republic, a year of social service was re-~
quired.

The language of instruction was Spanish. The six semesg-—
ters of basic science instruction consisted of classroom ses—
sions. There were a few demonstrations and limited laboratory
practical work.

Many students dropped out or failed during the first
three semesters because of academic problems or difficulties
adjusting to the foreign culture and environment. Most text-
books used were written in Spanish, and many were translations
of American texts. Many U.S. citizens, for reference and
study purposes, also had current American texts.
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Clinical opportunities were severely limited, and stu-
dents were not exposed to patient care in many areas. Ac-
cording to U.S. citizens we spoke with, the extent of avail-
able clinical opportunities varied with professors and
resulted in no clinical training being available in some
areas because provisions were not made by the professor. We
were also told that most U.S. citizens attending Central del
Este sought clinical clerkships in a U.S. hospital, a prac-
tice allcwed by medical school officials. The school had no
affiliation, nor did the university pay U.S. hospitals for
clinical training. The university had no role in supervising,
monitoring, or evaluating this training. The U.S. citizens
sought out U.S. clinical clerkships on their own, often to
make up for a perceived lack of clinical training at Central
del Este. Students told us of instances where (1) they paid
the U.S. hospital for the training opportunity, (2) the
hospital allowed them to work for free, or (3) the hospital
paid the student. U.8. citizens not only sought U.S. clerk-
ships for their clinical training, but also attempted to
fulfill the l-year internship requirement after their 10th
semester in U.S. hospitals. Central del Este Medical School
officials accepted internship training based upon a confirma-
tion letter from the hospital that the student attended.

FACILITIES AND EQUIPMENT

The University of Central del Este facilities were located
in various parts of the city of San Pedro de Macoris. The
administration building, located in the center of town, was
a small converted store and served as the only administrative
building for the university. This building was obviously
inadequate for the needs of a student body of 13,000.

A central campus was under construction about 3 miles
from the center of town. However, some classrooms and basic
science laboratories were on the site of what will become
the central campus. '

Two classroom buildings, about 3 years old, were used
by all university students. There were also two laboratory
buildings used primarily by medical students. The laboratory
facilities contained separate rooms for microbioloc  bi--
chemistry, physiology, pharmacology, and patholoc - 1logy -
Equipment in the laboratories was extremely liri: Micro-
scopes had to be shared by many students, and no pathology
specimens were available at the time of our visit.
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The university had no medical library. University of-
ficials told us that the central campus under construction at
the time of our visit would include a new library/conference
center and a new administration building.

The anatomy laboratory and three or four classrooms were
about 2 miles from the central campus in the rear of the
Carl George Hospital. The laboratory contained ceramic tile
anatomy tables, had poor lighting, and was not air-conditioned.
There was no refrigeration equipment--cadavers were stored
in liquid tanks. The number of cadavers was limited, and
they were clearly very old, which made identifying nerves,
arteries, veins, and cther tissues quite difficult. Univer-
sity officials indicated that the anatomy laboratory would
remain at its present location and would not be moved to the
central campus facilities.

Students received some clinical training at the Carl
George Hospital. This hospital, built in 1935, was a trop-
ical non-air-conditioned facility containing about 200 beds.
The hospital was crowded, unclean in appearance, fly infested,
and had limited equipment. Much of the facility had been
converted to a geriatric center. Patient rooms were without
toilets, water, suction facilities, or oxygen outlets.

University officials stated that medical students would
be able to receive clinical training at the newly opened
social security hospital--Jaime Oliver Pino Hospital. How-
ever, at the time of our visit, students were not using this
hospital. The hospital, a new, 120-bed hospital with a
iarge o,utpatient facility, contained an X-ray department and
a laboratory with a reasonable amount of equipment for the
size of the hospital. Some of the laboratory's equipment was
automated. Patient rooms were well-equipped, and the surgery
and delivery rooms were modern.

U.S. CITIZEN INFORMATION

As of June 1979, about 2,200 U.S. citizens were attend-
ing the Central del Este Medical School. Many of the stu-
dents were Puerto Ricans or Cuban-born U.S. nationals; the
others were * o Bmecee =0 gtndents T ith were
predominat- - .+ and New Jeti

The ~«2ns indicated that i+ uy had attended col-

lege in ti .ced States and had relatively low grade point
averages. cwoust had tried to enter a U.S. medical school, and
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all seemed motivated to obtain a medical education. A few
had gone through placement agencies to gain admission to the
university, but most of the students we spoke with said they
had heard about the medical school through newspaper and
other advertisements. The U.S. citizens wanted to return to

the United States, receive licensure, and practice medicine.

University officials noted that, in the past, most U.S.
citizens who graduated from Central del Este were from Puerto
Rico. They added that about 350 North Americans had finished
their 10th semester of study at the university, but only 35
had presented a thesis and been given an M.D. degree at the
time of our visit.

About one-third of the U.S. citizens had received guar-
anteed student loans; a much smaller number received veterans'
benefits. ED confirmation reports were being received at the
university about 2 to 3 months after their effective date.
Reports, although updated by school officials, continued to
contain the names of students that the university indicated
were no longer, or in some cases, never enrolled. According
to v iversity officials, student confirmation reports and
other student loan information were mailed to the university
without instructions on how to complete them. They also said
that attempts to contact ED or VA for needed information had
been unsuccessful.

Effective August 31, 1979, VA terminated Central del
Este's eligibility because the university was unable to dem-
onstrate that it met VA's November 1978 comparability criteria.
(See p. 43.) However, a law suit was filed, and in March 1980,
the court ruled that benefits could not be terminated because
VA's new criteria constituted a regulation and VA had not fol-
lowed the appropriate procedures for promulgating such a reg-
ulation. As a result, VA educational benefits were reinstated
on June 10, 1980, and made retroactive to August 31, 1979.

Between 1976 (the first year students from the university
took the ECFMG examination) and 1979, the pass rate for U.S.
citizens ranged from 2 to 22 percent and averaged about 14
percent. In 1980, 764 U.S. citizens from the university took
the ECFMG examinati-n, and 208 (27 percent) passed.

Stué : 'ng coached in preparation for the ECFMG
examinatic ‘e of our visit. The Rector of the
university ... . t =ach year the Director of Medical Edu-

cation at St. Barr ras Hospital, Livingston, New Jersey, visits
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the university with a group of professors from different U.S.

universities to conduct such a course for seventh through
ninth semester students.

COMMENTS BY THE MEDICAL SCHOOL

The University of Central del Este, in an April 10, 1980,
letter ;/ took issue with a number of our observations but
seldom categorically disagreed with what we said. For example,
in response to our discussion of the limited number and age
of the cadavers at the school, university officials commented
that it was fairly easy to get cadavers in the Dominican
Republ_c. However, they did not say that they had acquired
any additional cadavers. Likewise, they commented that, al-
though we did not see many instruments at the university, this
did not mean the university did not have them. They said that
"* * * professors in the labs put away all the instruments,
samples, microscopes, etc., therefore they leave nothing out-
side * * *." We saw the eguipment when the Rector of the
university and or the medical school Dean took us on a tour
of the school's facilities (see p. 78), and neither the Rector
nor the Dean told us that the reason we saw only limited
equipment was because it had been put away.

Following aregadditicnal university comments and our
responses:

~=The university said that its professors "* * * zre
all specialists in the areas they teach, * * * "
We were told, at the time of our visit, that only
six faculty vitae were available because of a recent
fire. oOur chief medical advisor reviewed these 6
faculty vitae as well as 22 additional vitae that were
later mailed to him. Based on a review of these 28
faculty vitae, he concluded that most faculty were
reasonably well qualified but that 4 d4id not have
qualifications for the subjects they were teaching.

-~The university said that at present it has a very small
library and that three projection rcvoms and audio-
visual aids have been introduced in a great number of
the faculty classes. At the time of our vi=it, there

1/The response from the University of Central del Este in-

"~ cluded the joint comments of the Rector, President of the
Superior University Council, and the Dean and Vice-Dean
of the medical school.
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was no medical library and the limited audiovisual
aids were intended for the entire university.

-—-The university said it had 42 anatomy tables where
eight students can work on a cadaver and that there
are cadavers for each table. At the time of our visit,
however, we saw only 22 tables and not enough cadavers
for each of the tabies. 1In adcition, the cacdavers
we saw were in such condition that identifying nerves,
arteries, veins, and other tissues was difficult.

==The university said that 100 percent of the foreign ..
students who graduated from the university passed their
revalidation examinations or obtained their licenses
in their countries of origin. However, in 1978 and
1979, when asked by VA to identify U.S. citizens who
had graduated from the university and obtained licen-
sure in the United States, the university was unable
to do so.

--The university said the only teaching monitors they
use are top students, who only give explanations on
lab techniques and then only with the professor
present. This is contrary to (1) what we were told
by students and (2) our observations--we saw a student
monitor teaching without a professor present.

--The university pointed out that the - © rixth
semester courses require students t: 1
visits. School officials said that e
sixth and seventh semesters, students serve in neigh-
borhood clinics run by the university. Students
told us, however, that the extent of clinical train-
ing opportunities varied with professors and, because
some professors made no provision for clinical train-
ing, there was no opportunity for clinical training in
some areas. The university also said that, contrary

to our report, university stu” ~ts interview patients
and even gave their o ‘ni znding physician
regarding the treatmen < kulle. 4, which they had
heard was not done “n 1i +d Staces. Fi:st, we
made no observation or . . regarding university
students interviewing patients and giving their opin~-
ion regarding treatment. Second, taking a history

and physical, and discussions with medical school
faculty concerning patient diagnosis and treatment,

is routine for U.S. medical school students.




The university also pointed out a number of changes which
it said have occurred since our visit, including the following:

--The university has contacts with several U.S. hospitals
where students can go for their "internship" before
graduation.

--Students from the university are now using the new
social security hospital.

--A new, 300-bed public health hospital is being built
which will be a university hospital under the joint
administration of the university and the country's
public health agency. Accardlng to the university,
the facility of this hosrnital will be used for treat-
ment and education.

In addition to the above changes, the university also
submitted to us a list of visiting professors who came to
the university from the United States and Latin American
countries to give lectures on various subjects. We assume
that this list was intended to demonstrate a change which
occurred since our visit because we were told by the reg-
istrar that they did not have a visiting professor program.
(See p. 75.)

We did not verify any of the changes the univer v
said it made after our visit.
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fnivers dad Yentral del Gste
~-RAE-

Bin Pehrs i Mueais=- Repibliee Pamtuicann AF"LLE 10 ¥ 1980

Mr. Robent'W. Wilson

Team Leadex , 7
United States Generwl Accounting 0ffdce
Waahingfon Reglonal Office

441 G Stree? N 5&h Floon

.Washingdon, D.C. 70548, USA

Dean Mr. Wilacon:

Thank you fon sending us a copy of the daaft repes +ith youn Letlen of
Maxch 14, 1980, which we recedved through fhe Amens “onsulate in
Sante Domingo on Maxch . 1980.

Eacfe ¢ doa ycu and ihe other membens of the L. .m <4 our sfatement and
commvn e on your droft azpont,

We frust that when the final nepont is <Lssued we will neceive a copy
for oun receads.

1§ we can g{ve yru any addi{tional information please fel us hnow.

Sincenely,

DPn. 1048 E, Hazim
7 Rec:
JEH owh

eHTA,

ERIC

Aruitoxt provided by Eic:
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Hniversidad Tentral del Gate
~0AE-

Zau Proien ks Bucacls - Rephblies Daniuizans Ap}“ji 10 ] 1980

Tnis will consiifufe an answen fo the diaft nepoat necedved from GAD thnough the Amenican
Consulale in the Domindican Repubfic, on the visit made to Univeas{dad Centraf def Eate 4n
July 1979.  The comments appearing befouw ane the ioint comments of:

Pr. José E. Hazim , Recton

Drn. Josf A, Haz.m, President, Superion University Councif

Dn. Juan A. S{fva S., Dean, Sch of Meddcine

> Juan Musa, Vice-Dean, Schoof of Medicine.

We wew  Idke fo make a small change {n the dates shcwn in the nepont,:s the
begir: ing of Univernsidad Centnal def Este was October 1970, but the Schoof of Medicine

{tself onby :ianted (. 77,

When the GAO commission visited Univensidad Centraf drf Este it had a mrmben f
Atudents negistered of 13,000, the numben has now passed the 15,000, When the GAQ commission
was here approximately 2,200 wene fonedgn students of these onfy about 8§00 were hon in the

USA,the nest was divided evenly between Pueato Ricans, naiuralized USA citizens and othens.

Regarding the absenteedism ox fLateness of the professons this (s not as bod as the repont
makes {1 out to be. Nowhexre in the world {s there 100% attendance of professons and as in
UCE wn contret attendunce and the Lateness of any phogesson,we state again fhis L& not as
prevalent as the xepont says. Whewever a professon does not appear fon classes on is Pate a
pordion of his safary is deducted, for this neason afone absence fraom classes (s noi aa
comrion.  Some sfudents noit passing their counses will find fauft and quoie cases only
exiating {n theirn activ: imaginations,

The monitors we do use are students, only top students, fon the fab classes and
not fox the theory pant of the subjects. These monitons only give explanaliczs on fab

techniques with a professon present, never with the professon absent.
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Lniversibad Gentral el Gsie

-1d6E-

Han Grbes br Havaels: Brpiblica Bemuicnss

"% Schoof of Medicine (n the Dominican Repubfic of counse

United States and from other Llatin

Am. cicar. countrdes and give Eectunes on

= 7 -

We have visicing projessons whe come to the Undversaity facm the

2o vun medical students, we £is5t befow most of the visi{ting professors and fectutcra:

Dn,

D,

Dx.

Theodore H. Mitlen

Francia A. Beneveuts

Abdof H. Tsfami

Dha. Marda Thereza Dantas
Loures da Coata

Dn.

D,

Dn.

O

ERIC—-

Aruitoxt provided by Eic:

WiLliam R. Befl

. Jack M. Boweaman

Tah-Haiung Hsu

Cantfos Dante Henedia Garcia

Surgeon, St. Bannabas Hoapital
Preveousfy Head of Surgery at Uemofial SCvan
Keitending Hospitaf, N.VY.

At present Consuftant at Memondial-Sfoan Ketterdng

nofogist
Past Head of Unclogy of New York Hoapital
and New Yoak Medical Schoot
also Pofuelinic and French Polyelinic Hospitals,
New Yonrk

Sunrgeon,
Dingcton Department of Meddical Education

Presdident, Medical Stadf, Saint Barnabas
Hospital, Livingston, N.J,

Palcofogist

Coordinaton {n charge of Psico-profifactic
Sungical Equipment at fhe Municipal Hospital
in Rio de Janeino, Brazil

Assucdate Professon of Medicine
Hematology Diviadon 7
Johna Hopkins Hospital, Baltimone, Md.

Asdociate Professor of Medicine
Radioclogy DPepartment
Johns Hophina Hospital, Baltimone, Md.

Associate Professon of Medicine
Endocrinofogyy Divisden

Johns Hophins Hospital, Baltimone, Md.
Ophthalmologdst

Professon at the Clindica e Instituto Baraquehr
Bancefona, Spain
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Da. Ramon M. Suatez C. Candirfvgast
Mayaguez, Puenio Rice

Dx. Adolfo Penez Comas Endoetinolegist
Mayaguez, Puenfo Rico

Dn. Rafael Diaz Martinez Pneumofoaist
Mayaguez, Puente Rico

Dra. Angefa Raminez Inizanny Pfastic Sungeon
Mayaguez, Puexte Rico

Dn. luds Toraes Surgeon
: San Gexman, Puento Rico

Dn. Hecton Ontiz Sambolin Traumatologist and Oni- wdic
Mayaguez, Pueatn Rico

Dr. Paul E. Kindy Thaumatologist and Onthopedic
Mayaguez, Puerto Rico

Dn. Ramén D. Acosta Radiologist
Mayaguez, Puente Rico

Dra. Aeacia Mercedes Pediatrceian
Dominican Repubfic

Pra. Consuelo Mendoza Pediatnician
Pominican Republic

Drna. Maria Vargas Pediatrician
Dominican Repubfic

Dn. Bdo. Sanchez Martine:z Pediatnician
Domindcan Republic

Dr. Marcos Diaz Pediatnician
Dominican Repubfic

Drn. Homeng Rivas Pediatrician
Domin{ica. Repubfic

Dra. Angelica Flonen Ped{ainician
Domindecan Republic
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Antondio Chave:z Penez
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Manuef C. D{az Baez

Richando R. Rodriguez

Eduanrde Coll Garcia

Felix Puchufu

Enrnique Pimentef

Josefina Salas M,

n. Ludis 1. Candonnet

Franeois Xavien Bourdeau

Mximo Ruiz
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Trofesser of Paddiatndes

Univeradidad Autonema de Mexd{ce

Head of Mediedne o5 the Peddatnics Uni¢
c4 the General Heospctaf of Mexdce

Ped{atnics Professor of

Pediataics Institute of Mexice

Head of the Nutaition Deparntweni of
the General Hoapital of Mexico

Coordinaton of the Cicles 1X and X

of Univensidad Autonoma de Mexdeco
Professon of Pediatnics of Univensidad
Autonoma de Mexdicu

Endoeninofogiat
Domindean Republic

Endoerdinologiat
Domdindean Repubfde

Endocninofogist
Domindican Repubfic

Endrocainologist
Domind{can Republic

Endocninofogisd
Dominican Repubfic

Endrocninologist
Domindean Republic

Endocrinofogist
Dominican Repubfic

Endocninologist
Dominiean Republic

Endoendinologist
Dominican Repubfic

Endocrinofogist
Dominican Repubfic
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Endocainologist
Dominiean Tepublic

Endocainologist
Dominl{ean Repubfic

Endochinologist
Domindean Repubfic

Endocrinologiat
Argentina

Endoeninologiat
Dominican Repubfic

Endoendinologlst
Dominican Republic

Endocninofogist
Domisnican Republic

Endocrinologiat
Doménican Repubfic

Endocrinologiat
Dominican Republic

Endocainofogiat
Spo.in

Endocrinologist
Dominican Republic

Endocninofogiat
Venczueda

Endocrinoleglal
Araenting

Nephrologist
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Medical Directurn of Mid Atfantic Nephavlogy

Centen Lid.

Profesdson of Tnfernal Mediedine of

Geongetoun University Medical School

Washington, D. C.
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Dra. Marlanela de Aniza Prof, Pediatnics
Univensidad Centnal def Este and
Und{versidad Autonoma de Sante Domingo
Damdindiean Repubfic

Dn. Wikliam Hantringten Emeni{tus Profesdon of the
University of Miami and Dinectox
of Med{cal Deparntment af same

Dn. J. Bocles Titular Prodesson of Preumopathofogy
. Univeradity of Miam{
Dn. José G. Sobd Cancer Speciafist and Radiofog(st
Tnves tigaton

Pominican Repubfic

Bescdes every year Dr. Abdof Tsfami, Director of Medical Education of St
Barnabas Hospital, Livingston, N.J. viaits oun University with a ghroup of professons grom
different univernsities {n #he Undited States and they conduet a ccutse fon the 7th, §th, 9th
and 10th semesten students preparatony fon the ECFMG examinatien. This counse Lasts six
weaks,

The professons we have <n oun Undiversity ane all specialists in the aneas they
teach, all ghaduates who have taken thein specialties in the Deminiean Repubfic as welf as
othen countries such as USA, Mexico, Rusia, efe. (e are afways thying to improve pun
Leaching staff and raise oun educational Level by helping cur professons to obtain up to
date huuweedge and teaching aids.

0f counse (n our country the alasses are (n Spanish, this (5 oun Langquage and
Engldish <4 only secondary, though a Lot of aé@ peopla kaote English.

1L (s an nternal policy of Universidad Central del Este te affcw anyone who

§<&€s oun nequinements fon admission and want to negister to do so. The qneat majordity
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0f our foredgn students have alrcady taken college courses completing the pre-med, those who
do not have the complete pre-med must take the subjects they axe missing and in some cases
they ane allowed to take some subjects grom faculty with those from college, only when those
subjects from ccllege are not pre-nequisites to the faeulty subjects.

Students that have tcken only high schoof wmust ennoff (n oun lindvernsity College on
Pre-bed, this (s compulsony. 1§ a student has passed zthe pre-med in his own country he
has had an entrance exam {n his country.  Thacugh the yeans we have found out that entranec
exams do nod serve the punpose they are (niended fox. We do have entrance exams fon the
Undiversity Coflege oA Pre-Med,

Spanish &8 a compulschy fanguage, and when the student xegistens he is waaned that
alt facufty cfasses are conducted 4n Spanish and (f they not know the Language they wil not
be able to follow the classes. The student {4 given the oppentunily to come to the
school knowing Spanish which they can take at home, on they do so (n San Pedre de Macorcs
whene thene are three school specializing (n teaching Spanish to the foredign boan.

The currdiculum of our medical school (s made up {n such a way that the clindical
fraining starls from the 6th semester, ‘lodical Semiofogy and Onthopedics and Trumatology
both ‘tequine hoapital visits fer the students.

In the 6th and 7th semestens the students must seave the community unden the
dupervision of a Licensed physician in neighborhood elinics nun by the University. The
dfudents do finat on prima-ny tevel work such as vaceinations, epddemiclogy neponts, contact
with the nelghborhood famifies to acquaint them with health probfems. We ane sure that

elinical training fon studetns (n this country {4 mone headify available than (n the USA,
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When they neach the 10th semester and within the clinical taaining some students
are selected fo serve (n a runal efinic duning § weeks for id houws a day, unden the
supeavision of a Dominican physicdan.

Contrany fo what the neport says the students have the opporlunity to Lnterv{ew
patients and even give thein opinion tv the attending physician neganding the treatment fo
be fjollowed, wz heand that this (s not done &n the USA.

Many students {f they spend thein free time in the United States in clenkships,
48 to become acquainted with the Amenican methods, but they do not get any credit fon theae
clenkahips, and most of the studnets do these in an effort to aet money to pay for thein
dtudies,

Universidad Central Del Este has control overn the inteinships students do in the
Dominican Republic as the students are under the supervision of a Licensad physician of
the depantments and these phycians have the approval of the hospitals. As far as intean-
ships in the United States on the student's country of onigin, the control <s that the
éeaiiﬁigateé they necedive are signed by the heads of the depattments 0f a hecognized hospital
these signatures are notarized and Legalized by the Dominican Consulate in the couniny.

The foreign students can do their inteanship in the Dominican Republic, but the great majonity
0f them prefer to neturn to thein own countny.

At present we have confacts with several hospitals in the United States that
have had students from UCE and now they have offered to recel{ve more students tfo do thein
internships, it is standand procedure that a hospital wil not set up any confacts ok offen

{0 receive Mudents from a Univerdity until they have had expeaience with theix students.
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We have also neceived offers from hospitals that have openings fon nesidencies <n various
branches, again these centacts ane nesults of experiences with ouwr students doing theix
internships before graduation.

The nepont tafks about the faci€ities 4n the Univers{ty campus. The University
at present has 3 buildings fon classrooms and various Labs for medicine, dentiathy and othen
schools of engineerning. The Rectory building (administration) wile be gindished in three
months, the Librany will be finished in Cctober. At present do have a very smafl Eibrary

4t has 5,000 volumes {n a very smalf space, but {1 is availabfe to all students. The new

The University has 3 paojfection rooms and audio-visual aids have been ntnoduced
n a great numben of the classes {n all faculties.

The fact that the GAQ commission did not see many <nstruments dees not mean we
do not have them. The professors in the Labs put away all the én-.':-iiuméﬂ»té; samples, mi-
choscopes, ete. therefone, they Eeave nuthing outside, fotlowing oun instructions.

It 4s thue that the Lights were poon «n the Anatomy Institute when the GAO
conmisaion visdited L&, this has been remedied 80 has the aixn conditionen. Except that
our couniry as the nest of the wenk {8 suffering from a shontage of odf and we are in
an engrgy preservation plan, wh.{ch means that when a classroom {4 not {n use (it abao
goes fon the fabs and (nstitutes) the aix- conditioners ane tunned off, the Lights are
eithen dimned on tunned off. Fon the same reason the preservation of the cadavers (4 in
foamalin and not 4n refrigeration. Oun (nstitute has 47 tabfes where § students with
a profesdorn can work on a cadaven. We have cadavers fon each one of the tables, however,

these cadavers ane not taken ouf unless it {4 forn clasdes,
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As a matten of (nicwmation <{n the Dominicar Republic it is still fuinfy eusy to
get cadavers so that we have oppontunities fo get fresh cadavens for our medical sfudents’
use {n classes.

The GAO commissdicn pointed out that. the Anatomy Institute was ? mifes from the
school, this as faxn as we are concerned <4 an {deaf Pocation as UCE (s now sediing up
an Oncological Hospital and an Anatomy museum {n the same area- as the institute.

The new Suedaf Secunity Hospital Dn.Jaime OLiver Pino {s now being used by cun
students as well as usding the Dn. Canb Th. Geong. We must disagree with the nepont of
GAQ about the rodiology facilities at the Social Secunity Hospital, this hospital has
X-Ray equipment <n af the sungical nooms, the urology and orthopedics examination hooms,
the {nteanal medicine Examininé aoomy. 1t also has a complete nadiofugy depantment with
foun (4] Eaage X-Ray Units. ’

We must also disagnee with t'ie nepent regarding the  faboratony this hospital
has, the one {t has is well equipped and capable of all types of tests.

-Sajﬁ Pedno de Maconis will have another hospital in 1980, a 300 bed facility being
0f the University and Public Health with alf the facifities fon medical attention and education.

The enlticisemo that the Dr. Cart Th. Geong Hospital (4 ofd and has no facibities
for oxygen and suction cdn be made about o great many othen hospitals <n other parts of the
wornld, as you know (& {s veny costly to add up to date facifities to ofd hospitals. The
patients do not suffen as whenver they need any procedure calling for oxygen oa sucticn

they recedive {f.
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A final comment we would Like to make (s that 100% of the foreign students that

obtained thein fLicenses in thein countnies of onigin. When we talk abcut graduates we

mean those st nts that have cbtained thein MD degrees at UCE,
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UNIVERSITY OF NORDESTANA

MEDICAL SCHOOL

The University of Nordestana was founded in March 1978
by a group of people that included the former Vice-Rector of
the University of Central del Este, businessmen, and clergy-
men. The university is in the northeast part of the Dominican
Republic in the city of San Francisco de Macoris. The univer-
sity was recognized by the Dominican government in July 1978,
and is a nonprofit private institution. Classes commenced in
September 1978 with 204 students, including 10 medical stu-
dents. By the time of our visit, enrollment had increased to
850 students, including over 300 in the medical school. About
240 (80 percent) of the medical students were U.S. citizens,
and mecst had previously attended the University of Central del
Este Medical School. Univers:  facilities consisted of a one-
story building in the cent - 0. :r= zity, which included both
classrooms and adminisirative offices.

Many of the Nordestana students attributed their trans-
fers to displeasure with Central del Este administrators and
faculty. Another possible reason appeared to be the arrange-
ments Nordestana had made for U.S. citizens to return to U.S.
hospitals, after 2 years of study in the Dominican Republic,
for clinical clerkships. '

Officials in San Francisco de Macoris were pleased with
the presence of U.S. citizens at the medical school because
of the revenue brought to the city. However, Dominican
Republic government and health officials said that, although
there were not enough physicians in their country, the large
number of Dominican students in the country's medical schools
would create an oversupply in the future. Therefore, there
was no need for U.S. citizens to become practicing physicians
in the Dominican Republic.

ADMISSION REQUIREMENTS

The Nordestana medical school's admissions policy was
the same for both Dominican and foreign students. The re-
quirements included a high school diploma and two semesters
of premedical background sciences (biology, chemistry, and
physics). University officials said they also plan to require
an entrance examination. Once enrolled, both Dominican and
foreign students must take Dominican history. According to
university officials, transfer students would no longer be
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ning with the fall 1979 semester. We were advised that the
university had no affiliations with placement agencies at
the time of our visit.

accepted into the medical school with advance standing begin-

Tuition at the Nordestana Medical School was about
$1,300 a semester for foreign students and $60 a semester for
Dominican students. Tuition increased to $2,550 a semester
when students took clinical clerkships at hospitals in the
United states. University officials told us that the increased
tuition covered the cost of obtaining and maintaining the
arrangements with U.S. hospitals. Additional fees assessed

by the university included $129 for each course repeated,

a $20 to ©30 graduation fee, and a $650 thesis fee. The med-
ical school offered scholarships rangirg from 25 to 100 per-
cent of the cost of tuition to the top eight students of each
semester's class. Dominican and foreign students competed

for scholarships based on academic standing.

CURRICULUM

The requirements for graduating from the Nordestana
Medical School and obtaining an M.D. degree were the comple-
tion of a l0-semester curriculum and a l-year internship
program and presentation of a thesis. The first six semes-
ters involved basic sciences, with all instruction in Spanish.
Course requirements were similar to U.S. medical schools, but
the courses were primarily lectures with minimal laboratory
sessions or demonstrations. Students primarily used lecture
notes for study, and some U.S. citizens used American medical
textbooks for reference.

Clinical studies were taken during the 7th through 10th
semesters. Students had the ortion of taking their clinical
studies in hospitals and clirics in San Francisco de Macoris
or working in a U.S. hospital as part of a clinical clerkship
program, without any monitoring of that training by Nordestana.
Students electing to take their clinical training in the United
States must return to Nordestana at the end of each semester
to be examined by university professors. According to univer-
sity officials, an evaluation of the student's performance
would be received from the hospital. Clinical facilities were
very limited in #he San Francisco de Macoris area, and most
U.S. citizens planned to take their clinical training in a
U.S. hospital. At the time of our visit, only 30 students
were enrolled in the clinical semesters and none were beyond
the eighth semester.
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Once the clinical semesters had been completed and before
award of the M.D. degree, the student was required to do a
l-year internship. As with the clinical training, U.S. citi-
zens were allowed to perform this internship in a U.S. hos
pital. To practice medicine in the Dominican Republic, 1 year
of social service was required.

FACULTY

University officials said the medical school had 30 to
35 faculty members. Six faculty members were full time: the
others taught part time and also had a private medical prac-
tice. About half of the faculty lived in the San Francisco
de Macoris area; the rest came from Santo Domingo (about a
2- to 3-hour drive one way).

According to university officials, each professor was
encouraged to publish articles or books in his field. Many
faculty members had received specialty training in the field
in which they taught, and a few had received postgraduate
medical training in the United States. No U.S. professors
were on the faculty, and the university had no visiting pro-
fessor program.

We requested additional information on the qualifications
of the medical school faculty members, but it has not been
provided as of November 1980C.

FACILITIES

Nordestana Medical School facilities were in the center
of San Francisco de Macoris in a renovated, one-story building
that contained both classrooms ard administrative »ffices.
The 130-year-old buvilding contained six classrooms with seating
capacities ranging from 20 to i00 students. These classrooms
were for students from both the medical school and other cur-
riculums. Classrooms were separated by partitions: however,
partitions did not extend to the ceilings. Administrative
offices for the entire university were also in this building.

The medical school was affiliated with one Dominican
Republic hospital--St. Vincent de Paul Hospital. This was
‘where all clinical training in the Dominican Republic was
received. St. Vincent de Paul Hospital was about 27 years
old and contained 300 beds. There were 60 physicians and
45 nurses on the hospital staff, and equipment was minimal.
The hospital did not have air-conditioning, even in the
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operating and emergeiicy rooms. Flies and other insects were
noticeable everywhere:.

Laboratories for the medical school were located at the
hospital and included only microbiology, histology, and hema-
télagy. There was no equipment for histology and only three
microscopes for each of the other two laboratories. In addi-
tion, there were no cadavers for anatomy, although hospital
officials stated that cadaver refrigeration equipment was
being built.

U.S. CITIZEN INFORMATION

Most U.S. citizens with whom we spoke had previously
applied to medical schools in the United States but had been
denied admission, primarily they thought, because of their
low grade point averages. U.S. citizens appeared highly mo-
tivated, and all desired to Pfactlce medicine in the Uniteqd
States. :

Most of the U.S. citizens were en:iolled in thz basic
science semesters (one through six) and only a few in semes-
ters seven and eight. .Of the latter, some were studying in
the United States on clinical clerkshlps, while others were
ébtaiﬁlng their clinical experience in the St. Vincent de
Paul Hospital. No students were enrolled beyond the eighth
semester, and no one had graduated from thé medical school
at the time of our visit.

Many U.S. citizens said they had received either guar-
anteed student loans or VA benefits while at the University
of Central del Este but had given them up to come to Nordes-
tana. Hdowever, we found that several students applied for
loans to attend Central del Este and, apparently after the
loans were approved, transferred to Nordestana.

University officials salid they had contacted ED and
VA for approval to have the U.S. citizens receive guaranteed
student loans and/or VA benefits. However, at the time of
our visit, no approvals had been received.

U.S. citizens at Nordestana first took the ECFMG ex-

amination in 1980. During this period, 37 U.S. citizens took
the examination, and 11 (30 percent) paused.
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COMMENTS BY TJE MEDICAL SCHOOL

The Administrative Vice-Rector cf the University of Nor-
destana said in a May 23, 1980, letter that our observations
accurately reflected the situation at the time of our vi.:it.
However, he pointed out that the university's administration
has changed and that the new administration is trying to
make an "authenic" university. University officials said
the new Rector has a goal of providing quality education in
an atmosphere of discipline and honesty. He has obtained a
donation of land from the Dominican government for a new
camPus. He 15 alsa explarlng the pgsslblllty of an afflll,

axchange of studénts and tra;nlng Gf pe:sannel.

Spec f'cally, the university pointed out a number of
changes which it said occurred since our visit, including
the following:

—-In the near future, transfer students will not be
accepted into the medical school with advanced stand-
ing.

==Tuition will be $1,550 a semester when students take
clinical clerkships in U.S. hospitals.

--The practical portions Gf caur
extensively with the addi
teachers.

es are being expanded
f new equipment and

Q \m

hool~appointed coodinators in Miami, New York, and
lerto Rico will monitor clinical training for its
students in U.S. hospitals.
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whom 22 are on a full-time salary basis. Most of
these are residents of San Francisco de Macoris and
also work in the hospital and have private practices.
There are 14 professors who live in Santa Domingo who
teach mainly subspecialty courses.

--The medical school row has 43 faculty members, of

--The university now has three buildings--one for the
Faculty of Engineering, one for the Faculty of Agro-
nomy, and one for the Faculties of Medical and Busi-
ness Administration. The building used by the Faculty
of Medicine has been renovated and new classrooms
added.
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--The hospital operating rooms are now air-conditioned.

--Laboratories for the medical school are located in
the hospital and now also include parisitology,
physiology, and pathology. The school recently
acquiﬁed eight additional microscopes and has bought
microscope slides and will do so on a regular basis.

--The university has acquired several cadavers and built

a facility with four dissecting tables and a capacity
for preserving 24 cadavers.

We did not verify the changes described above.
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ST. GEORGE'S UNIVERSITY

SCHOOL OF MEDICINE

St. George's University School of Medicine was founded
as a for-profit institution in January 1976 by Charles Modica,
former admissions director of the University of Central del
‘Este Medical School. Upon leaving of Central del Este,

Mr. Modica was commissioned by a number of U.S. physicians

ta stuay the pDESiblllty af establlshing a medical school

who were unable to abtaln adm:ss;cn to U S. medical schools.
As a result, he established a school of medicine near the
city of St. George on the island of Grenada, the southernmost
of the Caribbean Windward Islands. Additional medical schonl
facilities are located on the neighboring island of St.
Vincent. The university's administrative offices are located
in New York City. :

St. George's University is primarily a medical school
and offers limited curricula in other fields. The medical
school primarily serves U.S. citizens who have been unable
to secure admission to medical schools in the United States.
Grenadian health officials saw a need for more physicians
on the island, but did not see the medical school filling
this need. None of the U.S. citizens with whom we spoke
planned to practice medicine in Grenada. However, university
officials said they Plan to require all students to provide
some medical care services in Grenada for one semester, thus
contributing to the island's available medical care. Further,

each year they were enrolling a few Grenadian and Vincentian -
students tuition free.

At the time of our visit, about 800 students were enrolled
in the school of medicine. About 710 (90 percent) were from
the United StatESE—gklmarlly from New York and New Jersey.
Students were enrolled in the first six semesters of the
school's nine-semester program; none had graduated from *the
university. '

ADMISSION REQUIREMENTS

The school of medicine had no formal admission requ;re—
ments. Unlve:s;ty officials told us that admission require-
ments for U.5. citizens are generally a ccllege degree, ac-
ceptable scores on the standardized test (MCAT), and an inter-
view with university staff. We were advised that some students
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were zallowed to apply with only 3 years of college, but this
was rare. , No entrance exam or language requirements were
imposed, and we were advised that no placement agencies

were affiljated with the university. All application and
admissions processing was performed at the administrative
nffice in New York City. University officials said they
raceived between 1,500 and 2,000 applications for enrollment
into the medical 3schocl each semester, primarily from U.S.
citizens. About 800 of the applicants were interviewed in
five locations in the United States, and 150 were selected

by an admissions committee that met in New Yorit and Grenada.
We were told that U.S. students selected for admission tended
to have abcve-average scores on a standardized test, and
grade point averages ranging from 3.0 to 3.7. According to
the Chancelior, the final zelections are made by an admissions
committee which meets in Grenada and New York, and selections
are made in consultation with the Vice Chancellsr and the
Dean of Faculty. The New York office was alsc responsible
for appointing faculty and purchasing equipment and supplies.

Tuition at St. George's was $2,850 per semester; it was
the same for all students, except for the few local students
who paid no tuition. Additional fees imposed by the vniver-
sity included $45 for application, $25 for incerview, $500
per semester for the dorm, $620 per semester for the meal
plan, $100 per semester for air-conditioning, and $150 to
5210 for books. In addition, students incurr :d annual living
and transportation expenses ranging from $5,000 to $6,000.
CURRICULUM ‘

The medical school program was nine semesters long cover-
ing 4-1/2 years; teaching was entirely in English. The first
four semesters covered the basic sciences and included pre-
clinical subjects similar to those taught in U.S. medical
schools. 1In addition, students were exposed to a course in
physical diagnosis and another entitled an introduction to
clinical medicine. Current American medical texts were used,
and exams were given each semester. Instruction was by lecture
and laboratory demonstrations, and all basic science classes
were held on campuses in Grenada. University officials said
that students used the St. George's General Hospital for
physical diagnosis and patient histories.

The fifth semester of study was taken on the island of
St. Vincent at the Kingstown Medical College. There, stu-
dents were introduced to clinical rotations, which included

lectures in each of the five major medical areas (medicire,
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surgery, obstetrics/gynecology, pediatrics, and psychiatry)
plus working with patients at the Kingstown General Hospital.
The lectures were conducted by visiting professors from the
United States and England who spent 2 to 3 weeks teaching
students the major clinical subjects. While at the hospital,
students worked under the general supervision of medical and
surgical registrars from English hospitals, who were recruited
by St. George's specifically for that purpose. Students ac-
companied physicians on ward rounds and were exposed to direct
patient care. University officials on the Kingstown medical
campus stated that the Kingstown General Hospital was suf-
ficient for exposing a student to the major clinical areas
during orientation but was inadequate for clinical training.

The sixth, seventh, and eighth semesters were spent in
clinical rotations at U.S. hospitals. At the time of our
review, students were dispersed among 13 hospitals affiliated
with St. George's University and located primarily in New
York, New Jersey, and California. Four of the hospitals were
teaching facilities affiliated with U.S. medical schools;
the others were community hospitals with no such affiliation.
The three clinical semesters included clinical theory, ward
rounds, conferences and seminars, and rotation through the
five major services. University officials said that the hosg-
pitals were paid $1,000 per student per semester for their
teaching activity. Students continued to pay $2,850 tuition
each semester to the university while they were in U.S. hos-
pitals. In addition, officials said that the university em-
ployed five U.S. physicians (one on each of the five ma‘jor
specialties) to monitor the hospitals' clinical teaching.

The ninth and final semester had not been finalized at
the time of our visit, but university officials said that
plans called for 6 months of work in hospitals, clinics, or
schcols in Grenada and St. Vincent, assisting local physicians
and providing patient care. A final comprehensive exam would
be required to complete the curriculum and receive an M.D.
degree.

Once graduated, the student would have received medical
education over a period of 4-i/2 years as follows: four semes-—
ters of basic sciences in Grenada, one semester of an introduc-
tion to clinical rotation in 5t. Vincent, three semesters of
clinical rotations in U.S. hospitals (including oné-half semes—
ter of elective didactic study), one semester of patient care
in Grenada or St. Vincent, and a final comprehensive exam.

1c4
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FACULTY

There were about 28 full-time faculty members at St.
George's University School of Medicine teaching mainly in
the basic sciences. The faculty was composed primarily of
professors, both M.D.s and Ph.D.s from the United States,
Two Grenadian physicians and a few St. Vincent physicians
also taught at the university. Although personnel files were
not available for our review, we were told that many profes-
sors previously taught at U.S. medical schools.

No research was conducted by faculty members at the
school of medicine; emphasis was on teaching. The recruit-
ment of faculty was enhanced by a desirable climate and
environment, together with a reasonable amount of time off.
With some exceptions, notably pathology, the university had
had success in recruiting faculty.

The university placed great emphasis on using visiting
professors, mainly from the United States. University of-
ficials contended that the visiting professors keep students
in the mainstream of medical education by lecturing and con-
ducting demonstrations on current medical topics. Each uni-
versity faculty member was allowed three visiting professors
per course each semester. Professors visited the campus in
Grenada for about 3 weeks to lecture on a specific topic.’
However, at the Sc. Vincent campus, "teams" of visiting pro-
fessors sometimes taught an entire clinical subject. It was
the university's inten*ion to use visiting professors exten-
sively for providing instruction to medical school students.

FACILITIES

In Grenada, the university occupied two campus sites.
One, on the Grande Anse Beach, was a small administrative
building for the office of the Vice-Chancellor as well as
clerical staff, a dome amphitheater with a seating capacity
for 600 students (the only campus lecture hall at Grande
Anse), a cafeteria, and recreation facilities. Also on the
campus were air-conditioned dormitories for about 150 stu-
dents. These dormitories, formerly a motel, were available
for third and fourth semester students on:y. The only
laboratory building was an air-conditioned facility with
rooms for anatomy and neurocanatomy and a refrigeration
room for cadavers. There were only 10 cadavers: however,
a number of plastic models were available for teaching
anatomy .
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The other camnpus in Grenada was in an area called True
Blue, about 2-1/2 miles from Grande Anse, on the former site
of Expo 69. A non-air-conditioned converted motel served
as a student dormitory for 120 to 150 students. Some adminis-
trative offices, a cafeteria, and the unpiversity bookstore
were also on this campus. The one lecture hall at True Blue
had a seating capacity of about 150. Newly constructed on
the True Blue campus, but not yet equipped for operation at
the time of our visit, was a large medical library. The
library had old editions of current texts and no current
periodicals; however, many journals had been ordered. Audio-
visual equipment was to be included in the library but had
not yet been installed.

The histology and micr@biolggy laboratories were modern.
Pathology was taught in a ror.ion of the microbiology labora-
tory while a small pathology laboratory was being constructed.
St. George's did not have biochemistry, physiology, and phar-
macology laboratories. We recognize, however, that some U.S.
medical schools do not have such laboratories.

St. George's General Hospital--the only hospital on the
island--is an olA4d facility with about 250 beds. It was a
non-air-conditioned traplcalutype hospital with old equipment.
The chief of the hospital's medical staff said that St.
Georye's General Hospital was grossly inadequate for clinical
training. University officials maintained that the hospital
was used by students only for physical diagnosis and patiert
histories. However, hospital officials said few students ever
work at the hospital.

The campus at St. Vincent consisted of two buildings on
5 acres of land outside the capital city of Kingstown. One
building contained the administration office, a small refer-
ence library, and the office of the dean. The other building
was an open—-air lecture hall with a seating capaclty of about
150. Six faculty offices were also located in this building.
These were the only school facilities on the island; however,
the university was affiliated with the island's general
hospital.

The Kingstown General Hospital was a non-air-conditioned,
250-bed tropical hospital, similar to St. George's General
Hospital. The facility was drab and unclean, and wards were
crowded. Equipment was minimal and much of it was inopera-
tive. The hospital was used by the university to introduce
fifth semester students to clinical rotations.



St. George's University was using U.S. hospitals to

provide clinical training, since there were few clinical
fac 1 ties available on the islands.
U.S. CITIZEN INFORMATION

At the time of our visit, about 800 students were enrolled
in St. George's University School of Medicine, of whom about
710 (90 percent) were from the United States. There were
about 600 students on the two Grenada campuses, 100 in St.
Vincent, and 100 in U.S. hospitals receiving clinical training.

A number of students had advanced degrees, and others indi-
cated they were dentists or podiatrists. We were advised that
students' grade point averages ranged from 3.0 to 3.7, and
scores on a standardized test were generally high. Students
we talked to said they had unsuccessfully applied to U.S.
medlcal schools before coming to St. George's. All students
we talked to expressed a desire to do their clinical training
in the United States and hoped to transfer to a U.S. medical
school at some point during their medical education. All
wanted to eventually practice medicine in the United States.

VA denied ellg;blllty to St. George's University because
it had not met VA's November 1978 comparability criteria. As
a result, qual;flaa veterans, their spouses, and dependents
could not receive VA educational benefits to attend St.
George's. |

St. George's was denied eligibility to participate in the
Guaranteed Student Loan Program in July 1979 because it did
not meet ED's standards as set forth in its April 23, 1979,
proposed rulemaking notice. As a result, U.S. citizens at
St. George's were not eligible for federally guaranteed stu-
dent loans at the time of our visit.

S. citizens at St. George's first took the ECFMG ex-
on in January 1979. During 1979, eight U.S. citizens

,,;‘
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ati
om the university took the examination and four pessed.
uring 1980, 122 U.S. citizens took the examination, and 101
83 percent) passed.

COMMENTS BY THE MEDICAL SCHOOL -

- The Chancellor of St. George's University, in an
April 8, 1980, letter, said that overall our observations
were accurate. Additional information was provided to clarify
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some of the information in this appendix. The Chancellor
also pointed out the following changes that occurred after
our visit as well as future plans for the medical school.

--The pathology and microbiology laboratories are
separate, and the microbiology laboratory is some-
what larger than the histology laboratory.

~=The university Plans to hire additional registrars
(physicians) both in St. Vincents and Grenada for the
ninth semester of studies. All students will be
required to return to the West Indies area to com-
plete their studies and undergo their final compre=
hensive examination. At that time, clinical activi-
ties in both hospitals as well as minor health facili-
ties on the islands will be, ;suitable for clinical
training.

==-Recruitment problems in pathology have been somewhat
solved by hlrlng a second full-time pathologist as
well as using a number of visiting PatthDngtS- The
university plans to hire a third pathologist in the
fall of 1980.

-=Arrangements have been made with the government of
Guyana to supply 60 cadavers per year to the univer-
sity in exchange for considerable medical equipment
and scholarships for Guyanese citizens.

--The university library now has many new textbooks and
over 300 current journals.

]
-=The university is using hospitals in the United Kingdom
as well as the United States for clinical training and
also plans to look at other countries for this purpose.

We did not verify the changes described above.
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AUTONOMOUS UNIVERSITY OF GUADALAJARA

MEDICAL SCHOOL

The Autonomous University of Guadalajara, founded in
1935, is a private, nonprofit multidisciplinary university
with 18 schonls of study. Located on three campuses in the
city of Guadalajara, it had a full-time enrollment of about
18,700. The medical school had about 7,500 students, of whom
about 3,000 were from foreign countries. U.S. citizens (about
2,100 at the time of our visit) were the largest group of
foreign sutdents at the medical school. Mexican government
officials told us that the vast majority of U.S. citizens
studying medicine in Mexico were enrolled at Guadalajara.

Mexican government and medical society officials said
that the country had an oversupply cf physicians. These of-
ficials added that over 83,000 students were enrclled in
Mexico's 55 medical schools. About 17,000 medical students
graduated each year, but only 2,000 positions were available
in Mexico's official residency programs. Entrance to the
residency program was based on a competitive exam, and stu-
dents selected were usually assured of a job within Mexico's
health or social security system once their training was com-
pleted. According to a Mexican health official, students not
selected for the residency program ended up in (1) private
practice, (2) the United States for specialty training, or
(3) Mexico's large cities working as physician assistants.

A Mexican health official said that oversupply of
physicians in Mexico was due to a geographic maldistribution.
According to this official, physicians were reluctant to re-
locate to rural areas, even though many had difficulty estab-
lishing practices in the large cities. However, Mexican
students continued to enroll in medical school, because the
career carried great social prestige and the public universi-
ties charged no tuition. Mexican officials indicated that
Mexican medical schools enrolled more medical students than
the United States, and although U.S. citizens csme to Mexico
for a medical education, they were not needed after graduation
to supplement Mexico's health system.

ADMISSION REQUIREMENTS

The medical school operated on a semester basis, with
new classes enrolling every January and July. Admission re-
quir=ments varied, depending on whether a student was from
Mexico, another Latin American country, or elsewhere.
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The university had an open admissions policy for all
Mexican students who had the equivalent of a high school
degree. University officials said about 20 percent of the
Mexican students dropped out-—--mostly in the first year of
study. We were advised that the open admissions policy for
Mexican students is generally adhered to by all Mexican
universities. '

University officials told us that foreign students (in-
cluding U.S. citizens) who applied to the medical school must
meet their home country's requirements for studying medicine.
We were advised that U.S. applicants were usually required
to be college graduates, have completed premed courses, have
about a 3.0 grade point average, and have at least average
scores on a standardized test. However, university officials
said that exceptions were made under a special admissions
program and that they looked for students with strong science
grades and with the ability to adjust to Mexican culture.
They said farelgn students were also required tO pass a pro-
ficiency exam in Spanish before being enrolled and to take
courses in Mexican history, geography, and government.

The Autonomous University of Guadalajara has béﬁome in-
creasingly more selective about foreign students. WE were
advised that over the last 5 . .s enrc —-ent of foreign stu-
dents decreased significantly. For every four U.S. citizens
who applied for admission to the medical school, one was
enrolled. University officials expected the percentage of
U.S. citizens enrolled in the medical school to decline be-
cause of the restrictions on admission.

Tuition at the medical school was much higher than that
at Mexico's public universities. According to university
officials, about 85 percent of the university's operating
budget came from tuition. Tuition varied by degree program
and by the nationality of the student. Medical school tuition
was based on nationality as follows: Mexican students were
required to pay about $550 per semester over the eight-semester
medical program, while Latin, non-Mexican students paid about
$1,500 per semester. “Tuition for non-Latin students was
$3,200 for each of the first four semesters and $2,000 for
the last four. University officials stated that non-Mexican
students were charged more because they (1) could afford tc
pay and (2) were taught by Mexican professors using Mexican
equipment yet leave the cauntry uporn gfadgatlan (or transfer
before graduation) without giving anythlng to Mexico in re-
turn. University officials explained the differencs in
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tuition charged non-Mexican Latins and other foreign stu-
dents by stating that many Latin-American governments limited
the amount of money that can be taken out of the country.

U.S. citizens also pay the following fees: a $1,000
one-time inscription fee, 1/ $1,150 if they take the Spanish
course, and an $800 graduation fee. Tuition for U.S. citi-
zens was 5300 per semester during the internship year (9th
and 10th semesters) and $120 per semester during the social
service year (llth and 12th semesters). There was also a
$920 fee for the professional examination taken before the
year of social service. 1In addition to the fees stated,

a $1,500 bond was required to be paid by all U.S. citizens
before they enter a Fifth Pathway Program or take their 9th
and 10th semesters in a U.S. hospital. The bond was for-
feited to the university (which we were advised was used to
partially support the community medical programs) if the
student failed to return to the university to perform the
required 1 year of social service. According to university
officials, in previous years, about 90 percent of the U.S.
citizens forfeited the bond by not returning. Lately, how-
ever, more U.S. ~itizens were .eturning for their social
service year and completing their meﬁi;al education require-
ments at the uriversity.

University officials said that about 1,900 foreign stu-
dents, including about 1,100 U.S. citizens, were receiving
various types of loans. University administrative officials
were aware of the ED guaranteed student loan application
forms. These officials also said that confirmation reports
wére usually received 3 months after their effective date
and contained no instructions. Officials refused to give
us a list of students attending the university because,
as a policy, students' names are not released to any outside
organization. :

CURRICULUM

The Autonomous University of Guadalajara was established
through an affiliation with the National Autonomous University
of Mexico in Mexico City. Through this affiliation, Guad-
alajara vas required to meet certain standards established

1/We were advised that all students are required to pay an
inscription fee, which is proportional to the tuition.
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by the National University, including a mandatory minimum
curriculum outline. All the Guadalajara faculty vitae must
be submitted to the National University for review, and

the final medical degree, "Titulo," was awarded to students
jointly by Guadalajara and the National University upon
gradaation. Wevertheless, Guadalajara was considered a
private, autonomous institution. Guadalajara officials in-
dicated that they established curriculum standards for the
medical school that were higher than those required by the
Naticnal University.

The curriculum at the medical school was based on a
6-year program of study (two semesters each year) divided
into 4 years of didactic training, 1 year of internship,
and 1 year of social service. All 3 years plus a national
#xam must be completed before the final medical degree and
license to practice medicine can be received. Instruction
was in Spanish except for presentations given by English-
speaking visiting professors and lecturers.

According to a university official, almost all U.S.
citizens did their internship year in a U.S. hospital, and
about 90 percent of them entered the Fifth Pathway Program
«nd did not return to Guadalajara. As a result, these U.S.
citizens did not finish their medical education at the uni-
versity and never received the final medical degree and
license.

The didactic program of study at the medical school was
divided into five activities that are used for teaching both
basic and clinical science courses. Activity I was mainly
theory given in lectures to a large number of students (about
150 to 200). During activity II, students continued to re-
ceive theory lectures but also discussed practical patient
problems in groups of 40 to 50. 1In Activity III, small groups
of students (6 to 10) performed patient examinations under
an instructor's guidance. Demonstrations were also given
using models. Activity IV involved self-learning through
the university's audio=-visual library, and activity V con-
cluded the program of study with informal student-teacher
discussions.

The curriculum during the didactic years of study was
based on the block system of teaching and was used in all
semesters except the fourth. The university began using the
block system in 1974 with the jidea of putting emphasis exclu-
sively on the subject over a short time. The duration of
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@ course depended on its importance and the number of credits
offered. University officials said the block system enabled
the curriculum to be more organized and efficient and allowed
for better :wtudent concentration and learning.

The fourth semester medical curriculum was the culmina-
tion of a student's preclinical training. During this semes-
ter, patient interrogation and elinical reasoning were taught
through an integrated program of study. According to univer-
sity officials, subjects taught during this semester required
a logical system of progression that was not possible under
the block system of teaching. Under the integrated program
of study, all courses required in the semester were taken
simultaneously and were related to specific subject matter.
The emphasis was on developing a student's clirical skills.
The integrated program included lectures and lab demonstra-
‘tions as well as direct patient care. Ambulatory patients
were used, with emphasis on general practice type of patient
diagnosis.

VT%;T-NGAERDFESSQR PROG

In 1974 the Guadalajara Medical School organized a visit-
ing professor program to supnlement their students' education
with lectures and demonstrations on current clinical topics.
During the 1979-80 school year, about 70 professors from
Mexico, the United States, and other foreign countries were
scheduled to visit the university campus and give lectures
and classroom presentations. Visiting professors from the
United States were not used as extensively during the seventh
and eighth semesters because most U.S. citizens were studying
in U.S. hospitals during this time.

CLINICAL TRAINING OPPORTUNITIES

Clinical training at the medical school was received
during the fourth through eighth semesters. Clinical science
courses ware taught at the 150-bed Angel Leano Hospital
campus, where students have access to direct patient care.
In addition to participating in ward rounds at the hospital,
students observed and examined nonacute patients. According
to university officials, the emphasis during these clinical
semesters was on aspects of primary care; that is, the use
of patient interrogation and clinical reasoning. Labora-
tory diagnostic skills, although taught, were used as a
secondary source of administering patient care.

-
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The medical school operated programs of clinical study
in the surrounding community of Guadalajara and elsewhere.
Such programs as the Medicine in the Community Program and
Co-op Program, as well as affiliations with Mexican and
foreign hospitals, offered students numerous opportunities
for clinical trainiag.

The university was affiliated with about 190 hospitals
throughout Mexico and recognized the tra;nlng received in
some 280 foreign hospitals (including 82 in the United
States). These hospitals can bz used by the university's
medical students to satisfy their Medicine in the Cammunlty
requirements and also the l-year internship requirement
during the 9th and 10th semesteres.

DICINE IN THE COMMUNITY PROGRAM (GUARDIAS)

The Medicine in the Community Program gave medical stu-
dents additional opportunities to receive clinical experi-
ence. During each of the eight semesters of didactic studies,
students were required to work for 2 to'4 weeks in the rural
Mexican countryside at health clinics and mobil health units
aémiﬁistered by the medical school. These periods--referred
to as "guardias"--are intended to expose students to clinical
aspec%s of direct patient care. In addition, students can
work in hospitals affiliated with or recognized by the univer-
sity in either Mexico or the United States.

The clinics and mobile units used in this program were
operated under the direction of physicians. Students adminis-
tered direct patient care under the supervision of other stu-
dents (pasantes) who practiced under a l-year temporary license
while satisfying their social service requirement before grad-
uation. A student's normal activities during this program
included the elaboratlcn of clinical histories, physical ex-
aminations, differential diagnosis, and supervised treatment
of patients.

CO-OP PROGRAM

to g;ve U S c1tlgens attenélng thé med;cal schg@l the appars
tunity to receive clinical training in an environment in which
they will practice. The university established agreements
with teaching and community hospitals in the United States

to provide clinical training to its students. University
officials said that U.S. hospitals are not paid to provide
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this training. According to university officials, hospitals
participating in the Co-op Program were monitored by univer-
sity representatives to ensure that students are receiving
proper training in the <linical sciences.

U.S. citizens in the seventh and eighth semesters, who
met the academic eligibility requirements, were eligible to
receive training in these hospitals. Students rotated
through the major services in U.S. hospitals but were still
responsible for exams in courses covered during thosz semes-
ters at the medical school. University officials said that
U.S citizens can work in Co-op Program hospitals to satisfy
their fifth and sixth semester community medicine require-
ments. 1/

University officials believed the Co-op Program gave
the medical student greater exposure to direct bedside teach-
ing at clinical facilities and offered the U.S. citizens an
opportunity to begin to integrate into U.S. medicine during
undergraduate training.

GRADUATION REQUIREMENTS

Requirements for receiving the final medical degree and
licensure from the Guadalajara Medical School and the National
University included 4 years of didactic studies, 1 year cf
internship, 1 year of social service, and a final examination.
Once all were completed, the final medical degree and licen-
sure were awarded by the two universities.

1/In commenting on our observations, the Assoicate Dean of

- Special Programs said that, once a year, all U.S. hospitals
are invited to send representatives (at the university's
expense) to Guadalajara for a week-long discussion of the
curriculum, administration, and problems of the cooperative
medical education program. We were also advised that about
70 hospitals participated in the second annual conference
held in January 1980.
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The Guadalajara Medical School had about 830 faculty
members, 1/ of whom 598 taught on the basic and clinical
, ence campuses. About 400 of the latter were full time,
but also had limited private practices. The other fuaculty
were associated witn the Medicine in the Zcmmunity Program
and taught at health cliniecs in the Guadalajara >vea.

Minimal medical research was being conducted at the medi-
cal school, but continuing medical and nonmedical postgraduate
education was heavily stressed. According to university of-
ficials, faculty members were encouraged to pursue & graduate
degree in education under a joint program with the University
of tHouston. We were further told that faculty members are
encouraged to publish textbooks and pursue individual research
in their specialty areas. '

As discussed earlier, the university operated an exten-
sive visiting professor program, which included professors
from Mexico, the United States, and other countries. The
visiting professors supplement the university's faculty by
offering lectures and class presentations.

FACILITIES

Facilities at the university were modern and oxtensive.
The main campus, located on about 120 acres, was completely
self-contained. Most of the nonmedical teaching facilities
were located on this campus, including the central library,
administration and computer center, and foreign student af-
fairs office. Classroom facilities on the campus ranged from
small seminar rooms to auditoriums, each with audiovisual capa-
bilities. Recreation, service, and eating facilities were
also contained on the main campus. The university provided
no student housing on its facilities. Medical school teaching
facilities were located mainly on the campus known as ICB
and at the Angel Leano Hospital complex.

The ICB campus provided laboratory and teaching facili-
ties for the basic gciences and also had a medical library

1/This includes an undetermined number of upper semester

" students who we were advised had a temporary license and
who were teaching at the university to satisfy their social
service requirement. '
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and audiovisual facility. These facilities were used by all
health science students, including those studying medicine.
Classroom and laboratory facilities at ICB were modern.
Classes were large and crowded; however, equipment in most
cases was up to date and of sufficient quantity to enable
students to use it with minimal sharing. Laboratory facili-
ties, with reasonably modern equipment, were available for
all the major basic science courses. Although cadavers were
available, the anatomy laboratory was the least adequate be-
cause it was relatively small. ICB also contained the main
cfflﬁes éf the unlver51ty 8 ﬂlVllen of céntlnu;ng educatlon;
ties far cgﬁtlnulng educa ion activltles and far speclal con-
ferences and events.

The Angel Leano Hospital complex was the medical school's
main clinical facility. The facility was used solely by med-
ical students fcr courses taught during the fourth through
eighth semester of the curriculum. Fornerly a seminary, this
complex had been reconditioned into a modern 150-bed treatment
and teaching facility. Construction of an adjoining facility
with about 100 additional beds was underway. The complex also
had an outpatient clinic with 140 beds for nonacute patients.
This clinic, known as EPE, was a separate facility within the
h@sgltal complex where students bring their own patients for
examinations. People with no financial means were brought to
the clinic and agreed to be examined by medical students in
return for medical treatment. These beds were used solely
for teaching purposes by the medical school.

The Angel Leano Hospital complex also contained emer-
gency room facilities, psychiatric offices, pathology and
nuclear medicine labs, and about 115 classrooms of various
sizes. A medical library and audiovisual facility were also
available to students. Facilities and equipment were modern.
However, the Angel Leano Hospital complex, by itself, did
not provide enought clinical patients for the large number
of medical students.

An older facility, the Ramon Garibay Hospital, was also
used by medical school students. This hospital was essen-
tially an obstetrical facility with some pediatric beds.
Patient rooms were modest, and the nursery was quite small;
however, university officials recognized this. The facility
was being renovated and enlarged.
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The university supplemented its cliniecal teaching capa-
city by operating over 40 clinics and two mobile health
Community Program. In addition, the university was affili-
ated with about 190 hospitals in Mexico where students re-
ceived clinical 'training and alsc recognized training re-
ceived at over 280 foreign hospitals. The University's Co-op
Program also offered additional opportunities for clinical
exposure to U.S. citizens during their fourth year of didac-
tic studies as well as during their in.ernship year.

I

U.S. CITIZEN INFORMATION

Abcut 2,100 U.S. citizens were enrolled in the Guadala-
jara Medical School. The majority of the U.S. citizens came
from New York, New Jersey, and California, but many other
States were also represented. We were advised that most had
applied to and been rejected by U.S. medical schools. We were
alsc advised that students' grade point averages were generally
in the low to mid 3s and scores on a standardized test were
about average.

Most U.S. citizens with whom we spoke were receiving
guaranteed student, loans, but only a few received veterans'
benefits. According to a student representative, the annual
cost of living in Guadalajara ranged between $2,000 and $4,000.

In March 1979, the North American Student's Association,
which represents U.S. citizens at the medical school, estab-
lished a financial aid program. One part of the program dealt
with researching the availability of grants, loans, and schol-
arships for U.S. citizens. The other dealt with a subprogram
called Physician Shortage Sponsorship Program. Under this
program, the association sent letters to the 3,200 counties
in the United States requesting the names of towns that needed
physicians. The purpose was to obtain financial backing for
a student's remaining semesters at the school in exchange for
having that student practice medicine in the town after gradua-
tion.

The students we spoke to appeared highly motivated and
planned to practice medicine in the United States. Further-
more, most prererred, if possible, to transfer to a U.S. med-
1cal school or enter a Fifth Pathway Program. University
officials stated that U.S. citizens who enter a Fifth Pathway
Program do not receive their final medical deqgree from the
Autonomous University of Guadalajara; however, the students

1:q
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can still become licensed in most States. In this regard,
univers:ty officials stated that ECFMG certification cannot
be received until the entire medical program at the univer-
sity was completed, but pointed out that certification is
not required for licensure for students who complete a Fifth
Fathway Program in States where it is recognized.

During the period 1975 through 1979, about 40 percent of
the U.S. citizens from the Autonomous University of Guadalajara
passed the ECFMG examinaticn Puring 1980, 1,076 U.S. citizens
took the ECFMG examination, and 483 (45 gercent) passed. U.S.
citizens at the university pa;nted out that they tended to take
,the examination early in their medical curriculum, before many
of the subjects tested have been taken. Nevertheless, U.S.
citizens at the medical school continued to take the ECFMG
examination in an attempt to transfer into the U.S. medical
system. University officials said most U.S. citizens event-
uvally pass the ECFMG examination and enter Fifth Pathway Era—
grams.

L

COMMENTS BY THE MEDICAL SCHOOL

We received comments in a May 3, 1980, letter from the
Associate Deaan, Special Programs, Universidad Autonoma De
Guadalajara. His comments primarily related to clarifying
and expanding the information in this appendix.

l‘é"t)
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UNIVERSITY OF BOLOGNA

MEDICAL SCHOOL

The University of Bologna Medical School was founded
in 1267. 1Italian health and education officials said that
enrollment in Italian medical schools increased rapidly in
recent years (particularly 1968-72, according to the univer-
sity Rector), creating a physician surplus in Italy. These
officials said that increased enrollments were caused by
a recent Italian law prohibiting medical schools from' deny-
ing admission to any academically qualified student. How-
ever, Italian educational officials said that, while total
medical enrollment increased over the past 2 years, the
number of foreign students decreased by 15 percent. 1/

Government officials beiieved that the length of medical
study (6 to 8 years) was one factor contributing to the de-
cline in foreign student enrollment. .There was no limitation
on the number of foreign students who could enter Italian
medical schools, but government policy required that foreign
students be distributed 'among Italy's 26 medical schools to
prevent large numbers from one country attending the same
school and the overloading of some schools. However, after
their first year of study, foreign students can transfer to
any Italian medical school. '

The University of Bologna offered undergraduate and grad-
uate degrees in many academic rields. Total student enroll-
ment in the university as of June 1979 was about 59,300.

The medical school, the oldest in Italy, had an enrollment
of about 13,000 students, 159 of whom were U.S. citizens.

The U.S. citizens tended to come from New York or New Jersey.
U.S. citizens with whom we spoke indicated that another 20
to 30 U.S. citizens were expectecd to transfer to Bologna
within a month from other Italiarn medical schools.

ADMISSION REQUIREMENTS

Admission requirements for Italian students iacluded
successful completion of high school studies, including
courses in biology, physics, and chemistry. All students

1/The Rector said that this trend conforms to the trend of
medical enrollment of Italian students in the University

of Bologna. 7
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who met this requirement were accepted with no limitations
on total enrollment. University officials were unsure of
the admission requirements for U.S. citizens, but believed
a collage degree and an evaluation' of grades received in
science courses were necessary. Italian government education
officials said that only a high school diploma and passage

f an Italian language and culture exam were required for
U.8. citizens.

o

Tuition and related fees at Bologna Medical School,
amounting to about $150 per year, were the same for Italian
and foreign students. Annual living expenses ranged from
$7,000 to $7,500.

CURRICULUM

The University of Bologna medical program was approxi-
mately 6 academic years 1/ long (as are all Italian medical
schools, according to the Rector) and all instruction was
in Italian. fTwenty-eight courses had to be taken during
the 6-year prugram (19 required; 9 electives). In each
course--some ©” which lasted 2 years, some 1 year, and some
1 semester--each student must pass an exam. Most were oral
exams given individually, but a few were written. We were
advised that clinical exams were not taken with patients '
because of the large ratio of students to patients. The
first 3 years are devoted to basic science courses and the
last 3 years to clinical subjects. Subjects were similar
to those given in a U.S. medical school.

We were advised by medical school faculty that attend-
ance at lectures and laboratory sessions was not required.
During the fourth, fifth, and sixth years, students could
apply for internship in their clinical subjects. The number
of slots available varied by course. Students who were se-
lected to i. rn generally followed assistant professors on
ward rounds, observed patients, took histories, did physicals,
and were exposed to routine patient care procedures. 1In gen-
eral, the number of available intern slots was limited be-
cause of the small number of patients in the different clin-
ical areas. The professors noted that most U.S. citizens
did not apply for the intern program in many clinical areas.
However, university officials told us that many U.S. citizens
performed clinical externships at U.S. hospitals, during

1/The academic year at the school began in November and
ended in June.
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which U.S. citizens believed they obtained the necessary
clinical exposure. Professors we talked to also said the U.S.
citizens were motivated only to obtain a degree and not to
learn medicine. According to them, some U.S. citizens would
graduate from the University of Bologna Medical School with-
out seeing a patient or providing patient care.

Clerkships were arranged between the student and the !
U.S. hospital without any pniversity involvement. Representa-
tives of the U.S. citizen medical student association told
us that students wculd usually arrange a 9-month clerkship
(3 months each summer for 3 years), during which they would
be exposed to clinical procedures while working alongside
U.S. medical school students. University officials did not
monitor, supervise, or evaluate this training.

To graduate, a student must have completed the 28 courses
and pass oral and/or written exams in each course. Once all
courses were completed, a thesis was presented and the M.D.
¢ Jree could be received. There was no social service require-
ment or any formal internship program that reqgiired students
Lo rotate through various clinical areas. As a result, a U.S.
citizen can attend the University of Bologna Medical School,
complete the classroom studies, participate in laboratory de-
monstrations, present a thesis, and graduate. But unless the
student applied for an intern position during the clinical
years or arranged a clerkship in a 'U.S. hospital, he or she
may have had very few patient contacts before receiving an
M.D. degree. '

The University of Bologna Medical School had about 160
faculty members divided into two groups--69 full-time profes-
sors and most of the others "in-charge-of professors.'" Full
professors were responsible for entire departments, groups
of courses, or entire clinical areas. In-charge-of profes-
sors were responsible only for a particular course. Faculty
members may teach until they are 75 years old and remain as
members of the faculty. Professors who teach basic science |
courses were, for the most part, physicians, chemists, physi-
cists, or microbiologists. Most faculty members at the med-
ical school were involved in extensive research. During our
discussions, some faculty members placed more emphasis on
developing their department's research than teaching their
students.
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; Most professors, in addition to teaching at the medical
school, maintained a private practice. Italian government
officials said that pending legislation, if enacted, would
require all university professors to teach full time. The
University of Bologna Medical School had no U.S. professord,
and there was no visiting professor program.

In 1922, the Italian university system established that,
for every subject, an official professor would be hired based
on competitive selection and would be paid by the government.
Applications were submitted through the Italian Ministry of
Public Instruction. Applicant qualifications (publications,
written texts, etc.) were reviewed by a commission set up
by the ministry. The commission selected the three best
qualified applicants, from whom the university filled its
vacancy.

FACILITIES AND EQUIPMENT

Facilities and equipment at the Bologna Medical School
were primarily research oriented, and most were not available
for use by medical students. One or two classrooms and one

lectures and laboratory work in each wasic science department.
Some of the equipment appeared adequate, but the anatomy de-
partment had no cadavers for th.- udents to dissect. Profes-
sors responsible for the basic science departments believed
the facilities were adequate because (1) students were not
required to attend labs or lectures, (2) 4 great deal of
knowledge is expected to be acquired from texts, and (3)
students were free to choose which lectures to attend. How-
ever, basic science facilities and equipment were limited
when compared to the number of enrolled students.

Clinical science facilities were modern but most were
research oriented and not available to medical students.
Also, because of the large number of students in the mediecal
school, not all received clinical training in direct patient
care.

At the time of our visit, 159 U.S. citizens were en-
rolled in the University of Bologna Medical School. However,
- even though classes had started for the semester, many were
not being held because facilities were being renovated. Fur-
ther, most U.S. citizens were away from Bologna over a 5-
day period observing a U.S. holiday. This limited the number
of U.S. citizens that we could talk to.
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Student representatives told us that most U.S. citizens
were from New York and New Jersey and that many had relatives
who had attended the university. They said students gener-
ally had undergraduate grade point averages ranging from 3.0
to 3.4 and average scores on a standardized examination.

They added that many had applied to U.S. medical schools and
been rejected, whereas others came to the University of Bologna
as their first choice. According to them, some U.S. citizens
had chosen this medical school because of the unrestrictive
admission policy and the low cost.

University administrative officials said that many U.S.
citizens received guaranteed student loans and/or VA benefits.
The officials were familiar with the loan forms and confirma-
tion reports received from ED and VA, but said they usually
received them 2 to 3 months after the report's effective date.
However, officials said they had not received an ED student
confirmation report for the past 1 to 2 years.

University administration officials said they did not
sign guaranteed student loan forms because the forms required
personal information about students which the university could
not supply or verify, namely housing and living expenses. The
officials added that U.S. banks often sent guaranteed student
loan checks to the university, listing the student and the
university as co-payees. The university would not endorse
these checks because this appeared to the Italian government
as if the university received forerign funds.

We were told that most U.S. citizens planned to take
clinical clerkships at a U.S. hospital during the summer break.
The U.S. citizens we talked to planned to eventually practice
medicine in the United States, but did not indicate an interest
in transferring to a U.S. medical school.

Some University of Bologna professors were openly cri-
tical of the U.S. citizens at the medical school. They be-
lieved that generally the quality of U.S. citizens was not
very high and that many were motivated to obtain only the M.D.
degree and not the medical education. The professors added
that, although the U.S. citizens believed clinical teaching in
Italy was insufficient, they did not avail themselves of the
clinical training opportunities that were available.

Overall, U.S. citizens at the university had about a
40-percent pass rate on the ECFMG examination during 1975-79.
During 1980, 60 U.S. citizens took the ECFMG examination,
and 19 (32 percent) passed.

124 1.
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COMMENTS BY THE MEDICAL SCHOOL

Comments dated April 23, 1980, from the Rector of the
Universita degli Studi Bologna were limited to clarifying
the information in this appendix.

125 ¥ s
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UNIVERSITY OF BORDEAUX

MEDICAL SCHOOL

The University of Bordeaux, located in southwest France,
was founded in 1441. 1In 1970, as a result of a 1968 law re-
forming higher education in France, the university was sepa-
rated into three universities, each financially and academ-
ically autonomous.

The Unlvers;ty of Bordeaux II (medicine and health
sciences) is a multidisciplinary univgrslty foer;ng degree
programs in medicine, dentistry, pharmacy, basic sciences,
and wine studies. Approximately 15,000 students were en-
ros.led, about 8,800 of whom were in medicine. University

fficials said that 4,500 students were in th= first 6 years
of the medical program, and the other 4,300 were in the
undergraduate internship year or postgradu-te residency
programs. At the time of our visit, absc 30 U.S. students
were enrolled in the medical set sol.

Government and health officials in France were concerned
about the possibility of an oversupply of physicians in France.
In 1968, there were about 60,000 practicing physlclans in
France, or 1 for every 600 persons. With the increase in
medical school enrollment, the number of physicians practicing
medicine in France had doubled, and government officials
estimated that by 1985 there could be 1 physician for every
300 persons. 1In July 1979, however, the French Parliament
passed legislation to reduce the number of new physicians
entering the medical system from 9,000 to 6,000 each year.

The law was aimed at relating medical school enrollment to

the nation's needs and the available medical school clinical
facilities. The law limited the number of students who could
enter the second year of medical school based on the clinical
facilities available to the school. A competitive exam was
given at the end of the first year, and only a specified number
of students were belected for the second year. All medical
schools in France were required to adhere to the law and limit
their enrollment. French government officials said that the
full effect of the July 1979 legislation would not be felt
until 1985, when there would be about €,000 medical students
graduating from all.medical schools in France each year and
entering the medical system. ‘

1126 1‘18
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JMISSION REQUIREMENTS

Admission to the first year of medical school was epen
to any French student who had the baccalaureate (high school
diploma). Foreign students were required to have this bac-
calaureate, or its equivalent, and to pass a French pro-
ficiency exan.

University officials said that each year, about 2,000
students enter ! e firsi vear of medical school. About 11
percent of those s.mitted were foreign students, mainly from
Africa and-the West Indies. University officials said that
20 to 25 percent (about 400 to 500) of the students enrolled
in the first -sar wc.uid pass the requisite exam and gain admis-

ion to he .-.snd year. Students not passing the exam are
a.lowed to repeat. the first year of medical school and retake
the exam. University officials said that about 97 percent of
the students who entered the second year would complete their
medical education and receive an M.D. degree.

Tuition at Bordeaux II medical school was minimal (less
than $100 per year) and was the same for both French and
foreign students. U.S. citizens we spoke with said that the
living expenses while attending the school ranged from about
$3,000 to $4,800 a year. In addition, the students said that,
during the clinical years of their studies (fifth and sixth
years), stipends were received from the university which
offset some of their expenses.

CURRICULUM

The medical curriculum at the University of Bordeaux II
consisted of three cycles covering a 7-year period. Each
year's class was divided into three units for teaching and
research. Students in each unit received the same lectures
and lab demonstrations, were given the same opportunitles for
clinical exposure, and were required to pass the same exams.
Each unit had its own professors, instructors, and in some
cases facilities.

Instruction was in French and courses offered were gen-
erally similar to those offered in U.S. medical schools.
However, textbooks were not required, and lessons were taught
from professors' notes and manuals. U.S. citizens said that
they usea textbooks mainly for reference. Many U.S. citizens
were not familiar with the current texts used in U.S. medical
schools.
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The first cycle involved 2 years of study in the basic
sciences. As noted earlier, a eémPetitﬁvé exam is given to
all students at the end of the first year. University pro-
fessors and students with whom we spoke said that almost all
U.S. citizens failed the exam at the end of the first year,
repeated the year of study, and retook the exam. The profes-
sors we talked to attributed this to the U.S. citizens' lack
of French language proficiency.

The second cycle involved 4 years of lectures and prac-
tical instructions. During the third year, studies in the
basic sciences were completed. The remaining 3 years (fourth,
fifth, and sixth) focused on clinical sciences, during which
time clinical procedures and patient care were taught. - How-
ever, laboratory exposure in the basic sciences was limited
because there were too many studeiits for the available facili-
ties. In the clinical sciences, thre problem was even more
acute because of the inadequate supply of patients compared
to the large number of students. University officials stated
that, although all students were required to pass the examina-
tions in clinical subjects, relatively few can be exposed to
direct patient care. 0Officials said that the students who
received practical clinical experience were chosen ky lottery
in each clinical subject. As a result, students could grad-
uate without working with a patient in certain clinical sub-
jects. University professors and U.S. citizens said that U.S.
citizens acquired clinical clerkships in a U.s. hospital during
the summer to obtain clinical experience. These clerkships
were arranged by the students.

During the seventh and final year (considered the third
cycle of the curriculum), students received a stipend of
about $200 per month and were required to do a l-yesar intern-
ship, usually at a nonteaching hospital. During this intern-
ship, however, some students did not have the opportunity
to rotate through all five basic medical services (i.e., med-
icine, surgery, obstetrics/gynecology, pediatrics, and psy-
chiatry). U.S. citizens we talked to said they arranged
to do their internship year in a u.s. hospital. This was
accepted by university officials based on documentation from
the hospital. However, some U.S. citizens said that they
would not rotate through all the basic sciences while at a
U.S. hospital. The University of Bordeaux II Medical School
was not affiliated with any U.S. hospitals and did not monitor
the training received by U.S. citizens at such hospitals.
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After completing the internship year, students were re-
quired to pass a clinical exam and present a thesis before
receiving M.D. degree. University officials noted that

ti

P
a -
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ferred to U.S. medical schools before obtaining an M.D.
degree in nce.
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FACULTY

Legislation passed in 1960 required that French medical
school faculty members teach full time. However, they were
allowed to split their time between the university and the
university hospital. By doing so, they were paid by both the
Ministry of Health and Ministry of Universities. Al1l faculty
members must be approved by both ministries. University of-
ficials said that faculty members are required to have spe-
cialty training in the field of study they teach and to con-
duct research. Research was stressed, and many professors
pointed to the sophisticated research laboratory equipment.
Research was a major concern of the faculty, sometimes almost
to the' exclusion of teaching.

FACILITIES

Physical facilities and equipment at the University of
Bordeaux II Medical School were generally excellent. For
example, the anatomy department had a corsiderable supply

of cadavers and excellent refrigeration and other containment
facilities for their preservation. Dissecting rooms in the
laboratory were also good. Biochemistry laboratory facilities
were excellent. Throughout each basic science department,
the equipment was modern and sophisticated; however, the em-~
phasis was on research. Professors with whom we spoke also
generally placed more emphasis on their research programs
than on teaching.

Clinical facilities were equipped with modern, sophisti-
cated equipment. University officials said there were about
3,800 teaching beds available to the medical school. Accord-
ing to these officials, these beds covered all the medical
specialties and were located in about seven hospitals in
Bordeaux. However, faculty at the school indicated that
these facilities were inadequate to meet the needs of the
large number of students requiring clinical training. Uni-
versity professors in several departments agreed that clinical
slotes were limited because of the small number of patients
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compared to the targe number of students. The professors
indicated thac, because cf this, most students did not re-
ceive practical experience in all the clinical services.

U.S. CITIZEN INFORMATION

As mentioned earlier, about 20 U.S. citizens were en-
rolled in the medical school at the time of our visit. About
10 were studying at the university campus in Bordeaux; the
others were in U.S. hospitals doing thei: internship year.
Students we talked to said that they had college grade point
averages ranging from 3.0 to 3.5, and mest had previously
applied to and been rejected by a U.S. medical school. Stu-
dents were from New York, New Jersey, Massachusetts, and
Florida. The low cost of education in France was not a con-
sideration in choosing the University of Bordeaux.

Some U.S. citizens used U.S. placement agencies, and one
student paid $3,500 to securz admission at Bordeaux. Al but
one U.3. citizen we spoke with had failed the examination to
enter the second year of medical school and had repeated it
in order to proceed. The U.S. citizens, except for one who did

at a U.S. hospital and eventually practice medicine in the
United States.

The students generally agreed i lat opportunities for
clinical training at the University of Bordeaux were ex-
tremely limited. One U.S. citizen said that he never received
clinical training in pediatrics, obstetrics/gynecology, or
general surgery. He added that, during his upcoming intern-
ship year (which would be done in a U.S. hospital), no train-
ing in pediatrics or obstetrics/gynecology would be available.

Most U.S. citizens we talked to said they had received
guaranteed student loans. Although the University of
Bordeaux II Medical School is an eligible institution under
the VA programs and Guaranteed Student Loan Program, univer-=
sity administrative officials were unaware of the student
confirmation reports required by VA and ED. Students told
us that practically any university official would sign the
loan application forms and there was no central office for
recording or documenting such matters.
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None of the students we talked to said they had taken
the ECFMG examination. This was surprising since university
of "icials commented that most U.S. students usualily took
the ECFMG examination in their third year at Bordeavx II and
then transferred to a U.S. medical school.

Only 14 U.S. citizens from the University of Bordeaux
took the ECFMG examination during the 5-year periocd 1975-79,
and 11 (79 percent) passed. In 1980, five U.S. citizens took
the examination, and only one passed.

COMMENTS BY THE_MEDICAL SCHOOL

By letter dated April 30, 1%30, the Vice President for
the Universite de Bordeaux II agreed with the information in
this appendix.

. 7[':"
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EDUCATIONAL COMMISSION FOR

FOREIGN MEDICAL GRADUATES EXAMINATION

Ti.e ECFMG examination is designed to assess the medical
knowledge of foreign medical school graduates who plan to
participate in graduate medical education in the United States-

To be eligible to take the examination, a candidate must
have successfuily completed 2 years in a foreign medical scheol
listed in the "World Directory of Medical Schools" published
by WHO. )

The examination is designed as a comprehensive test of
the applicant's knowledge in the principal fields of medicine.
It is a written examination that includes about 360 multiple-
choice questions and is given only in English. "One-sixth of
the gquestions are drawn from the basic medical sciences:
anatomy, biochemistry, microbiology, pathology, pharmacology,
and physiology. The other questions are taken from the tradi-
tional clinical fields: surgery, obstetrics/gynecology, pedia-
trics, and internal medicine, including mental diseases and
preventive medicine.

The ECFMG examina on is a l-day test given semiannualily,
usually in January and July, at 157 centers throughout the
United States and the world. An English proficiency test is
a required portion of the examination.

'he minimum passing score on the medical portion of the
ECFMG examination is 75. A review of the test performance
of U.S. citizen foreign medical students on the examination
showed that less than 50 percent pass, although the pass rate
is higher for first-time takers than repeaters. Over the
past 5 years (1975-79), the pass rate for all U.S. citize -
foreign medical students ranged from 34 to 41 percent. Many
who passed the examination repeated it one or more times.
NBME estimated that, based on U.S. medical school performance
on the NBME Parts 1 and II examinations, about 95 percent
of these students would pass the ECFMG examination if they
took it near the end of medical school.
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VISA QUALIFVING EXAMINATION

The VQE is taken by féféigﬂ citizens who graduated from
foreign medical schools and are seeking a visz o come to
the United States for graduate medical education. This exam-
ination has been accepted by the Secretary of HHS as equivalent
to the NBME Parts I and II examinations Ffor this purpose.

To be eligible to take the VQE, a candidate must have
successfully completed the full medical curriculum at a med-
ical school listed in the "World Directory of Medical Schools."
The candidate must also have met the English language prerequi-
site by passing an English test.

The VQE is given once each year, usually in September,
at 30 centers throughout .the world. It is a 2-day written
examination composed of about 950 multiple~choice questlgns
and is given only in English. The first day of the examina-
tion consists of about 500 questions from the basic science
disciplines of anatomy, behavioral sciences, biochemistry,
microbiology, pathology, pharmacology, and physiology. The
questions are devised to test not only knowleage, but also
subtle qualities of judgment and reasoning. The second day
of the examination consists of about 450 questions drawn from
the clinical science disciplines of internal medicine, obste-
trics and gynecclagy, pediatrics, preventive medicine and
public health, pzwchlatry and surgery.

These questions are designed to explore the examinees'
knowledge of clinical situations and to test ability to bring
information from many different clinical and baElE science
areas to bear upon these situations. A "pass" level of per-
formance is required on (1) the group of basic science ques-
tions and (2) the group of clinical science questions.

The VQE was given for thé first time in 1977. Over the

past 3 years, the pass rate of foreign citizen medical school
graduates ranged from about 25 to 30 percent.
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NATIONAL BOARD OF MEDICAL EXAMINERS'

PART I EXAMINATION

The NBME Part I examination is uesigned to measure the
candidate's knowledge and comprehension of the basic medical
sciences.

To take the NBME Part I éxamlnat;an, an individual must
be either a student officially enrolled in a medical program
within &n accredited medical school in the United States or
Canada or a graduate holding an M.D. degree from such a school.
Students usually take the NBME Part I examination after com-
pleting 2 years of the medical curriculum. Before June 1980,
U.S. citizens enrolled in foreign medical schools could take
Part I if they were sponsored by a U.S. medical school or
the Coordinated Transfer Application System. In these in-
stances, the NBME Part I examination was used as a screening
device to determine the eligibility of the U.S. citizen for-
eign medical student for transferring to a U 5. medical school
with advanced standing.

The examination is adm;n;s+ered twice each year, in June
and September, in testing cen! g throughout the United states
and Canada. It is a comprehensive 2- -day written examination
consisting of about 1,000 mult;gle—chglce questions equally
distributed across the basic science disciplines of anatomy,
behavioral sciences, biochemistry, microbiology, pathology,
pharmacology, and physiology. The rjuestions are devised to
test not only knowledge, but also judgment and reasoning abili-
ties.

The minimum passing score on the NBME Part I examination
is 380 on a standard score scale. The average standard score
for the second year U.S. medical student is 500. U.S. citizen
foreign medical students do not perform as well as their U.S.
medical school counterparts on the examination. For example,
946 (51 percent) of the 1,855 U.S. citizen foreign medical
students who took the examination in 1978 passad compared
to 11,607 (B4 percent) of the 13,797 U.S. medical schcél stu—

dents who t@@k the Part I examination.
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NATIONAL BOARD OF MEDICAL EXAMINERS'

PART II EXAMINATION

the candidate's knowledge and comprehension of the clinical
sciences in medicine.

To take the NLME Part II examination, an individual
must be either a student officially enrolled in a medical
program within an accredited medical school in the United
States or Canada or a graduate holding an M.D. degree from
such a school. The NBME Part II examination is usually taken
during the fourth year of the medical curriculum.

The examination is administered twice each year, in April
and September), in testing centers throughout the United States
and Canada. It is a 2-day written examination consisting
of about 900 multiple-choice questions equally distributed
across the clinical science areas of internal medicine, obste-
trics and gynecology, pediatrics, preventive medicine and
public health, psychiatry, and surgery, with relateda subspe-
cialties. The questions are designed to explore the examinees'
knowledge of clinical situations and to test their ability
to bring information from many different clinical and basic
science areas to bear upon these situations.

The minimum passing score on the NBME Part II examination
is 290 on a standard score scale. The average standard score
for fourth year U.S. students is 500. Over the past 9 years
(1970-78) the pass rate for U.S. medical school students on
‘the examination has bzen over 96 percent.
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NATIONAL BOARD OF MEDICAL EXAMINERS'

PART III EXAMINATION

The NBME Part III examination designed is to assess
the measurable aspects of competence after the recently
graduated physician has gained experience in graduate med-
ical education, including patient care under supervision.

Candidates are eligible for the NBME Part III exawmination
when they have received an M.D. degree from an accredited med-
ical school in the United States or Canada and, after receiving
or completing all requirements for the M.D. degree, have served
with a satisfactory record for at least 6 months in an approved
hospital residency.

The NBME Part III examination is an objective, 1l-day inter-
disciplinary examination of additional aspects of eclinical com-
petence. The examinee is tested, by the use of special tech~
nigues, on how knowledge is used in the interpretation of clin-
ical data and in the evaluation, diagnosis, and management
of clinical problems.

The examination is scheduled in early March in centers
established at selected schools and affiliated hospitals in
the United States and Canada, with a makeup examination at a
few centers in May primarily for candidates who fail the
March examination.

The minimum passing score on the NBME Part III examina-
tion is 290 on a standard score scale. The average standard
score for first year U.S. residents is 500. Over the past
9 years (1970-78), the pass rate for first year U.S. residents
has been over 97 percent. ‘
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EDERATION LICENSING FEXAMINATION

FLEX is designed to measure the knowledge and compre-
hension of basic and clinical medical sciences and to
evaluate clinical understanding and competence uniformly.

FLEX as th21r State medlcal baard examlnatlan Ellglb;thy

to sit for the examination is determined by the various par-~
ticipating State medical boards and not by the Federation of
State Medical Boards. The examination is given twice each
year, in June and December, at examination centers established
by the varicus State medical boards.

FLEX is a three-part examination given over 3 days. Day

I i5 a written examination composed of about 77 multiple-choice
questions in each of the seven basic medical sciences--anatomy,
behavioral science, biochemistry, microbiology, pathology,
pharmacology, and physiology. The questions are presented in
inteéerdisciplinary form and are selected for clinical applic-
ability. Day II of the examination covers the slxltraditlgnal
clinical sciences of medicine--obstetrics and gynecology,
pediatrics, preventive medicine and public health, psychiatry,
surgery, and related subspecialties. There are about 90 ques—
tions in each clinical area, presented in interdisciplinary
form, with emphasis on clinical evaluation. Day III tests

the applicant's knowledge of the indications for and the ap-
plication of specific forms of therapy and patient management.

o

Passing requirements are a function of the State admin-
istering the examination. 1In all States, a minimum weighted
average of 75 is required for passing. Most State medical
boards use a single wweighted average score for the entire
examination to determine pass/fail. However, some. States
have further stipulations as to minimal acceptable individual
subject or day lavels.

Foreign medical graduates, iuncluding U.S. and foreign
citizens, have not performed as well as their U.S.-trained
counterparts on FLEX. For examinations given from June 1968
to June 1979, only 47 percent of the foreign medical gradu-
ates passed, compared to 87 percent of the U.S. medical school
graduates. A Federation of State Medical Boards' official
said data are not available to differentiate between the test
results of foreign and U.S. citizen graduates of foreign med-
ical schools. ‘
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MEDICAL SCIENCES KNOWLEDGE

PROFILE EXAMINATION

The MSKP examination is used to give U.S. medical schools
an assessment of the medical science kriowledge of students
being considered for placement with advanced standing. This
examination was given for the first time in June 1980.

Any citizen of the United States or Canada, permanent
resident alien in the United States, or landed immigrant in
Canada may take the examination upon completing the applica-
tion and paying the required fees.

The objective of the examination is to measure the know-
ledge and comprehension of the medical sciences and introduc-
tion to clinical diagnosis. The examination is administered
in eight test centers in the United States and six ovVerseas
locations. It is a 1-1/2-day examination consisting of 800
to 850 multiple-choice questions. The examination covers ana-
tomy, behavioral sciences, biochemistry, introductory clin-
ical diagnosis, microbiology, pathology, pharmacology, and
physiologay. Each subject contributes about the same number
of questions to the examination. Certain questions test the
examinee's recognition of the similarity or dissimilarity
of diseases, drugs, and biochemical, physiologic, behavioral,
or pathologic processes. Other questions evaluate the exam-
inee's judgment about cause-and-effect relationships.

Because the examination is intended to provide informa-
tion for U.S. medical schools to use in evaluating an ap-
plicant for placement with advanced standing, there is no
passing or failing score.

"ME provided information on the
June 1980 MSKP examination as part of
draft report. (See app. XXV.)
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Otfice of Inspesto; ieneral

Washington, D.C. 20201

SEP 1 5 1980

Mr. Gregory J. Ahart

Director, Human Resources
Division

United States General
Accounting Qffice

Washington, D.C. 20548

Dear Mr. Ahart:

The Secretary asked that 1 respond to your request for our
comments on your draft report entitled, "Policies Regarding
U.5. Citizens Studying Medicine Abroad Are in Need of Careful
Review and Reappraisal." The enclosed comments represent

the tentative position of the Department and are subject

to reevaluation when the final version of this report is
received.

s

We appreciate the opportunity to comment on this draft
A

report before its publication.
Siye;;gly O Ur
,é%é% Fue 4.

Richard B. Lowe III
1

Inspector Genesral (Desig..ate)

Enclosure

GAO note: Any page references in appendixes XV through XXVI
may not correspond to page numbers in the final
report.
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COMMENTS OF THE DEPARTMENT OF HEALTH AND HUMAN SERVICES

ON_THE GENERAL ACCOUNTING OFFICE'S DRAFT REPORT ENTITLED

“POLICTES REGARDING U.S. CITIZENS STUDYING MEDICINE ABROAD
ARE_IN NEED OF CAREFUL REVIEW AND REAPPRATSAL™

General Comments

The Department's estimates of supply and requirements for physicians to
serve the U.S. population indicate that an adequate future supply can be
trained in schools in the U.S.. We, therefore, believe that no steps
should e taken which encourage U.S. citizens to seek medical training
in foreign schools,

We believe, nevertheless, that the problems discussed in the report are
significant, since a considerable number of U.S. citizens do, in fact,

study medicine abroad and return to the U.S. for clinical training and
practice. Taking measures to assure their qualifications is essential.

GAQ Recommendation to the Congress

"We recommend that the Congress direct the Secretary of Health and Human
Services to work with representatives of the medical profession and

State licensing authorities with the objective of developing and implementing
appropriate mechanisms that would ensure that all students who attend

foreign medical schools demonstrate that their -medical knowledge and

skills are comparable to those of their U.S. trained counterparts

before they are allowed to enter the U.S. health care delivery system

either for training or independent practice. We have identified a

number of alternatives that should b considered in accomplishing this
objective."

Department Comment

We recognize the need for procedures to assure that persons entering the
U.S. health care system for training or practices are adequately qualified.
The procedures now in general use applying to U.S. trained personnel are
the product of evolving practice administered by State licensing bodies s
the medical profession and the educational community, and we believe
that this is also the appropriate arrangement to apply to U.S. citizens
traineu in foreign schools. The Department of Health and Human Servjces
can assist this process by participating cooperatively, as it does
currently in several national voluntary bodies.

GAO Recommendation

"We recommend that the Secretary of Health and Human Services, in
cooperation with representatives of the medical profession and state
licensing authorities, address the current practice whereby students
from foreign medical schools received part or all of their undergraduate
clinical training in U.S. hospitals."

140 1cy
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Department Comment

We Concur. The procedures used to arrange for clinical training of
medical students in the U.S. are essentially the responsibility of the
profession and the educational establishment. We beslieve that this is a
sound arrangement, and should apply as well to U.S. citizens studying
abroad who seek training in the U.S.. The Department will cooperate in
the development of improved praocedures tc be utilized for the latter
group.
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US DEPARTMENT OF TDUCATION
OFFICE OF POSTSECOR"" RY EDUCTATION

WASHINGTON 20202

SEP 151980

c
E

Mr. Gregory J. Ahart
Director

Human Resources Division
United S5tates General
Accounting Office
Washington, D.C. 20548

Dear Mr. Ahart:

The Secretary asked that I respond to your reguest for our comments
on the draft report entitled, "Policies Regarding U.S. Citirens
Studying Mec .ne Abroad Are In Need of Careful Review and
Reappraisal. -

The enclosed comments represent the tentative position of the

of this report is received.

We appreciate the opportunity to comment on this draft report before

Sincerely,

)
e iﬁ%ézﬁgﬁéiﬁx
Albert H. Bowker
Assistant Secretary for
Postsecondary Lducation

Enclosure
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Comments of the Department of Education
on the
Comptroller General's Draft Report tc the Congress
"Policies Regarding U.S. Citizens Studying Medicine Abroad
Are In Need of Careful Riview and Reappraisal"

GAD Recommendation

W2 recommend that the Secretary of Edu&a;i;nAisgueggegglatizns

establishing procedures and criteria for implementing the legislative
requirement that the Department of Education ensure that foreign medical
schools are comparable

¢_to medical schools in the United States before

authorizing guaranteed student loans for U.S. citizens attending these
schools. T T i

Departmenc's Comment

The Department of Education agrees that under current law the Secretary
is obligated to assess whether a foreign medical school is "comparable®
to an American school in order to determine eiigibility to participate
in the Guaranteed Student Loan Program. In an effort to improve this
process, the Secretary of HEW on April 23, 1979, issued a Notice of
Proposed Rulemaking which assassed comparability on the basis of the
Scores that American students at foreign medical schools aciiieved on the
examination of the Educational, Commission for Foreign Medical Graduates
(ECFMG) .

This NPRM generated considerable negative public response. More than

1,000 written comments were received, of which over 90% came from

affected students and parents of students studying medicine ab:oad. 2
central theme of the negative comments was the inappropriateness of

using the pass rate on the ECFMG examination as an index of comparability.
The Public Health Service (PHS) made this point in a letter dated May 6,
1980, and also documented the difficulty of obtaining data from the private
sector neaded to administer t. Jvaluative system propused in the NPRM.

As a rosult of this negative public comment, the Department plans to

convene interested and knowledgeable participants, including

representatives of the Public Health Service and the Veterans Administration,
to reassess the available options. The result of these consultations may
include the publication of a new Notice of Proposed Rulemaking or other
administrative action or a proposal that Zongress reassess the conditions
under which foreign medical schools may participate in the GSL program.

In the meantime, the Department will continue its current policy of
implementing the statutory "comparability" standard without regulations.

€3
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Th= Department also notes that at this time there is
per.iing :s part of the Education Amendmenis of 198C (n
4187 cf the Higher Education Act) that would require any institution
wishing to participate in Education Department student a;SlStaﬂCE
pirogram= to enter into an agre2rent complving with unumerous specific
prov.. ions. It is our belief that manv if not most focreign educa
insti.Jvtions will bg eivher unable or unwiili agree te the require-
ments set forth in this legislation. If such legislation becomes iaw,
therefore, it is exps-ted that students at many foreign medical schools

will r= longer be ¢  “5 participate in the GSL program.

P o

GAO Fecommendation

n ensure that the

e

We furthe ¢
GéVé'ﬂmEﬁf

y ; tjgdgntr ’L:»éns ét

Department’'s Comment

We concur with the finding of the General Accountilig Office that the
present process utilized by the Department of Educat;en does not
accurately verify the status of U.S5. citizens nralleé at foreign
medical schools. We alse concur that a new procedure must be established
in order to protect the Government's interest in outstanding Guaranteead
3tudent Loans. However, this problem is not limited just to foreign
medical ‘schools--it obviously applies to students attending any foreign
school and receiving assistance under the Guarant-~d 5Student Loan
Brogram (GSLP).

As the report acknowledgas, there are tw> sets of concerns which have to
be addressed: those that rslats to the Federal Insured Student Loan
Program (FISLP) and those that relate to loins guaranteed by the state
or private nonprofit agencies that administer the GSLP in most states.

We have initiated the process for reviewing alternative means to verify
more accurately the status of U.S5. zitizens studying abroad. It is our
intent to start a process for determining the correct student status for
loans made under the FISLP. A task order will be developed as soon as
possible to identify all students receiving FISLP loans to alttend any
foreign school. For borrowers who are located through this process and
who are no longer attending school, we will notify lenders immediately
so that they may initiate the repayment of the loan and make necessary
adjustments to amounts of interest benefits which have been incorrectly
paid. Where we cannot locate the borrower, skip tracing efforts will be
instituted. 1In the case of loans made under the guarantee agency programs,
we will encourage guarantee agencies to follow a similar practice.
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As noted in the response to the first recommendation, proposed
legislation would require that GSLP participating institutions enter
into formal agreements containing numerous specific provisions. One
requirement would be agreement to complete the Student Confirmation
Reports for each student. 1In the event that schools do not comply,
their eligibility would be withdrawn.
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Office of the Washington, D.C. 20420
Administrator

of Vetarans Affairs

‘\f\ Veterans
\;&'7 Administration
SEPTEMBER 2 5 1980

»Mr. Gregory J. Ahart

Director, Human Resources Division ,
U. S. General Accounting Office

Washington, DC 20548

Dear Mr. Ahart:

"policies Regarding U. S. Citizens Studying Medicine Abroad Are in Need of
Careful Review and Reappraisal," which states there has been a great deal

of concern about the recent proliferation of medical schools established

to attract United States citizens who were unable to gain admission to med=
ical schools im this country. Questions were raised about the quality of
and the adequacy and appropriateness of that educational experience as prep—
aration for practicing medicine. The General Accounting Office (GAD) com-
pared the training received in six medical schools abroad to that provided
in the United States. The schools visited differed conslderably; however,
in GAO's opinion, none offered a medical educatlon comparable to that avail=
able in the United States.

In your report, you recommend that I accept those forelgn medical schools
approved by the Secretary of Eduecatlon as a basls for authorizing educa-
tional benefits to qualified veterans, theilr spouses, and dependents. We
have no objection to this recommendation in general. However, as poilnted
out on page 58 of the report, the Veterans Administration (VA) is required
by law to impose certain criteria on our approvals which are not found in
the previously proposed Department of Education (ED) regulations. These
eriteria include the provisions of sections 1775, 1789, 1790, and 1796 of
title 38, United States Code. Such provisions of law and their attendant
regulations would have to be considered when evaluating the adequacy of
any new ED standards.

- The adverse ruling of the court in Del Valle v. Cleland, the Puerto Rican

case referred to in the report, has impressed upon us the urgent need for

proper regulation in this area. Thus, the VA has been considering its own
eorrective regulations. Nevertheless, we believe we could abide by appro-
priate ED regulatious, but would 1like to have the opportunity to review
the content of any such new regulations hefore naking final comments on
the GAO recommendation.

We gsuggest that some of the language concerning the reference to the

Dei Valle case be changed in this report. We believe the outcome of the
cage can best be described if the present wording on page x and continuing
through 1line 4 of page xi, and the second sentence of the first full para-
graph on page 61 is changed. In the first instance, we suggest the fol-
lowing be substituted;

Q
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Mr. Gregory J. Ahart

VA lost a court case in March 1980 because it had not
formally published regulations, pursuant to appropriate
procedures, setting forth the criteria used as the basig
for its discontinuing educational benefits to U.5, citi-
zens attending a previously approved foreign mediecal
school.

As a gubstitute for the referenced sentence on page 61, we suggest the
following language:

In March 1980, the court ruled that VA benefits could
not be terminated because the VA's new criteria consti~
tuted a regulation and the VA had not followed the
appropriate procedures for promulgating such 2 regula=
tiﬂfli
We will pursue the feasibility of formhlly amending V.. regulations to
ensure the quality of foreign medical school programs and appreciate
the opportunity to comment on this draft repore,

Sincerely,

MAX CLELAND
Administrator )
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Septembar 16, 1980

Gregory J. Ahart, Director

United States General Accaunting Office
Human Resources Division

Washington, DC 20548

Dear Mr. Ahart:

In the !imited time, it has not been possible fo obtain input from the
Federation's Board of Directors. The comments which follow will be brief and
lim.ted to the recommendations. Although they are mine, | believe they sccurately
reflect the thinking of the Federation, '

The GAO has paﬁarmed a valuable service to the Americon public with
its report "Policies Regarding U.S. Citizens Studying Medicine Abrood Are in MNeed
of Careful Review and Reappraisal®. [t clearly documents the magnitude of the
problem,

The growing number of U.5. citizens studying medicine abroad, especially
in for=profit schools, is of grave concern to all segments of medicine, but especially
to the medical licensing boards. These boords have the responsibility under law to
datermine that candidates for licensure have been theroughly educated in the art and
science of medicine so that they continually demonstrate competence in the practice
of medicine, With limited resources, no one boord is capable of undertaking the
evaluation process for the several hundred schools abrood. As a result, the Federation
of State Medical Boards has established a Commission to Evaluate Foreign Medical
Schools. There is an urgent need to put some mechanism into place rapidly, as the
influx of 11,5, nationals from the new schools established in the Caribbean and Mexico
is just beginning to be felt. 1t would seem reasonable that the resullz of the site
visits mode by GAQ might eliminate the need for additional information from these
faur schools,
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All alternatives proposed for evaluating the education and fraining received
in foreign medical schools are viable and reasonable, The major problem with each
of them is the time required to implement, The licensing boards are in vrgent need
of documented information and guidelines. For this reason, the Federation strangly
believes that for the short term, the needs of the boards can best be met by the
Commission to Evaluate Foreign Medical Schools, For the long range, alternative
?2 and the implementation o the FLEX I-li concept is the most desirable, |t is
agreed that this is several years in the futura, but considerable progress has been
made to date. When this is in place, there will be a single frack for licensure
which all cardidates will be required to follow, )

The Federation enthusiastically supports the recommendations made to the
Secretary of Education and the Administrator of V A, Affairs. If these procedures
and criteria had been established as directed, the problem may not have been as
largs,

The Federation concurs with the recommendations to the Congress and the
Secratary of Health and Human Services. In addition, we weuld request that the
efforts begun with the Commission to Evaluate Foreign Medical Schools be acknow-
ledged and supported . l

| appreciate the opportunity to comment on the report. If you have any
questions, plecse let me know.

Sincerely,

.

Harold E. JérCey, Jr., MD
Executive Director/Secretary
I

HE J:pec
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COORDINATING COUNCIL ON MEDICAL EDUCATION

Member Organizations Ottice of the Secrelary
American Board of Medical Specialties PO. Box 7586
1603 Ornington Ave., Evanston, 1. 60201 éﬁnéaﬁé. Hhnors 60680

American Hospital Asscoation: o (312) 751-6299
840 N. Lake Shore Dr., Chicago, 1. 60311

American Medical Association

535 N. Dearborn 5t., Chicago, . 6061C

Association of American Medical Colleges o

Ona Dupont Circle, NW., Washinglon, D.C. 20036

Council of Medical Specially Socielies ) B
P.O. Box 70, Lake Forest, Ill. 60045 September 3, 1980

Mr. Gregory J. Ahart

Director, Human Resources Division
United States General Accounting Office
Washington, D.C. 20548

Dear Mr. Ahart:

Thank you for the opportunity to review the draft of a proposed
report: "Policy Regarding U.S5. Citizens Studying Medicine Abroad Are
in Need of Careful Review and Appraisal”. I note that your ietter
calls for review and comments prior to the September 15, 1980 dead-
line. The Coordinating Council on Medical Education held its last
meeting in March and at the present time does not have another meeting
scheduled. I note that three of the five parent organizations of the
Coordinating Council on Medical Education (Association of American
Medical Colleges, Americdn Hospital Association, and American Mediecal
Asgociation) all received copies and have been asked for comment,
-therefore, the Coordinating Council will not file separate comments.

Sincerely yours,
4

\(_'fé,}: diuy (;;,.{’: oot

] .
Jackson W. Riddle, M.D., Ph.D.
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LIAISON COMMITTEE ON MEDICAL EDUCATION

Council on Madical Education Assocl-tion of American Medical Colleges
Amarican Madical Associstion : One Dugont Circle, H.W.
North Desrbormn Strest Wazhington, D.C. 20036

ﬂ‘km Hlinols 60810
J.R. Schefisld, M.D.

Edward 5. Petersen, M.D, LCME Secretary, 1980-81
LCME Secrelay, 1979-80 (202) B28-D870
(312) 7518310 : : o

October 7, 1980

Mr. Gregory J. Ahart

Director, Human Resources Division
United States General Accounting Office
Washington, D.C. 20548

[=ar Mr, Ahart:

Thank you for your invitation to the LCME to review and comment on the
draft of your proposed report to the Congress on U.5. students studying
medicine abread.

Professional staff members of the LCME have reviewsd ,our report and have
discussed its findings with the principal officers of the LCME, all under the
rules of confidentialitv :ou have eatablished. We believe that your report,
if promptly made public, - uld render a decidedly beneficial public service to
the American pcople.

The LCME, following its long established practice, deeclines to comment
on the SPEELELC contents of your report and instead refers you to the two

asgociatibns which sponsor the LCME, i.e., the Association of American Medical
Colleges and the Council on Medical Education of the American Medical Associa-
tion, both of which have prepared specific comments for ysur use in developing
your final report. We believe it 1napprﬂpr\atg for the LCME to prav1de
specific comments on your report since the function of the LCME iz confi-ed

to the formulation of judgements on the quality of programs of medical educa-
tion leading to the M.D. degree in the U.5.A. and Canada.

CME Secf;tsry, 1980-81

cc:
Edward §. Petersen, M.D., LCME Co-Secretary
John A.D. Coeper, M.u., Ph.D., President, AAMC
Richard Egan, M.D., Secretary, AMA-CME
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LIAISON COMMITTEE ON GRADUATE MEDICAL EDUCATION

Oflice of the Secretary Mambar Organizstions
535 N. Dearborn 5t American Board ol Medical Speciallies
Cricago, Hi. 60810 1603 Orrington Ave., Evanston, Hl. 60201

American Hospital Assaciation
840 N. Lake Shore Dr., Chicago, 1Il. 80611

American Medical Association
535 N. Dearborn St., Chicage, lIl. 60810

Association of American Medical Colleges
One DuPant Circle, N.W., Washingtan, %C 20036

Council of Medical Specialty Societies
& P.O. Bax 70, Lake Forest, lli. 60045

September 12, 1980

Mr. Gregory J. Ahart

Director

Human Resources Division

United States General Accounting Office
Washington, D. C. 20546 |

Dear Mr. Ahart:

Thank you for your letter of August 15, 1980 to Or. E. L. Becker
with the enclosed draft document concerning U.5, citizens In
foreign medical schools.

This Committee does not plan to comment. However, the American
Hospital Associatlion, American Medical Association and the As=
soclation of American Medical Colleges are golng to respond. These
organizations are three of the flve sponsoring agencies of this
Committes,

Thank you again.

Sincegely,

/%
./ WitVibmé 5t I3

¥ Dead,
Interim Secretary

Liaison Committee on
Graduate Medical Education

WBD/es

cc: Dr. John Gienapp
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September 26, 1980 202: 828-0460

JOHM A, D. COOPER, M.D., FH.D.
FREBIDENT

Mr. Gresgory J. Ahart

Direccor

Human Resources Division

‘United States General
Accounting Office

Washington, D.C. 20548

Dear Mr. Ahart:

Thank you for permitting me and my staff to review the draft

of the GAO's report on U.S, citiz:ne studying medicine abroad.
Enclosed are a few suggestions for corrections and modifications
and a more lengthy comment on the report with information which
should bolster your findings. Contained in those comments are
tne Association's views of lLiow the.Congress should deal with
the issue of guaranteed stvdent loans and VA educational
benefits to U.5. citizens studying medicine abroad and how
state licensing boards should improve their standards for
licensure for nmedical graduates.

The Graduate Medical Education National Advisory Committes

report is referenced in our comments. Therefore, I am enclosing
a copy of the recommendations from that Committee which are

being, sent to tle Secretary on September 30. Recommendation

#2 concerns foreign medical graduates.l/For your interest,

also enclosed is a table illustrating the impact of an 18 per=
cent reduction in entering class size on each U.S. medical school.

Once again, thank you for permitting us to review the draft.

incerely,

ligfyégkgg;thJL

bt
)

Enclosures

1/This matevial has been deleted from tﬁéi:7cgmm§nts;ip?r;inent
~ recommendations by the Graduate Medical gducatlaniﬂat;anal
Advisory Committee are discussed in chapt .rs 1 and 3.
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The Association of Ameri-=an Medical Colleges is pleased
to comment on the draft of the report by the General Accounting

Office entitled, Egli;igﬁﬁﬁegardingggis. Citizens Stu’ying

Medicine Abroad are in Need of Careful Review and Ruappraisal.

The Association, whose membership incl. . 126 accredited
medical schools in the United States and Egérta Rico, 425
major teaching hospitals, and 70 academic medical societies,
has, froo its founding, been coencerned primarily with assuring
and improving the quality of medical education and medical
care in the United States. Through the Association's efforts,
and through collaborative efforts with other professional
grgagizatiéns, medical education and medical care in this
country have achieved a remarkahly high standard.

For several yegrs the Association and its constituent
institutic: ind organizations have been troubled by the growing
éxpéatati@L on the part of some U.S. citizens that attending
a foreign medical school provides them a right to return to
the United States to enter graduate medical education and,
ultimately, to be licensed to practice medicine. This timely
report by the General Accounting Office exposes the deficiencies
of medical education in six schools which enroll a large number
of U.5. citizens, The report raises urgent policy issues. These

comments will particularly focus on the following:

I $ The history of competition for admission to U.S.

medical schools.

174
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¢ The skewed distribution of U.S. citizens in foreign
medical schools.

¢ An assessment of the educatienal achievement uf U.8.
foreign medical students compared to students in
accredited domestic medical schools.

@ The provision of clinical education to U.S. fé%&ign
madical students by hospitals in the Unitg§;Statesi

¢ The provision of indirect federal subsidiés to foreign
medical schools through guaranteed student loans and
VA benefits to U.S. citizens studying medicine abroad.

® The responsibility for assuring adequate preparation

for medical practice.

HISTORY OF COMPETITION FOR ADMISSION TC' U.S. MEDICAL SCHOOLS

The opening paragraph of the report states, "Despite
significant growth in ‘“e enrollment capacity of U.8, medical
;chagls, thousands whe apply are not accepted because or the
intense compet.ition rur a limited number of pnsiticns. As a
result, substantial numbers of U.:i. citizens attend foreign
medical schools with the goal of practicing medicine in the
United States." The implication that competition for admission
to U.5. medical schools has caused the growing pfabieﬁ relating
to U.5. citizens studying medicine abroad needs to be examined
in the light of the history of medical school admissions since

World war II.
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The impression of intense competition for admission to

- U.5. medical schools has been largely hased upon anezdotal
accounts about the number of students applying to a single
U.8. school. Ngwspaée: stories, wiich conclude that 50 or
more applicants are applying for each position available in
the United States, fail to consider that, on the average, each
applicant applies te nine schools. The actual number of
applicants per position across the nation is much smaller.
Figurz 1 shows the number of applicants per po:ition in U.S5.

. medical schools at intervals since 1947,

The greatest number of applicants per position was
experienced between 1947 and 1949 when returning veterans
raised the average for three years to 3.3 applicants per
position.  During the 19505 and 1960s the figure averaged 1.9
to 2.0 with a nadir in 1960 and 1961 of 1.7. During the 1970s
the ratio increased to 2.8 applicants per position for three
years (1973-1976), but never approached the immediate post--
World War II level. It is now returning to a ratio of 2 to 1.
In 1979 there were 2.1 applicants per available Dositioen.

The majority of applicants to U.S. medical schools are
college seniors, most of whom are applying for the first time.
This prime group has Experienééd less severe competition than

usuaily thought.
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TABLE 1

Year Seniors/Position

1974 1.15
1975 1.24

1976 1.19

It is apparent from Table 1 that, during the most compet-
itive period of the pact decade, there were approximately 1.2
graduating senior applicants for each available positien in U.S.
medical schools. The faculties and their admissions committees
have been able to select students with strong academic records
and the personal gualities consistent with a career in medicine.
That they have féﬁéctea large numbers of applicants only
because of an insufficiency of positions is open to gquestion.

Data are not available on the number of disappointed
applicants who went abroad to study in the 1940s and early 1950s,
but a careful perusal of the Association's archives failed to
reveal any significant concerns expressed at that time about
there being a problem with U.S. citizens studying medicine
abroad. iDDuhtléssly, many factors have cuntributed to the
large number of U.S5. medical students attending foreign schools
in the recent era when competition for positions was less
intense than in tha 1940s, but a major Eacﬁmr appears to be‘

the develcpment of foreign schools catering to the careser

L]

aspirations ¢. American citizens who desire to become physicians.

£
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The skewed distribution of U.S5. citizens in foreign schools,

discussed below, gives strong credence to this.

THE SKEWED DISTRIBUTION OF U.S. CITIZENS IN FOREIGN MEDICAL
SCHOOLS - B

The report estimates (page 10) that the six schools
studied had about one-half (5,400) of all U.S. citizens studying
medicine abroad. The fact that only six schools contain one-
half of the U.8. gitiz... zrtainly supports a skewed distri-
butiosn. The Association's analysis of the distribution of
examinees in its 1980 Medical Sciences Knowledge Profile exami-
nation provides further evidence that U.S. citizens are pre-
dominately enrolled in only a few schools.

In June 1980, 1,601 U.S. citizens, presently or previously
enrcllgd in 130 foreign medical schocols, took an examination
to demonstrate their prof.lz of medical sciences knowledge.

ac 3¢ students seex advanged placement in a U.S. medical scheol.
The.r distribution among foreign medical schools is shown in
Tahle 2.

TABLE 2

- ) umber of Number of Percent
=¥aminees Schools Examinees of Total
1-9 107 256 16
10-24 13 187 12

25 or more 10 1,158 72
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S5CHOOLs WITH

25 _OR MORE EXAMINEES

School

U. Auto Guadalajara

U. Del Noreste
U. Central Este
Amer. U, Carribean

U. Monterrey

[

Roma
U. Catholic Lille
U. De CD Juarez

Far Eastern U.

Country
Mexico |
Grenada
Mexico
Dominican Republic

Montserrat

Mexico

Philippines

=

NDIX XXII

APP

46
42
38

30

Ten schools contributed 1,158 (723%) cf the examinees, while

107 schools accounted for

only 256 (16%). Further, three

schrols, St. George's, U. Autonoma Guad.lajara, and U. Del

Noreste, provided 54% of the total examinees.

All three share

the common characteristics of actively recruiting U.S5. citizens

and charging them tuitions significantly higher thar for other

students. Two, 5t. George's and Guadalajara, were studied

by the GAO and their policies towards '1.5.

gitizens are confirmed

by the report. Four others, Central Este, Juarer, Monterrey,

and the American University of the Carribean, which also

actively recruit U.5. students, contributed an additional 143

of the examinees. To emphasize, nearly two-thirds of the
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United States citizens seeking advanced placement in U.S.

medical schools cane from only seven foreign schools. Data

from the 1979 Educational Coemmission for Foreign Medical Graduates
supports these findings. Of the 3,150 U.S. citizens taking the

%t came from five of the top ten schools contributing

L

ECFMG exam, 5
to the Medical Sciences Knowledge Profile pool of examinees.

This skewed distribution is evidence that a few foreign
institutions are both exploiting the career aspirations of our
citizens and our national policy éf encouraging international
student exchange. The GAO report correctly acknowladges that a
number of the world's medical schaols have long-standing traditions

of excellence in medical education and have contributed significantly

"]

to medicine. Such meritorious schoels do not admit a significant

THE EDUCATIONAL ACHIZVEMENT OF U.5. FOREIGN MED
CDMPARED TO STUDENTS IN ACCREDITEE} DOMESTI

The opening paragraph of chapter two state

foreign medical schools we visited offered a medical education

comparable to that available in the United States because of
deficiencies in one orF more of the following areas--admission
requirements, facilities, equipment, faculty, curriculum, or
clinical training." This i. a clear -nd startling refutation
of the claim that U.S. citizens scudying medicin.: abroad
constitute an appropriate rescurce to serve the medical care
needs of our citizens. This statement by the GAO 1is huttressed
by an analysls of the performance on the Medical Scien.:s

Knowleldge Prafile examination of U.S. citizens atterding fo

‘Lq
‘3

medical schools.
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The examination program, which is sponsored by the

]

ssociation, tests stn?'ncs’ knowledge in the sciences basic

te medicine and in introductory e¢linical diagnosis. The

subtests on basic science subjects were constructed by the
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is known. FAn additional subtest composed ¢f guestions covering
material normally included in introductory ccurses in clinical
diagnosis was developed and administered to students in U.S.
medical schools to -establish their performance on this part of the

examination. Scores achieved on the examination are reported

on a nine point scale. The percentage of examinees and the

reference group of U.5. students achieving each score on the

L
[

ine point scale was determined and cempared for the two

j=]

Of the 1,601 examinees from foreign schocls, 1,327 had
completed or were currantlv enrolled in courses in anatomy,
biochemistry, microbiolegyv, pathology, pharnacology, ard

physicology. Fiqur2z Z illustrates that this group ¢ U.S.

uy

citizens from foreigan schon'u achieved siq. ' {icantly lowar
scores on all subtests of the examination. Overall, about 40%
of the examinees frow foreign schools failed to achieve the

average score of 5. Overall, only 8% of the students from

I

ols faiied to achieve a svore of 5. It is evident

e}
e
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that (the foreigr achools did not provide the =zxaminees an
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the 17th percentile when ranked with U.S, students, 0Only 282
of the 1},327 achieved a score placing them at the 50th percen-
tile or higher. The percentile rank of the average of examinees
‘rom the ten schools which contributed 72% of those who took
the exam was the sane as for the examinees from the otier 120
contribrvting uschools. In would appear tix.. cne efforts of
these schools to recruit 11.5. citizens are «.¢c matched by
efforts to provide an adequate educaticn.

The lack of preparation for lucation iv elinieal

rettings is of particular concern. The average performance

on the introduction to clinical medicine subtest placed the
examinees from the foreign schools at the 8th percentile
of U.S8. student performance. This low performance is .onsistent

with the GAO's findings that clinicai educational resources wers

inadequate in all of the study schools.
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The report =avticularly emphasizes the deficiencies in
education in clinical settings provided by foreign medical

schools. A particular strength of U.S. medical schools is the
education provided ir the clipical disciplines. To accomplish

this, U.5. scheools own, operate, or are affiliated with

‘m

hospitals dedicated to patiert care, teaching, and advancing
medical Kn@wlédge; Theze institucions and their faculties are-
the central facilities for both undergraduate and graduate
None of the foreign schools studied by the GAO has the
clinical facilities and resourcss needed tc educate the number
of students they enroll. As a consequence, U.3. citizens
attending these schools szeek to gain c¢lirical experience in

".5. hospitals. 1In the vase of three of the study schools,

. Nordestana, and Guadalajara, school officials

S5t. George

\mw
\w

have actively sought agreements with U.S. hospitals to provide
clinical education. TIhe revort confirms that most hospitals
which eitheir zcgept U.3. citizens “ho individually seek a
zlinical experience or who nave entered in:'® agreements with
foreicn schools are not recognized as teacning hospitals.

Further, students w'o participate in clinical aciivities are

in an observer status. Stndents in aceredited

h
[}

largely placr-
U.£. - dical scheols personally participzte i\ the work up,

Aiagnosis, and treatment of vratientg to wiich thay are assignred.

{ C) ey
igy
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Under supervision, they take the patient's history, do the
physical examination, make initial diagnostic hypotlieses, and

in collaboration with residents and faculty, pl&n laborstory
studies ana procedures. They are involved in carrying out
procedures and planning treatment. Their ¢losely supervised
involveme .t with residents and faculty is as a member of the team.
They are not passive observers. The Association believes that
the GAQ report supports its contention that U.S. students freom
foreign schools have an inadequate clinical edueation, even when
"elinical experiences” have been arranged in this ccuntry.

It should be particularly noted that by entering into

hospitals in tha United States charge tuition to U.S5. students
while they are assigned to U.S. hospitals and retain all, or the
+ »Jjor portion of, the tuition while providing little or no educa-

tion or supervision.

THE _PROVISLON OF INDIRECT FEDERAL SUB!
SCHOOLS THROUGH GUARANTEED STUDENT LOANS
U.S. CITIZENS STUDYING MEDICINE ABROAD

The Gznersl Acc: inting Office estimates that 45 millien
dollars in guaranteed s*.- nt loans have been provided to U.S§.
citizens stuuying medicii -  coad and that 12 million d-llacs

or more have been expendedl in .hs past decade to meet <. federal

|
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i to this program. Veterans Administration educa-

o
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tional benefits are estimated to be 5 million deollars The

provision of gua

[al

anteed sFudent loan support and VA benefits to
U.S. citizens studying ia foreiqn universities is appropriate

and, doubtlessly, many students have benefited from having had
the apgcrtuﬁit§ to ohtain part cr all of their higher education

However, continuing

-in colleges and universities in
guaranteed c:udent loan gz.mport and JA educational benefits for

U.S. citizens studying medicine abroad must be examined in light

i

of their peculiar distribution in foreign medical schools and th

growing recognition that U.S5. medical schools sre more than

supplying the need for physicians to serve our citizens.

The Graduate Medical Education Fational Advisory Committee
(GMENAC) , which was chartered in 1976 by the Secretary of HEW,
estimatas that j*y 1990 th ‘s wili'be an excess of 69,750
physicians in the United Stztes. The Committee has recommended
that U.5. medical schonls reduce their entering class size by
1984 to a .evel of 10% below that of 1978. The Committee's

report goes on to say that an expected 4,100 annual influx of

r the

o

foreign medical graduates must be severely curtailed

entering 5ize of domestic schools will have to be even more

Is]
P
I
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]
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severely restricted. The recommendation of a
16 below 1978 would reguire an 18% reduction in the projected

domestic ~<lass for 1982. This could distort tke educational
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programs of many of ocur :chools. A greater reduction would
render many of tkem nonviable.

Although our national poliecy of =ncouraging international
exchangs and educational experiences is basically sound and

should continue in other disciplines, the continuation of

]

uvaranteed student leans and GI benmfits to U.S. citzens studying

oy

medicine abroad should be exa-ined.

The Graduate Medical Education ¥ational Advisory Committee
has recommended that bo.: sta! - and federal leoan and scholarship
support for the study of medicine in foreign schouls be terminated
for students entering such schools after 1980. The Association
supports this recommendation. The skewed distribution of our
citizens in a few foreign schools which cater to their career
aspirations clearly demonstrates that the intent of Congress to
encourage interﬁaticnal gxchange is heing exploited. The Associa-
tion is convinced that U.§. eitizens who gain entrancs to meritor-
ious foreign schools will be able to find the resourzes neuvessary
to support their education. The Congress should amend P.L. 86-698,

the Higher Education Ant of 1966, to exclude students enrolled in

]

medical schools not accredited by the Liaison Committee on Medical

Education.
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All U.S. jurisdictions reguire that their schools Fe accredited
by the Liaison ¢ mmittee on Medical Education (LCME) in order

for graduates to be considered for ,:cansure. Trne recort points
out tlie paradox that had the American University of the Carribean
remained in Ohio, its g:aduates would not have been eligib’e

for a medical license uader any circumstances, but because the

school moved to the island nation of Muntserrat, its graduates
can potentially be licensad in the United States. The first
alternative proposed =y the General Accounting Office is to

have the LCME (or another body) acecredit foreign medical

sriwols. Doubt is ecast on the practicality ~f having a U.s.

agency enfocrce its accreditation authority on a foreign institution.

Further, many schocls with only a few U.S5. students would noct

seek accreditation, thereby eliminating some international

w

educaticnal opportunities. These isc ‘es, in addition to the
difficulties and the cost of mounting a worldwide accreditation
program, make the accreditation of foreign medical schools by

a J.5. autherity an unsatisfactory solat:iorn.
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Tr. addivson to requiving graduation from an accredited
domestic medical school, state licensing boards also reguire
Eassing an acceptable examination, either tlie three-part
Nationa® Doard of Medical Examiners sequence or the Federation
Licensing Examination {FLEX). The Mational Board of Medicail
Examjners' exacminations are avaiiable only to students enrolled
in or 7graduatss of C.8. and Canadian medical schools. Thus, the
FLEX examination is thaz only one available to graduates of foreign
schools, whether they are U.3. ritizens or aliens. This means
that all graduatas of foreign schoolz mus. meek the sam= ex=mina-
tion standards., This is appropriate, and further efforts on
the part cf the Federation of State Medical Beards and its
constituent boards to ensure that a uniformly high standard is
achieved and maintaine? & sy jurisdiction shoull be encotraged.

The Federation and its constituents should take especial

cognizance of the GAO's finding that the clinical edu:ation of

foreign medical graduaies is particula arly deficient. The aszes=-
ment of the clinical kneowledge and skills of studsents in accredited
U 5. medical schenls is accomplished by the facultics threugh

close contact and direct observation of how students perform in
their daily interactions with patients. Begause similar clinical
education and evaluation of performance is rarciv remiired by

foreign schools, all foreign medicai zctruel graduates, inrcluding

U.S. eitizens, should be regnired by state iicensing boards tn

oy
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take a special examination to demonstrate their clinical knowledge
and their ability to seolve patient management problems. Those

who pass that exam should take a further practical examination
proctored by qualified examiners during which their skills in
history-taking, physical diagnosis, and clinical judgment are
directly observed. Such examinations will, to a degree, supplant
the lack of quality eontrol in most foreign institutions. Graduates
of meritorious foreign schocls should have little difficulty in
meeting the standards for clinical knowledge and the clinical skills

necessary for the care of our citizens.

To enter programs in graduate medical education, there are
two standards. Alien foreign graduates who need a visa to enter
the U.5. for graduate medical education must pass one standard,
the Visa Qualifying Examination, while U.S. citizen graduates of
foreign schools are permitted to enter graduate medical education
if they pass what is generally considered a lesser standard,
the Educational Commission for Foreign Medical Graduates'examina-
tion. This double standard is indefensible. The Liaison Committee
on Graduate Medical Education (LCGME) , which sets the standards
for eligibility to enter graduate medical education in the United
States, should require all graduates of foreign medical schools
to meet the same standards. The LCGME should be urged to require
that U.S5. citizen graduates pass the same examination as other
graduates of foreign medical schools to enter accredited

graduate medical education programs in the United States.
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The General Accounting Office, in its przsentation of the
third alternative for evaluating the education and training
received in foreign medical schomls, points out that no exam-
ination can effectively determine that a foreign medical school
graduate has had an education comparable to that received in
U.5. medical schools. This is a problem which has rlagued
both medical =ducators and licensing boards., The solution
proposed in the third alternative combines approaches already
tried in the past. It is based on the concept that this
country has an obligation to rehabilitate graduates of foreign
medical schools who are deemed to have received an inferior
education. It combines elements of the program, which has been
conducted by the Educational Commission for Foreign Medical
Graduates since 1958, and the Fifth Pathway Program, which has
existed since 1972. The Educational Commission for Foreign
Medical Graduates sets a minimal standard through its examina-
tion and reviews and approves the credentials of Zoreign
graduates. Medical schools which sponsor Fifth Pathway programs
are supposed to determine the educational deficiencies of

students they accept into these programs and only permit those

o

who satisfactorily complete a series of clinieial clerkships t

go on to graduate medical education. WNeither program has
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proven to be a satisfactory solution. Both raise the expecta-
tions of U.5. foreign medical graduates that enrolling in a
foreign school will allow them to Pursue a medical career in
this country. The expenditure of scarce educational resources

on such a program does not appear to be justifiable.

This report by the General Accounting Office exposes the
inadequacies of the foreign medical schools studied. It paints
a clear picture of schools which have policies particularly
directed toward attracting large numbers of U.s. citizens,
Some of these schools have been established only within the past
three years. All of them were found not to provide an education
comparable to U.S. medical education. The. report, and additional
data from the AAMC, demonstrate a skeved distribution of U.g.
citizens in a few foreign medical schools.

United States citizens studying abroad are eligible for
federally guaranteed student loans and veteranz are eligible
for VA educational benefits if their education is comparable to
the =ducation they would receive in this countzy. Although the
exact figure is not known, many U.S. students in foreign medieal
schools are recipients of quaranteed student loans and VA benefits.
The concentration of U.S. citizens in a few schools of dubious
quality is a clear distortion of our national policy encouraging

international educatiocnal exchange. The Graduate Medical Education

173 1;35



National Advisory Committee reports that by 1990 there will be
an excess of 69,750 physicians in the United States. The
Committee recommends that U.S. medical schools reduce their
entering class size to.a figure 18% below the class projected
for 1982 and severely restrict the entry of physicians educated
abroad.

@ The Graduate Medical Education Mational Advisory
Committee recommends that all federal and state
assistance given through leoans and scholarships to
U.S. medical students initiating study abroad after

the 1980-81 academic year should be terminated.

The Association supports that recommendation. The
few U.S. citizens who gain admission to meritorious
foreign schools should be able to finance their
education through other sources.

The General Accounting Office is rightfully concerned
that U.5. citizens attending foreign medical schools which
do not provide an education comparable to that received by
students in U.S. medical schools expect to ke accorded the

privilege to practice medieine in a U.S. jurisdiction. A
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medical graduates similar to programs tried by the Educational

Commission for Foreign Medical Graduates and the Fifth Pathway.
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This proposal is founded on the concept that this country
has special obligaticns te remedy the educational deficiencies
of graduates cof foreign schools. The AAMC believes that no
such obligation exists and that the expenditure of scarce
resources on such an effort is not justifiable at a time when
the possibility that the nation will have an excess number of
physicians is becoming a policy issues:
The Association recommends:
¢ That all graduates of foreign medical schools be
required to mecet the same standards for entry into
graduate medical education and licensure in this
zountry.
& That State Medical Boards be encournged to establish
uniformly high standards for licensure in all juris-
dictions and develop rigorous practical elinical

examinations for graduates of foreign schools.
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EFFECTS OF GHENAC'S RECOMMENDED REDUCTIGH IN FIRST YEAR ENRULLMENT

19781
fear fnrol ment

148 PrOjECt'urg
15t Year Enrg)Inent

0% E&ductian3
1478

ist Year Earglinent

Projected 1982°
Ist Vear Enralinent

Reduced by 188

Alabama

Alabama, South

Albany

Albert Einstein

Arizona

Arkansas

Baylor

Boston University

Bowman Gray

Brawn ,

U, California, Davis

U, California, Irvine

U, California, Los Angeles
U, California, San Diego
U. Galifornta, San Francisco

164
i
128
186
8
138
167
14
107
b2
102
106
145
129
199

170

100
109
146
129
159

]Saurze; AAMC Medical School Adnigsion Requirenents, 1980-81.
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i 1 raduction fron 1982 First year enrollnent is required to neet GIENAC's recomendation for @ 108 aggregate decrease
from 1978 first year enro)Iment figures. :
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5
4
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8
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Fnr provis fonally-accredited schools the 1982 first year enrollnent nrojection was based on figures from Medical Schools
tie U5.A, Status of Accreditation, June 20-21, 1980,

sased on 1978 entering class size.
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Fully-Recredited Medical Schools
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Ist Year Enrollnent

1982 Projection
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10% Reduction
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Projected 1967
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U. Southern California
Case Hescern Reserve
Chicago Medical
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George Washington
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Hahnemann
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68
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3
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Fully-hceredited Medical Schagls

-1
15t Tear Enro]inent

Indiana
[owa

JefTerson

Johns Hopkins

Kansas

Kentucky

Loma Linda

Lavistana, Hew Orleans
Louistana, Shrevepart
Lovola==Stritch
Haryland

Mayo

Meharry

fiami

Hichigan State

U, Michigan
Hinnesota--0ul sth
Minnesota--Minaeapalis
Mississippi

Missourd, Columbia
Missourt, Kansas City
Hount Sinaf

Nebrask

Nevada, Reno

30
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235
121
202
110
149
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108
133
141
4]
149
1
m
o
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154
13
8
1
152
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Projected 1962
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104 Redustion

Projected 1982

1978 1982 Projection 1978 15t Year Enrollment
Fully-Accredited Medical Schoals | st Year Enrollrent | st Year Enrollnent | lst Year Envollnent Reduced by 185
New Jersey Medica) 154 L 13 LY}
~ Rutgers 14 10 103 %
New Mexico 75 13 68 60
New York Medical 180 18] 162 148
Hew York University M 173 154 142
SUNY--Buffalo LY 138 128 113
SUNY--Downstate 2 2% 199 185
SUNY--Stony Brook 63 60 5 4
SUNY--Upstate 150 150 13 123
North Carolina 161 162 145 133
North Dakota 67 68 60 56
Northwestern 177 173 159 142
Ohio, Medical College of 133 142 120 116
Ohio State 21 258 226 202
Okl ahoma 178 176 160 144
Oregon 17 116 105 %
Pennsylvania, Medical College of 102 104 92 8
Pennsylvania State 9 % (] 8l
U, Pennsylvania 160 160 1 k]
Pittsburgh 136 139 122 114
Roches ter 101 9 ] )
Rush 122 120 110 %
St. Louts University 15 155 L 127
South Carolina, Medical Univ, of 169 167 152 137
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Fully-Aecredited Medical schools

1978
Ist Year Enro]Inent

1982 Projection

103 Reduction
1978

It Year Enrollnent | st Year Envollnent

Projected 1982
Ist Year Enrollment
Reduced by 168

South Dakota
Stanford
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U, Tennessee

. Texas, Dallas

0, Texs, Galveston

U, Texas, Houston

U, Texas, San Antonio
Texas Tech

Tufts |

Tulane

Uniformed Services
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Virginia, Eastern
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Washington U, (St, Louis)
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i
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161
27

8
20
106
102

28
-8
no
166
199
18
0
3
193
5
1%
1%
07
0
9
%
1
181
K
15
158
20
7
162
n.
%

5
1
153
176
170
169
178
M
6
12
124
106
L
Y
16
fl
138
1
102
148
2
73

o7
8

T EFI WIS A%

LI TR

S

—



n
@
=

.. Provistonally-Accradited
_ . Medical Schogls

1978
Tst Year Enrollnent

1982 Projection
Tst Year Enrollnent

10% Reduction
1978
Tst Year Enrollnent

Projected 1982
15t Year Enrollment

_Reduced by 163

Horehouse

East Carolina
Northeastern Ohio
Oral Roberts
Puerto Rico, Ponce

Puerto Rico, Escuela de Medicine
de Cayey

U, South Carolina
Fast Tennessee
Texas A & N
Marshall Unfversity

TOTALS
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I
4
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b
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i
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3
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DIX XXIII

'AMERICA Hasplm ASS .
840 HORTH LAKE SHORE DRIVE CHIL Al of Lifaiis bk TE bkt B L (4, m s

O gALL ARITLH Ve hE i) LR, 3412

September 26, 1980

nting Office

I write in reply to your August 15, 1980 letter to Mr. McMahon requesting
the Eﬁmments af the American Haspital Association (AHA) on the dfaft gf
3 ! Pnliciés Regar ’ E

1 . Staff membe:s have
Ewed :he I pa 11 and we are pleased to respond to your

iest. Our gamménts are divided into three sections: first, general
conaiderations in response to the substantive izsues discussed in the
report; second, some general editorial suggestions that offer ways in
which the report might be revised to benefit the reader; and third, some
detalled comments with specific page references.

I. General Considerations

The underlying problem which led to the writing of this report has been
addressed by the AHA during the recent past. In brief, this problem can
be defined as the infiltration into the health care delivery system of

U.5. citizena, who having studied medicine abroad in unaccredited medical
schools, return to the U.5. to complete medical training and thereby
become practicing physicians without their credentials being subjected

to the rigorous appraisal that is afforded to entrants into the medical
profession who have been educated in the U.S. Aware of the problems
created by anomalous loopholes in the screening of such medical atudents
and the attendant threat to an appropriate standard of patient care,

the AHA Board of Trustees took the following action in May 1979:

To alert member hospitals and medical staff members te the increasing
number of requests from U.S. students in foreign medical schosls for
c¢linical clerkship positions in U.S, hospitals; further,

To urge that hospitals and physicians assess most carefully (1) the

CANE A BFs . Raawl) as

[
o
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To reaffirm the American Hospital Association's 1976 Guidelines on
Mutual Responsibilities in Education Health Manpower.

(For your information I append the policy document referred te in the
final part of the action.)

In the debate that preceded the adoption of this motion, members of

AHA's poliey making bodles identified a need for collaberation in
solving a complex problem. The many todies with legitimate interest in
standard setting for medical education will need to develop mechanisms
Jointly while remaining sensitive to the rights of individuals. The

4HA as a reprecentative of many hospitals that provide the locus of
clinical training for both undergraduar :nd graduate medical education
will be willing to work cellahorarfv.ly © nrivate sector and public
governmental bodies to redu. we orgoon .3, cltizen foreign medical
achool students who seek to receive ail or part of their elinical
training in U.S. hospitals. Individual hospitals are not equipped to
determine the quality of medical education but as the gite for educational
experiences hospitals have a legitimate claim to participate in the
process. The AHA 1is in broad agreement with the major conclusions
identified in the eentral paragraph of page 71 but when, on page 74,

the parties which may develop solutions are identified, we believe that
hospitals should be included.

In response to the elaboration of. alternative evaluation mechanisms,

the AHA does not believe the first alternative to be a plausible solution.
The second and third alternatives each have advantages in that the second
would introduce parity for all medical students--U.5. and alien=-whether
trained abroad or within the U.S., and the third would focus specifically
on those students currently glving rise to the problem. We do, however,
advise caution with respeet te the third guggestion since in a climate

of extreme fiseal stringency and with a projected surplus of U.S.
educated physicians, the motivation to implement a new credentlaling
mechanism requiring extensive collaboratirn will not oe high. This
motivation may be further reduced by the recommendations expectad to
emanate from the report to the Secretary of Health and Human Services

by the Graduate Medical Education Natienal Advisory Committee.

I1. General Editorial Suggestions

While the reader who is unfamiliar with the system of madical education
will undoubtedly be better informed as a result of reading the report,
we suggest that the introduccion of some graphic materials would improve
the text and enhance itas clarity. For instance, in the passages
describing alternate pathways flow charts would help the reader, and
where statistics are extensively used graphs and histograms would be a
useful addition.

&
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Furthermore we find that the report is frequently repetitious in that
material essentially dealing with the same topic occurs in several
different places. Some compression and editorial exeisions would increase
the cogency of the report.

I111. Detailed Remarks
1. cChapter 1 page 1 line 7
Although 10,000 = 11,000 is an approximate figure, it would assist

the reader to know what the basis was for this esvimate. In the
absence of accurate data, th source of an estimate is important.

2. page 1 line 15

were identified. It is left for the reader to assume that the
concern and question ultimately translate into a threat to the
gafety and welfare of the public.

3. page 7 linesl=6

Insofar as this paragraph addresses undergraduate education, it is
subsatantially correct. However, the term teaching hospital is
generally used to refer to hospitals that participate in programs

of graduate medical educatior, and the assertion in the final
sentence 1s not true of all hospitals with graduate medical education

The discussion fellowing the heading "Clinical Teaining for U.5.
Citizen Foreign Medical Schoel Students in U.S5. Hospitals" seems
to blur the distinction between credentialing individuals by
licensure, a function of state medical licensing boards, and

acerediting body.

5. page 24 final paragraph
This sentence is extremely obscure since the New York State officials
are not identified by title. The reader needs to know under what
statutery authority these officials took the actilon.

6. page 27 line 7-10
It would be helpful to the reader if the screening examination
raferred to was more definitively identified. Was this the

ECFMG examination or one devised by an individual hospital for
the purpose? .
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page 19

Under the heading "Curriculum”, there is not sufficient distinection
made between the two types of clerkship. .in.. the five basic
clinical spec;altias identified are ‘istad both programs,

it apnears tn t5: veader thot length of program rather than content
iz th. %ubs;antive issue., Was this the intentien?

8, page 30 lines 18-20

We find the final sentence of the second paragraph obscure

in that medical student notations rarely become part of the
patient record. The purpose of documenting medical student
history and physical examinations is its sducational value for

the student; such records are not routinely considered part of
patient care unless carried out under supervision and countersigned
by the physician responsible for patient care.

9. page 31 1lines 7-10

Many physicians without medical schﬂal teaching appolntments
participate in teaching programs for U.S. students.

10. Chapter 3 page 33

The exposition of the four separate routes for the entry of U.5,
FMGs would be enhanced if all five routes to the practice of
medicine were identified. We assume that graduates of U.5. schools
is the first pathway. The term "fifth pathway" ceuld then ke
descrlbed in fifth position.

Where ambiguities have been identiffed, we have discussed them as they
occur in the main body of the text without referencing them in the

digese. I hope that this responge iz helpful to you. Lf your staff

would like further clarification of any of the points raised in this
letter, please contact Thomas Atchison (312-280-6449) or Ada Mary Gugenheim
(312-280-6421). Thank you for the opportunity te review the draft.

(%]

iﬁ:éfély vours

/Z'fa &3&

Tita D. Cor u=Z§
Vice President

185 213

ERIC

Aruitoxt provided by Eic:



O

ERIC

Aruitoxt provided by Eic:

APPENDIX XXIV : APPENDIX XXIV

AMERICAN MEDICAL ASSOCIATION

535 NORTH DEARBORN STREET = CHICAGO. ILLINOIS 60610 # FHONE (312) 751-6000 « TWX 9' 221.0300

F‘gﬁ

JAMES H SAMMONS, M D 1980
Executre Vice Frepdent o e 1 980
(751.6200) September 15, 19

Gregory J. Ahart

Director

Human Resources Division

U.5. General Accounting Office
Washington, D.C, 20548

Dear Mr. Ahart:

The American Medical Association is pleased to have been offered the oppartunity
to provide its comments on the draft of GAO's proposed report ''Policies Regard-
ing U.5. Citizens Studying Medicine Abroad Are In Need of Careful Review and Re-
appraisal.” This report renders a valuable p.blic service by providing un-site
information concerning selected foreign medical schools and in outlining the cur-
rent status of U.S. citizens who seek a medical education in schools eutside of
the United States and Camada.

It is our view, as indicated in the attached comments, that although the federsl
government has a valid interest in assuring proper usage of tax dollars for
nigher education loan guarantees and VA education benefits, the federal govern-
ment should not become involved with program accreditation or in establishing
prerequisites for licensure or graduate medical educztion in the U.5., The
report does not adequately recognize existing safeguards through state respon-
sibilities for licensure to practice medicine that in general are bazad on:

1. character of the applicant;
2. an examination; 7
3. completion of an appropriate educational program.

Likewise, admission standards to graduate medinal education programs are deter-
mined by the program director and medical staff to assure that the participant
benefits from the program and that patients in the institution are protected.

In addition, the report failc to emphasize that undergraduate clinica) education
should be an experience provided under the most stringent academic supervision

in crder to fully protect the patient.

With these safeguards for licensure to practice medicine already established at
the state level and entry to graduate medical education established through
voluntary actions of the private sector, we believe that it Is Inapprepriate to
institute further federal .requlation.

JHS /dap
Attach.

186 <14
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COMMENTS
of the
AMERICAN MEDICAL ASSOCIATION
to the

General Accounting Office

Re: '""Policies Regarding U.5. Citizens
Studying HMedicine Abroad are in
Need of Careful Review or Appraisal"

SePtemEer 15, 1580

The AMA Is nleased to have been offered the ooportunity to comment on
the above referred report. The report correctly recognizes this subject
as an issue of Inecreasing magnitude since there is a greater number of U.§,
citizens who desire a medical education than there are places in U.S,
schools. The report points out that there are many high quality foreign
medical schools primarily concerned with education of their own nationals
which do not seek enrollment of U.S. citizen students. The report centers
on the fact that In recent years there has been a steadily increasing
number of foreign schools specifically developed to encourage U.5. citizens

to attend.



While the number of positions in'U.S. medical schools has risen

dramatically in the last two decades, this increase has not kept pace -maﬁagmp

with ihe number of students who desire to attend. Competition for space
has been extraordinary with many well=qualified individuals having
failed te gain admission. HMany of these highly motivated and EDMﬁEtEﬁi
individuals chose foreign educatioh in the hape of returning to the U.S.
(through the fifth pathway programs, advanced standing transfer, or
graduste medical education) for a career in medicine. It sh~yld be

pointed out that some foreign schools have no admissions requirements and,

therefore, may accept students who would not be eligible for admission

to a U.5. medical school even with space available.

foreign medical education should be synonymous with its interests con-

cerning any foreign higher education program entered into by its citizens.
Since medical licensure is a purely State function, the competence and

skills necessary to ﬁra:tlae medicine |n a jurisdiction are established by
the State licensing authorities aud are not In direct federal domain. No
Jurisdiction allows the practice of medicine without proof that zn indi-
vidual meets its established criteria for licensure. States have met

:he r responsibility by accepting certain objective indicators of compe-
tence for foreign medical graduates, such as passace of the ECFMG examination,
completion of an approved residency, and in at least one state, Specialty

- Board Certification. Foreign=trained physiclans are not unusual to many

states, For most of our history some U.S. citizens have obtained all or part
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of their mecical education in other countries. What is different in recent
years is the situation described in the report--increasing fhumbers of U.S§.
citizens rgceiviﬁg educations abroad.

The federal government does have a valid interest In assuring that tax
dollars are being properly spent. This interast specifically relates to
the use of higher education loans and VA education benefits. Therefore,
the report is significart in pointing out the failure of the Department
of Education (ED) in fellowing through on attendance verification reauire-
ments for students at foreign schools as well as determining comparability
of educational programs with U.S. programs. The report notes ED's failure
to determine standards of comparability for medical education programs,
yet it is surprisingly silent on methadolagy used in determining compara-
bility of foreign educational programs offering non-medical training. The
report also fails to address how the Veterans' Administration (VA) evaluates
non-medical foreign training programs.

Finally, the report does not address the critical questions relating
to comparability of 'What is a medical school?' and '"What is the meaning of
an M.D. degree?' In the United States a medical school Is an academic
institution. It is hot a vocational school for teaching technical skills
only. The student matures in a miliey of thought and investigation under
the guldance of a faculty care.:11ly chosen for their abilities and skills,
and capable of devising an integrated curriculum (diﬁactiﬁ and clinical),
presenting it, monitoring it, and avaluating it, as well as evaluyating the

progress of the student. That faculty is responsible for certifying that

189 @11
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the student has satisfactorily completed the curriculum under its direction
through the granting of the M.D. academic degree. In the United States and Canada
all undergraduate medical education programs are accrediled by a single agency

to ensure standards of curriculum, faculty, and resources as well as to

assure the student and the public that such standards are met. The educa-

tional program is usually provided in one defined geograghic site under

the direct supervision of selected faculty and occasionally at a remote

o under the direction of fuil time faculty. Ciinical components

site a)

w

1

of the curriculum are accreditad only as a portion of the whole program and
not separately. The Liaison Comrittee on Medical Education, the nationally
recognized agency for accreditation of programs in medical! education Teading

basic sciences alone

[yl
w

to the H.D, degree, does not recognize programs in th
unless tne Instituticn has established Its intent to provide a complete
program, MNor does it recogriize clinical programs alone,

The GAQ report notes that there is a iack of clinical facilities at all
six schools visited and that, to a great extent, 1o called "clinical
rotations'" must be arranged by rhe students themselves. These "clinical

rotations' are analegous in intent to the core clinical clerkships of U.§.

and Canadian medical schoels. The core clerkships are, however, an integral
part of the U.S, total curriculum, usually its third year, and are monitored
by carefully chosen faculty of the school and provided in a medical care

institution where the educational programs are supervised by the school's

faculty. During the fourth year or final period of an zccredited program

students may be permitted to select an elective course or experience at

(W)
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i
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another institution. In no case, however, is respensibility for the
students' education vested in another totally unrelated institution.

The report (Alternative 3) suggests that a mechanism be devised for
approval of U.5. hospitals to provide undargraduate clinical training to
students in foreign schools. This in assence would create clinical schools
of medicine in the U.5. outside of a total academic program and could
encourage further devalopment of foreign basic science proprietary schools
targeted at U.5. citizens. Separation of the responsibility for the clini-
cal experience from the institution providing the rest of the academic
program may lead to a reduction in the quality of the educational process,

The remainder of our comments will be directed at providing our views
concerning the alternatives and recommendations found st the end of the
report. We have also prepared detailed technical comments on items in the
report as an appendix to these comments.

Alternatives and Recommendations

The reﬁgrt (pages 74-79) presents three alternatives for consideration
designed to establish a method for readily determining whether the medical
education provided by a foreign medical school meets a minimum standard for
(1) continued U.S. government funding through ED loan guarantees and VA
benefit programs, and (2) whether the individuals so trained should be
allowed to enter into graduate medical education or practice in the U.S.

As we have stated abnve, it is our view that because of State responsibility
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for licensure the federal government's concern should be limited to item
one which is based on the determination of comparability of educational
programs. Addressing such comparability may be unfeasible if not im-
possible because of differences in tradition, educational evolution,
curriculum, resources, requirements for admission, etc.
Alternative 1

This alternative suggests that rhe i.laison Committee on Medical
Education or other recognized accrediting body, should aecredit foreign
medical schools. Only graduates of asccredited schools could qualify for
undergraduate clinical tralning in U.S. hasgftalsg graduate medical
education, or licensure In thEAu.Si

In addition to the problems outlined in the report there are three
additional factors that would militate against its adoptien. First, the
alternative fails to recognize that establishment of entrance standards
for a graduate medical education program is the proper responsibility of

the program's director and the medical staff of the institution. An

sufficient to ensure that the safety of the patients In the institution

Is assured. Suggestions that federal standards for admission to an education
program in a state or private Institution be imposed is unprecedented.
Second, the alternative does not properly ricognize the right of the States
to establish the level and type of educatien required for licensure.

Finally, it must be remembered that a large number of alien foreign medical

come to the U.5. for residency training so that they can develop additional

ERIC

Aruitoxt provided by Eic:



APPENDIX XXIV - APPENDIX XXIV

skills for practice on returning to their home countries. This
alternative would irrevocably damage this type of educational opportunity.
Alternative 2

This alterpative suggests that a new, more comprehens jve standardized
examination be created--with passage a prerequisite to graduate medical
education and licensure in the U.§.

While a sponsoring organization of the Educational Commission for
Foreign Hedieal Graduaéea, AMA will defer to it to provide definitive
comments on the quality and reliability of the ECFME's program for verifying
the credentials of foreign medical graduates. However, we will address
three points. First, the ECFMG exam, the VQE and FLEX examinations are all
prepared by the same agency and draw from the same pool of questions.
Second, the VQE exam was developed primarily as a mechanism te address the
entry of alien foreign medical graduates. Finally, determination of the
qualifications for an individual to obtain a license rests with the States
and to enter a graduate medical education program rests with the institution
responsible for the safety of patients and in whom the quality of care
delivered Is vested.

Al ternative 3

Thi% alternative would establish within the Department of HHS, of a
private agency, a bureaucracy to evaluate the credentials of each foreign
medical graduate,

We believe this alternative is the least desirable of those suggested.

First, Tt improperly places the federal government in the role of accrediting
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programs for undergraduate medical education in the U.5. (i.e., clinical
elerkships). It also inappropriately establishes federal prerequisites
for licensure and for entry into gradua:: medical training. Finally, it
fails to recognize the fact that the ECFMG was established as a veluntary
private sector program to do just such a screening of candidates.

In summary,both alternatives 2 and 3 address qualifications for
entering U.5. medical practice and fail to address the federal question of
comparability which in our view is the major federal interest.

Recommendations to Congress

This section suggests that the Congress should direct the HHS Secretary
to work with representativos of the medical profession and state llcensing
authorities to develop and Implement mechanisms to ensure that all fereign
medical graduates demonstrate skills comparable with those of U.5. medical
graduates in the practice of medicine.

As we have stated earlier, it Is the view of the American Medical
Association that the qualifications for the practice of medicine are
appropriately set by State licensing authorities. Each State has accepted
the responsibility to ensure that those licensed to practice medicine meet
certain standards. Likewise, entry into graduate medical education is now
regulated both by the States (through requirements for limited licensure
or registration of residents) and by the programs themselves to assure that

the concerns of patient care and safety are met. We do not view this as an
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area appropriate to or in need of Congressional involvement., The
publication ¢f this repor., by calliing attention to this issue has been

an impartant Congressional response te the issues of concern,

Recommendations to the Secretary ?f,ﬁ”g

This section recommends that the HHS Secretary, in cooperation with
the medical profession and Stare licensing aut-hr:sri’tiasi should address the
current practice whereby students in some foreign medical schoals receive
clinical training in the U.5.

We believe that the report raises a valid concern for review and
the AMA would be pleased to participate in any forum for discussing this

issue,

Recommendations to the Secretary of Education

This section recommends that the Secretary of Education issue
regulaticns as necessary to carry out its statutory duty to ensure that
foreign medical schools are comparable to U.5. mediczl schools (as part
of the requirements for the guaranteed student loan program) and for the
Secretary to implement necessary procedures to verify the attendance of
U.S. citizens at foreign medical schools,

We believe that these recommendations clearly focus on a valid
Interest of federal concern. We would suggest that the Secretary first
determine if the criteria used to determine the eligibility for quaranteed
student loans to students in non-medical disciplines attending foreign
universities would be acceptable for the purposes of medical edueation.

If not acceptable, the AMA would be pleased to discuss with the Secretary
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and other Interested parties, possible mechanisms for meeting the
statutery mandate.
accountability of U.5. students attending foreign madical schools.

Recommendation for the Administrator of the VA

This recommendation calls upon the VA to accept the Department of
Education's find!n§ of comparability of foreign medical schools far the
purpose of eligibility for VA benefits.

We concur with this recommendation.

Conclusion

in closing, the AMA believes that this report has provided a valuable
benefit by emphasizing the issues related to U.5. citizens seeking
undergraduate medical education at foreign medical schools. We agree that
the Secretary of Education and the Administrator of the VA should be
properly accountable for the tax dollarsthat are being used for education
of U.5. citizens at foreign schools.

We do, however, believe that the report fails to recognize the
important rele that the States have in ensuring quality medical care through
their conditions for licensure. Likewise, the report makes no reference
to the role of medical school faculties and hospital medical staff in
supervising graduate medical education residency programs to ensure quality

patlent care and a meaningful educational experience.

Qg

ERIC

Aruitoxt provided by Eic:



O

ERIC

Aruitoxt provided by Eic:

APPENDIX XXV AFPENDIX XXV

a

NATIONAL Board or MEDICAL EXAMINERS

]

3530 CHESTNUT STREET PriLADE L PHIA PENKA 15104

TLibBebnD AMEL DOEE DY 4G €450 - Cxivi ASonizs RATHOIED

SFFICE OF THE PRESIGEMT

Gregory J. Ahart

Director

Human Resources Division

United States General Accounting Office
Washington, DC 20548

Dear Mr. Ahart:

On behalf of the National Board of Medical Examiners, 1 wish to express our appreciation
for the opportunity to comment upon the CAD draft of its proposed report to the Congress
on U.5. citizens studying medicine abroad. This comprehensive, well documented draft
report clearly delineates the complex issues relative to education in foreign mediecal
schonls and the subsequent implications this has for entry inte the U.S. educational

and health care system,

While we have reviewed the entire report with great interest, please note that the
National Board's conments and suggestions are confinnd to those segments of the report

that relate to NBME programs and activiti- R FITC a4 8 nur review, our comments
and suggested modiflcations are provid.! un  .iividual 32, .5 identifled with the page

and paragraph numbers in the draft report. JSuggested changes and/or additions have
been underlined for your ready consideration. Also, copy of the corresponding page
Erom the draft report is attached to each NBME comment. The anclosures represgent
comments on pages 33, 34, 35, 136, 40, 41, 42, 44, 45, 46, 47, 49, 50, S1, 52, 74=81,
84, 85, 153, 157, 159, 160, and 161 of the GAO draft report, 1/

As noted in the comments on pages 35 and 50, we would suggest that the GAO Report be
updated with respect to the MSKP Program. At the time that the CAD staff was gathering
information and data for this report, the MSKP Program was 1n a developmental stage.

In view of the fact that this program has become operational, with the First examina-
tion administered in June-1980, it would seem appropriaste for the GAD Report to include
the results of this examination as well as an additional aprendix to describe the

MSKP Progpram. We are enclosing the following informational materials for your consi-
deration:

(1) The NBME Annual Report for 1979, with excerpts providing the background and
rationale for the introduction of this new program to replace the COTRANS Program
which involved the use of the Part I examination (see pages 14-15); and a deserip-
tion of the objectives and the content of the MSKP examination (see page 24). 1/

(2) Copy of the Bulletin of Informatfon for the MSKP Examinatien which was provided
to applicants; and 1/

(3) Copy of a brochure on interpretation of s:ores provided ts individual examinees
along with their score reports.

1/This material has been deleted from theif ‘comments.
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I hope that the enclosed comments and informational materials will be helpful to you.
Should you have any questions concerning these materials or if we can be helpful in
fur

providing any clarification or Ffurther information, please let me know.

ment.

Sincerely,

i .
Edithe J. Lewit, M. ).

President and Director

EJL:kh
Enclosures
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Geaeral Comments Concerning Alternatives and Recommendations

The three alternacives as presented seem to propose mutually exclusive strategies

(]

or evaluating the education and training received in foreign medical schaols. These

L)

present problems conceptually in that there is not a clear recognition of the separate

and distinct Functions and responsibilities of accreditation on the one hand, and
the assessment of individual ¢ apabilities on the other. The accreditation process
is concernad with evaluating the quality of an educuriomal Program or institution,
but it cannot assure the “ompetence and capabilities of eazh individual who has
participated in a given educational Program. An examination system on the other

hand is directed toward assgesging tae knowledge and competence of individuals,

[fr

and as such, the examination System cannot assure the quality of the educatiopal
program itself, Because of the separate and distinet purposes, both procedures

are required in order to assure the qualifications and demonstrated competence

of physicians to provide health care to the publie.

Another distinction chat needs to be clarified within this section of the

report relates to the separate mechanisms aad needs of qualifications for entry

[

into educational programs (whether at the undergraduate or graduate level) as oppo sed
to the qualifications and mechanisms for achieving licensure for independent practice.
As with the issue of accreditation and examination noted above, these also appear to

be comingled in the discussion of the various alternatives.

As now presented in the report, alternative 1 propu:es a4 mechanism for aceredita-

» but does not propose the mechanism for assessment

L]

tion of foreign medical school

of individuals either for entry into U.5. educational programs or entry inte the

practice of medicine via licensure in this country.
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Alternati-e 2 proposes a uniform examination svstem that would apply to both

(.5. and foreign medical gzraduates, with appropriate acknowledgement that such an
examination in the case of foreign medical graduates could not substitute for the

rigorous supervised tvaining which U.5. zraduates undergs. However, this alternative

of these foreign medical school graduates.

Alternative 3, like olternative 1, proposes a mechanism for iccreditation of
foreign medical schools but has comingled this responsibility with the responsibiliry
of assessing individual medical school graduates. Also, alternative 3 does not
recognize that different mechanisms might be needed for different levels of entry

into the U.3. system, e.g., entry into undergraduate clinical training (in this

section, confusingly referred to as "additional hospital training”), entry into

g

graduate medical educatior, or entry into the practice arena via independent licensura.

[%]
j=]
L=



APPENDIX XXV APPENDIX XXV

) ) INTERPRETATION OF SCORES
MEDICAL SCIENCES KNOWLEDGE PROFILE EXAMINATION

Prepared by the National Board of Medical Examiners
] in cooperation with the
Association of American Medical Colleges

The Medical Sciences Knowledge Profile (MSKP) is a program of the Association

of American Medical Colleges (AAMC) for its member schools. It uses an
axamination developed specifically for the MSKP program by the National Board

of Medical Examiners (NBME). Additional information about the program and a
description of the content of the examination is provided in the NBME publication,
"Bulletir of Information and Description of the Examination of the Medical
Sciences Knowledge Profile - 1980". A copy of that publication was provided to
each MSKP applicant prior to the examination and one is inciuded with the
Composite Score Roster that is provided to each medical school that requests a
roster.

MSKP - An Advance Placement Examination

The MSKP is intended for use as an advance placement examination. Consistent
with this use, the scores provide a profile of the examinee's -knowledge in each
of eight areas of the test. No overall assessment is provided. There i5 no
total test score or overall average and no pass/fajl or cut-off score is set by
the AAMC or the NBME,

The Introduction to Clinical Diagnosis subtest was included because this area
is in the curriculum prior to the beginning of the third year in United States
medical schools. The score on this subtest should be helpful to schoels in
determining the placement level of students in reference to their knowledge in
this area. It should be kept in mind that in this subtest as well as for the
entire MSKP examination, it is knowledge that is being tested. The test does
not assess the use of skills.

Stanine Score Profile

An examinee's raw score in each of the eight areas of the test is convertod to
a stanine (standard nine) type scaled score. This scaling of the eight MSKP
scores makes them comparable to each other and provides for easy and meaningful
interpretation. The stanine scale places individuals having sTightly different
raw scores together into-a single stanine score. This feature of the scale is
desirable for an advanced placement examination like the MSKP where smaTl
differences in raw score do not reflect true differences in the amount of
knowledge possessed by different exaninees and should not be critical in any
decisions based in part on test scores.

However, intormation about the precision with which the current MSKP subtests
measure the examinees' knowledge indicates that the odds are at least 2:1 that a
difference of one point on the stanine scale represents a true difference in
knowledge, and the odds approach 100:1 that a two point difference in stanine
scores represents a true difference.

The stanine scores are based on the performance of the MSKP reference group which
is made up of all MSKP examinees who reported on their application that they:

iy
S 2ok
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(1) are currently enrolled in a medical school; and
(2) are pursuing or have completed courses in anatomy, biochemistry,
microbiology, pathology. pharmacology, and physiology.

Stanine scores range from 1 through 9 and the average scorg for the reference
group is 5. Each score level from 2 through 8 represents a band (range) of

raw scores that is one-half a standard deviation in width. Thus, a score of

5 includes the average raw score of the reference group and all raw scores

from one-fourth standard deviation below to one-fourth standard deviation above
the average. A1l very low or very high scores are scaled to 1 or 9 respectively.
Figure A provides the information needed to interpret stanine scores assuming

a normal distribution of raw scores for the reference group and breakpoints in
the distribution at specified positions. The MSKP reference group does not
meet these cornditicas with total precision (which is usually the case with any
distribution) so stanine score norms are also provided for each of the eight
subjeet scores for the MSKP reference group.

Figure A

Interpretation of Stanine Scores

% of reference group
under portions of
the normal curve

r— 17%
Stanine Score 4
Standard deviation J I I

units from the mean -174 -1 /4 -7 1/,;1 +a ="37' +1 /'4 + /4

1980 Norm Data: MSKP Reference Group and U.S. Medical Students

The June 1980 MSKP examination was taken by 1,794 persons, 1,296 of whom met the
criteria of the reference group as described abnve The norm tables allow the
comparison of any MSKP score with those of tha MSKP reference group (Table A)
and with the predicted performance of a sample of students from U.5. medical
schools (Table B).

The U.S. student group contains approximately 1,000 second-year students from

six U.S. medical schools that administered portions of the MSKP to their
second-year classes in a field test which was conducted in the late spring of
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19€0. . These students also took the National Board Part I examination in June
1980.° Because MSKP gquestions have appeared either in Part | examinations v

in the Spring 1980 field test, it is possible to predict the performance of this
particular U.S. student group on the current MSKP.

To use either of the tables, locate a score in the Stanine Score columr and
note the corresponding entries in the two columns for the approp.ite subject.
For example, assume a score of 6 in Anatomy. To determine how this score
compares with those of the MSKP reference group, lecate "6" in the score column
of Table A and note the entries in the two Anatomy columns, The first figure
(18.1) is the percentage of the group that received a score of §. The 53.0

in the second column is the percentage of the group that obtainad scores lower
than 6. The same procedure is used for the remaining columns of Table A and
for Table B,

Tables A and B also 1ist the average and standard deviation of the stanine
scores for the MSKP reference group and U.S. sample respectively. As shown

by a comparison cf the mean scores, the predicted perfermance of the U.§,
sample on the MSKP examination is higher then the performance of the MSKP
refereice group. The greatest differences are for behavioral sciences and
introduction to clinical diagnosis. A comparison of the standard deviations
shows that the spread of stanine scores is smaller for the U.5. sample than for
the MSKP group., These findings are further indicated in the norm data of Tables
A and B. For the MSKP reference group, 10 to 15 percent score at the 1 and 2
levels and another 10 %o 15 percent at the 8 and 9 Tavels. When the same .
scaling procedure is. applied to the U.S. sample, essentiz1ly none of the aroup
scores at the 1 or 2 levels while 20 to 45 percent score at the 8 and 9 ‘evels,

The sample of U.S. medical students is not, and should not be confused with
the National Board Part I referesnce group that was used to standardize the
June 1980 Part I Examination. The Part I performance of the U.S. sample
indicates that it is reasonably representative of all U.5. medical students
taking Part I for the first time.
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Avg.
5.D.

Anatomy

436
5?3
14.0

5.0
2.0

9.4
90.1
76.1
58.0
2.1
23.1
11.6

34

0.0

Beh

2.0
6.3
15,8
19.1
20,5
14.4
1.7
4.5
5.7

. Sed.

98.0
9.7
75.9
56.8
36.3
21.9
10.2

5.7

0.0,

5.0

1.9

TABLE A

Percentage of the 1980 MSKP Reference Group
(Approximate N = 1,300) Scoring At or Below Each Stanine Score

Biochem,

4.2
1.6
14.8
14.3

15,9

20.4

759
17

5.0
Z!O

95.8
88.2
13.4
59.2
43.2
22.8
11.6

37

0.0

I‘C'D!

2.9
8.3
12.6
16.7

5.0
2,0

Micro,

At

Z.8

0.5

12.3
16.9
17.4
14,7

7i0
4.0

97,2
1.7
5.4
58.5
0]
26.4
1.0

80

0.0

5.0

2.0

Pathology

At Below

4.1
8.8
12.0
15.1
20.6
7.1

6.7

5.0
2.0

9.9

5.0
2.0

Physiolagy

2.8 9.2
1.2 90.0
8.2 75.8
18.1 517
1.7 40.0
15.9 2.
11,6 12.5
8.1 44

.4 0.0

5.0

w0
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Anatomy

8.6 9.4
16,1 75,3

2.4 50.9

26.4 2.5
13.6 10,9
9.1 1.8
1.3 0.5
0.5 0.0
0.0 0.0
6.5
1.5

TABLE 8

Predicted Percentage of a Sanple of Second-Year U.S. Medical Students
(Approximate N = 1,000) Scoring At or Below Each Stanine Score Level

Beh. Sci. Biochen, L.G.D. Micro, Patholagy Pharm. Physiology

156 844 8.8 9.2 14 86 82 98 51 %I 71 %9 84 96
5.7 217 549 174 44 156 79.3 145 784 216 70.0

|
[ |

5.3 B9.1 15,5
288 303 273 484 205 2.4 248 496 260 533 215 563 284 416
17.1 }13;2 3.4 250 150 124 2.3 5.3 247 8.6 250 N8 244 .2
89 43 139 N 9.3 31 145 0.8 195 901 188 130 128 4.4
o119 32 23 08 76 32 72 19 9,3 37 311 1.3
.1 00 29 03 08 00 32 00 19 00 30 07 ) 02
00 00 03 00 00 00 00O 00 00 00 07 00 0.2 0.0
00 00 00 00 00 00 00 00 00 00 00 00 00 00

7.1 6.4 1.2 6.5 6.3 6.2 6.8
1.5 1.5 1.4 1.5 1.4 1.5 1.3
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Statistical Characteristics of MSKP Scores

Table C includes the matrix of correlation coefficients among the subtest
scores and, for each subtest, the number of items, the reliability coefficient,
and the standard error of measurement.

Except for the behavioral sciences subtest, the intercorrelations are i™ the
-60's and .70's. The behavioral science correlations are held down a bit by
the lower reliability of that subscore. The correlations indicate that there
is a strong tendency for examinees to perform at a similar leval in ail of the
subtests but that each subtest contributes some uniqueness of content.

Any test score hias some lack of stability and precision. The reliability
coefficients (on the diagonal of the correlation matrix of Table C) and the
standard errors of measurement are indices nf the stability and preciseness of
the subject scores. The reliability of the behavioral science score would have
been comparable to that of the introduction to clinical diagnosis score if

the test had included as many items. The standard error of measurement is
particularly useful for interpreting the reliability of the examination. Since
the standard error of each MSKP subject score is 1.0 or less, it can be

assumed that an examinee's "true" stanine score is within one of the obtained
score. An examinee tested numerous times on the MSKP examination with no
experience between testings that would be iikely to affect his or her score would

be expected to score the same as or within one point of the obtained score.
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Intercorrelation Coefficients, Reliability Coefficients, Number of Items
- And Standard Error of Measurement for Subject Scores

Anat,

TABLE C

1980 MSKP Reference Group

Beh. Sei.  Biochem.  1.C.D.  Micro,

Path,

Anatomy . B6*
Behavioral Sciences
Biochemistry

Intro. Clin. Diag.
Microbiology

Pathology

Pharmacology

Physioiogy

L]

Numher of items 8

Std. Error of
Measurement 0.7

*Coefficient Alpha Reliabilities

49 17 .68 18

T4 51 57 .53
89* .62 79

83 91 154 93

¥

DOR
d

16
.37
15
16

N
53
19

.67
19
16
15

87
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EDUCATIONAL COMMISSION for FOREIGN MEDICAL GRADUATES

| 3624 MARKET STREET, PHILADELFPHIA, PENNSYLVANIA 10704, L.5.A. (] PHONE: 215 3865900 L] CABLE: EDCOUNCIL. PHILADELPHIA

=

September 26, 1980

Gregory 1. Ahart
Director

United States General Accounting Dffice
Washington, D.C. 20548

Dear Mr. Ahart:

This is in response to your earlier request tor comments regarding the
United States General Accounting Office proposed report to the Congress, "Policies
Regarding U.S. Citizens $tudying Medicine Abroad Are In Need of Careful Review
and Reappraisal,"

The Educational Cemmission for Foreign Medical Graduates has
reviewed he i« part but will comment only on certain techn:: .l asperts of the
sections p- .iining to ECFMG examination results, as follows:

The twal paragraphs on pages 44 and 153, state, "Over the past five
years (1975-79), the pass rateé for U.S. citizens ranged from 34 to
48 percent.” In rhis sentence, the "34" should be changed to "39".

In the same paragraph, "NBME estimated that, based on U.S. medical
school performance on the NBME Parts [ and 1l examinations, 97 to 98
percent of these students would pass the ECFMG examination if they
took jt,"

[ have discussed both sentences with members of the psychometric staff
at the National Board of Medical Examiners, and they believe that the
second sentence, also, should be changed to read (changes underlined),

"The NBME estimated that, based on U.S, medical school performances
on the NBME Parts I and Il examinations, approximately 95 percent of
these students would pass the ECFMG examination if they took it near

the end of medical school."

l.et me know if you have any questions about these comments.
Sincerely,

Iy . y
“‘;Cé,&_;g rho

Ray L. Casterline, M.D.
Executive Director

RLC:leh

cc: Mr. Robert Wilson
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