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Many U.S. citizens attend foreign medical schools 
with the goal of returning to practrce in thiscountry. 
However, the education and training provided by 
some of these schools, in which several thousand 
U.S.citizensare enrolled, vary greatly and, in GAO’s 
;p;;tl:, are not comparable to that offered In U.S. 

GAO recommends that more appropriate mech- 
anisms be developed to ensure that all students who 
attend forei n 

B 
medical schools demonstrate that 

their medica 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 sug 
tives to beconsidered inaccomp 7 

ests several alterna- 
ishingthis objective. 

GAO also recommends that (1) action be taken to 
address the practice of foreign medical school stu- 
dents receiving undergraduate clinical training in - 
US. hospitals, (2) the Department of Education 
and VA ensure that guaranteed student loans and 
educational benefits go only to students at foreign 
medical schools roviding an education comparable 
to that provid ecr at U.S. schools, and (3) the Gov- 
ernment’s interest in outstanding 

J 
uaranteed stu- 

dent loans for U.S. citizens stu ying medicine 
abroad be adequately protected. 

I Ill 
113880 

HRD-81-32 
NOVEMBER 21,198O 





. 

. 





COMP’TROUIR OLNLRAL Ot THE UNITED ffA= 

WA8HINOTDU. D.C. - 

B-200077 

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 several thousand U.S. 
citizens are enrolled. 

--Clinical training U.S. citizen foreign medical 
school students receive in U.S. hospitals. 

--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 licensure of physicians in the JJnited States. 

Comptroller General 
of the United States 
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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 accredited U.S. medical 
schools during academic year 1979-80. 

GAO recognizes that there are many first-rate 
medical schools in foreign countries which 
produce excellent 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 United 
States to practice medicine, GAO believed it 
was necessary to compare the training they 
received in medical schools abroad to that 
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 the merits or prob- 
lems of each school must be viewed separately. 
However, in GAO's opinion, none of them 
offered a medical education comparable to 
that available in the United 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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COMPTROLLER GENERAL'S 
REPORT TO THE CONGRESS 

POLICIES ON U.S. CITIZENS 
STUDYING MEDICINE ABROAD NEED 
REVIEW AND REAPPRAISAL 

DIGEST ------ 

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. 

GAO 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 cl.inical 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. 

Irpr Sheet. Upon removal, the report 
cover date should be noted hereon. i HRD-81-32 



FOREIGN-TRAINED U.S. CITIZENS ENTER THE 
AMERICAN MEDIC= SYSTEM IN VARIOUS WAYS 

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

--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 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 Human Services (HHS) 
stated that U.S. citizen foreign medical 
school students who transferred to U.S. 
medical schools generally had deficiencies 
in the clinical and basic sciences. (See 
p. 24.) 

Fifth Pathway Program 

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

Graduate medical education 

Those U.S. citizens at foreign medical schools 
who are unable to pursue either of the first 
two alternatives usually enter the American 
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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. medical school. 
(See p. 10 and appa. 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 U.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. 

Moreover, 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. and Canadian 
medical schools, including their clinical 
training programs. This Committee, however, 
is not responsible for reviewing and approv- 
ing other foreign medical schools or the 
clinical training programs provided in U.S. 
hospitals for U.S. citizens attending 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 hospitals 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.) 
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undergraduate medical education. However, 
State licensing authorities have no way of 
adequately assessing the education and 
training 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 foreign medical schools obtain 
graduate medical education in order to be 
licensed, whereas a similar requirement 
may not be imposed on U.S. medical school 
graduates. 

Specifically, according 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 these 
States require graduate medical education 
for physicians trained in foreign medical 
schools. The other three States (Massachu- 
setts, New Mexico, and Texas) do not require 
graduates of foreign 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.) 
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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. 

U.S. citizen foreign medical school graduates 
must pass the Educational Commission for For- 
eign Medical Graduates examination to enter 
graduate medical education in this country. 
Less than 50 percent of the U.S. citizens 
taking this examination each year pass, 
although the pass rate is reportedly higher 
for first-time takers than repeaters. 

Nevertheless, members of the medical profes- 
sion have questioned whether this screening 
examination is adequate to serve the purpose 
for which it is being used--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 gradu- 
ates, who may have attended the same foreign 
medical school, must pass the Visa Qualifying 
Examination to obtain a visa and participate 
in a U.S. 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 foreign 
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, 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 
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to state precisely the program's cost. (See 
p* 45.) 

PHYSICIAN SUPPLY IN THE 
UNITED STATES 

During the past several years, HHS has stated 
that the Nation's shortage of physicians ap- 
pears to have ended and that the United States 
could be 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 increcsing 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 to 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.) 

CONCLUSION 

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 provided by foreign medical schools, GAO 
believes that the Congress, the administra- 
tion, State licensing authorities, and the 
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 

viii 



In GAO's opinion, the approach used by ED and 
. VA to make this comparability determination 

is inadequate. Both agencies primarily based 
their determination on the foreign schools' 
listing in the World Health Organization's 
"World Directory of Medical Schools." 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 VA 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 large numbers of U.S. 
citizens. (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 enacted 
years ago. (See 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 21,300 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 accounting 
system does not provide accurate and complete 
information on the number or amount of guaran- 
teed student loans and defaults, GAO is unable 



RECOMMENDATION TO THE 
ADMXNISTRATOR OF VETERANS AFFAIRS 

The Administrator should accept foreign 
medical schools approved by the Secretary 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 LICENSING AUTHORITIES, 
AND THE MEDICAL PROFESSION 
AND UNRESOLVED 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 Association agreed with 
GAO's recommendation concerning clinical 
training in U.S. hospitals and stated that 
this is a valid issue for concern. However, 
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 safeguards 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 
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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* 56.) 

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 
schools in the United States before author- 
izing guaranteed student 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.) 
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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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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 deliberative 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 regulations 
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 regulations, 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 regula- 
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 
comments. 



Page 

CHAPTER 

3 ALTERNATIVE ROUTES FOR ENTERING THE AMERICAN 
MEDICAL SYSTEM 

Admission with advanced standing 
Fifth Pathway 
Entry into graduate medical education 

Admission requirements differ 
Examinations for graduate medical 

education 
Educational Commission for 

Foreign Medical Graduates 
examination 

Visa Qualifying Examination 
Medical licensure 

State medical licensing boards can- 
not adequately evaluate foreign 
medical education 

Emerging developments 
Comprehensive Qualifying Examination 
Federation Licensing Examinations I 

and II 
Recommendations to HHS by the 

Graduate Medical Education 
National Advisory Committee 

4 FEDERAL FINANCIAL ASSISTANCE TO U.S. 
CITIZENS STUDYING MEDICINE ABROAD 

The Department of Education and the 
Veterans Administration have not ade- 
quately evaluated foreign medical 
schools 

Inadequate criteria for determining 
comparability 

Revised criteria developed in re- 
sponse to recently established 
foreign medical schools 

VA's revised comparability 
criteria 

ED's revised comparability 
criteria 

The Department of Education's accounting 
system does not provide complete and 
accurate loan and default information 

23 
24 
27 
29 
29 

30 

30 
31 
32 

34 
35 
35 

36 

37 

39 

41 

41 

42 

43 

44 

45 



Contents - 

Paqe 

DIGEST 

CHAPTER 

1 INTRODUCTION 
Medical education in the United States 

Accreditation of U.S. medical schools 
Curriculum 
Facilities and equipment 
Faculty 
Teaching hospitals and clinics 

Physician supply in the United States 
Organizations involved in the education, 

testing, and licensure of physicians 
in the United States 

Objectives, scope, and methodology 

2 MANY U.S. CITIZENS ATTEND FOREIGN SCHOOLS 
WHICH DO NOT PROVIDE A MEDICAL EDUCATION 
COMPARABLE TO THAT AVAILABLE IN U.S. 
SCHOOLS 

Visits to foreign medical schools 
Admission requirements 
Curriculum 
Facilities and equipment 
Faculty 
Clinical training 

Clinical training for U.S. citizen 
foreign medical school students 
in U.S. hospitals 

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

Clinical training arrangements with 
U.S. hospitals 

Differences exist among U.S. hos- 
pitals visited 

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

Curriculum 
Faculty 
Inadequate supervision and 

monitoring 

i 

7 
7 

10 
11 
12 
12 
13 
14 
14 

15 

16 

17 

18 

20 
20 
21 

21 



APPENDIX 

IV 

V 

VI 

VII 

VIII 

IX 

X 

XI 

XII 

XIII 

XIV 

xv 

XVI 

XVII 

XVIII 

XIX 

St. George's University School of Medicine 

Autonomous University of Guadalajara Medical 
School 

University of Bologna Medical School 

University of Bordeaux Medical School 

Educational Commission for Foreign Medical 
Graduates Examination 

Visa Qualifying Examination 

National Board of Medical Examiners' Part I 
Examination 

National Board of Medical Examiners' Part II 
Examination 

National Board of Medical Examiners' 
Part III Examination 

Federation Licensing Examination 

Medical Sciences Knowledge Profile Examina- 
tion 

Letter dated September 15, 1980, from the 
Department of Health,and Human Services 

Letter dated September 15, 1980, from the 
Department of Education 

Letter dated September 25, 1980, from the 
Veterans Administration 

Letter dated September 16, 1980, from the 
Federation of State Medical Boards of 
the United States 

Letter dated September 3, 1980, from the 
Coordinating Council on Medical Education 

Page 

102 

109 

120 

126 

132 

133 

134 

135 

136 

137 

138 

139 

142 . 

146 

148 

150 



Page 

CHAPTER 

5 

APPENDIX 

ED does not know the status of its 
loan recipients at foreign medical 
schools 46 

Loan defaults are increasing 48 

CONCLUSIONS; RECOMMENDATIONS; COMMENTS BY 
FEDERAL AGENCIES, STATE LICENSING AUTHORI- 
TIES, AND THE MEDICAL PROFESSION: AND UN- 
RESOLVED ISSUES 49 

Conclusions 49 
Alternatives for evaluating the 

education and training received in 
foreign medical schools 52 

Alternative 1 52 
Alternative 2 53 
Alternative 3 54 

Recommendation to the Congress 56 
Recommendation to the Secretary of 

Health and Human Services 56 
Recommendations to the Secretary 

of Education 56 
Recommendation to the Administrator 

of Veterans Affairs 56 
Comments by Federal agencies, State 

licensing authorities, and the 
medical profession and unresolved 
issues 57 

HHS 57 
ED 58 
VA 60 
Federation of State Medical Boards 61 
AAMC 62 
AHA 64 

66 
NBME 68 

I Organizations involved in education, test- 
ing, and licensure of physicians in the 
United States 

II University of Central de1 Este Medical 
School, and its comments dated 
April 10, 1980 

70 

75 

96 III University of Nordestana Medical School 



t 



Page 

APPENDIX 

xx 

XXI 

XXII 

XXIII 

XXIV 

xxv 

XXVI 

AAMC Association of American Medical Colleges 
AHA American Hospital Association 
AMA American Medical Association 
COTRANS Coordinated Transfer Application System 
ECFMG Educational Commission for Foreign Medical 

ED Department of Education 
FLEX Federation Licensing Examination 
GAO General Accounting Office 
GMENAC Graduate Medical Education National Advisory 

HHS 
LCME 
MSKP 
NBME 
VA 
WE 
WHO 

Letter dated October 7, 1980, from the 
Liaison Committee on Medical Education 

Letter dated September 12, 1980, from the 
Liaison Committee on Graduate Medical 
Education 

Letter dated September 26, 1980, from the 
Association of American Medical Colleges 

Letter dated September 26, 1980, from the 
American Hospital Association 

Letter dated September 15, 1980, from the 
American Medical Association 

Letter dated September 8, 1980, from the 
National Board of Medical Examiners 

Letter dated September 26, 1980, from the 
Educational Commission for Foreign Medical 
Graduates 

ABBREVIATIONS 

Graduates 

Committee 
Department of Health and Human Services 
Liaison Committee on Medical Education 
Medical Sciences Knowledge Profile 
National Board of Medical Examiners 
Veterans Administration 

' Visa Qualifying Examination 
World Health Organization 

151 

152 

153 

182 

186 

197 

208 



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 schools 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. 

Accreditation of U.S. medical schools 

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 profession that graduates are competent to practice 
medicine. 

The responsibility for evaluating the soundness of the 
schools' education programs leading to the M.D. degree rests 
with the Liaison Committee on Medical Education (LCME), which 
is recognized 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 medical 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 guidelines 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. 
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CHAPTER 1 

INTRODUCTION - 

Despite significant growth in the enrollment 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, 
based 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 in 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 schools 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 
moat 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 A/ 

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. 
.---- _-._----- 

&/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. 



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, 
and on the school). 

depending on the specialty 
However, an average of seven clerkships 

are required lasting 4 to 12 weeks; they most frequently 
include internal medicine, obstetrics/gynecology, 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. 

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. 

Faculty 

U.S. 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 
1 for each 1.3 medical students. The full-time clinical 
faculty is about 2-l/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. 
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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, 
staff, facilities, and the resources available to meet the 
school'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 
research 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 clinical instruction varies, depending 
on the number of students, the curriculum, the institution's 
goals, and the involvement of other health professions' 
education programs. 



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 Congress 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. A/ This is equivalent 
to about 245 physicians for each 100,000 people. Furthermore, 
the 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. Since 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 
physicians 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 z/ physicians by 1990. GMENAC attributed more than 
half of this estimated surplus to the influx of foreign 
medical school graduates. GMENAC was established in 1976 
to advise the Secretary on the number of physicians needed 
--m-e 

.  

&/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. 

Z/"Report of the Graduate Medical Education National Advisory 
Committee to the Secretary, Department of Health and Human 
Service8,1' September 1980. 

z/GMENAC said, however, that the mathematical models used 
have a certain range of error and therefore caution 
should be used in viewing the magnitude of the surplus. 
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Teachinq hospitals and clinics 

To acquaint students with a sufficient nui':lber 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 supply 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 health personnel in the United 
States. The Department has prepared two reports, in August 
1978 and in December 1979. 

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

Universidad Central de1 Este, 
San Pedro de Macoris, 
Dominican Republic 

Universidad Nordestana, 
San Francisco de Macoris, 
Dominican Republic 

St. George's University 
School of Medicine, 
Grenada, West Indies 

Universidad Autonoma De Guadalajara, 
Guadalajara, Mexico 

Universita Degli Studi Di Bologna, 
Bologna, Italy 

Universite de Bordeaux II, 
Bordeaux, France 

Date visited 

July 1979 

July 1979 

Aug. 1979 

Oct. 1979 

Nov. 1979 

Nov. 1979 

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

We also met with foreign government health and education 
officials as well as representatives of each country's medical 
society 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 to these foreign schools, we learned 
that many U.S. citizen foreign medical students obtained part 
or all of their undergraduate clinical 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 U.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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to bring supply and requirements into balance with the Na- 
tion's needs. Accordingly, GMENAC made a number of recom- 
mendations designed to reduce the number of U.S. medical 
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 medicine. This concern was stimulated by the recent 
establishment of many new medical schools outside the United 
States. Therefore, GMENAC urged that the Federal Government 
adopt measures to substantially reduce this inflow. (See 
p. 37.) 

ORGANIZATIONS INVOLVED IN THE 
EDUCATION, TESTING, 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. 

OBJECTIVES, 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 was conducted at the headquarters offices of 
HHS, l/ the Department of Education (ED), l/ the Department 
of State, and the Veterans Administration TVA). 

We also visited six foreign medical schools in the 
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: 

------v--m.- 

&/On May 4, 1980, the Department of Health, Education, and 
Welfare was replaced with two departments--HHS and ED. 
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CHAPTER 2 

MANY U.S. CITIZENS ATTEND FOREIGN 

SCHOOLS WHICH DO NOT PROVIDE A 

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 and generally was not comparable to that 
available to U.S. medical school students. Further, for 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. 
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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 Caribbean 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 ass'sted 
by GAO's Chief Medical Advisor. This physician accompanied 
the staff on visits to the foreign medical schools, host 
country health and education organizations, U.S. hospitals, 
State medical licensing boards, and U.S. medical organizations. 
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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 requirements, adequacy of facilities and 
equipment, size of student enrol\lment and faculty, and 
availability of clinical facilities varied considerably, 
and most were very different from what would be found at a 
U.S. 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 to 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 schools had admission 
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 
to those of U.S. schools. However, at some of the schools, 
the lack of facilities, equipment, faculty, or clinical 
opportunities made the content of the curriculum less than 
what would be provided in a U.S. medical school. 
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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 SCHQOLS 

A great deal has been written about some foreign medical 
schools in recent years. Some schools have been criticized 
for their locations: their lack of faculty, facilities, and 
equipment: and their profit motives. 

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 States 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. 

* 
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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 
two European medical schools we visited, and some faculty 
members indicated that this made effective teaching difficult. 
Faculty members at these two schools seemed to place higher 
priority on their research than on teaching. Research played 
a lesser role with faculty members at the medical schools 
in Mexico and the Caribbean. Officials at one university 
stated that research was not required of their faculty so 
that more emphasis could be placed on teaching. 

At one foreign medical school in the Caribbean, some of 
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 access 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 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. For example, one 
medical school was located in an old warehouse-type building, 
another in a renovated motel complex, and a third in a sprawl- 
ing modern university with numerous 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 schools 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* 
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citizens from foreign medical schools were properly prepared 
for clinical training. Also, these clinical training programs 
were inadequately monitored by the foreign medical schools. 
In U.S. teaching hospitals these programs were often separate 
from the clinical 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 qenerally 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 training pro- 
grams for foreign medical school students at hospitals in 
their States, nor were they aware 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 schwol 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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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. 

According to officials at the European medical schools 
we visited, opportunities for clinical training were severely 
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 another 
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 obtaining 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 recent report to the Congress 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 undergraduate 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 these 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.S. 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.S. 
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Differences exist among 
U.S. 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 school 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. 

Six 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 
had 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 accepted U.S. citizen for- 
eign medical school students based on a review of informa- 
tion provided by their foreign medical school, even though 
a 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 examination or the 
ECFMG examination before being accepted into clinical training. 
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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 school 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. In addition, one of the medical schools in the 
State advised its affiliated hospitals in December 1979 to 
stop offering clinical training programs to foreign medical 
students because 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 arranqements 
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 de1 Este, 
Bologna, and Bordeaux medical schools make their own 
arrangements for clinical training at U.S. hospitals. 

--U.S. 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 de1 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. 

. 
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a U.S. hospital we visited said that his 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 schools 

The length, type, and extent of clinical training re- 
ceived by U.S. citizen foreign 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 

The curricula of U.S. medical schools vary, but generally 
include 2 years 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 clinical 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 Ir 
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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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 for- 
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--$2,000 per 
year per student--which, according to the hospital adminis- 
trator, was to offset costs associated with the training 
program. 

U.S. citizens at the four foreign medical 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 $1,000 per 
semester per student to defray the expenses of the hospitals' 
clinical training programs. 

Administrators and medical directors at the U.S. 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 influence hospitals' decisions to 
provide clinical training programs to U.S. citizens attending 
foreign medical schools. For example, a staff physician at 
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Officials at one U.S. hospital, affiliated with 
Nordeetana, 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 arrangements for training in U.S. hospitals were 
not supervised or monitored by their medical schools. 
Therefore, 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. 
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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 
had 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, he 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 specie1 lectures for students, 
while others provided lectures only as part of the hospital's 
continuing medical education program. 

Faculty 

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 continuing 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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--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. 

Moreover, some State licensing boards have become in- 
creasingly concerned about the difficulty in assessing the 
quality of applicants' foreign medical education. Therefore, 
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 foreign medical 
school students is to transfer with advanced standing to a 
U.S. medical school. To assist such students, AAMC and NBME 
in 1970 established the Coordinated Transfer Application 
System (COTRANS). Under this system, 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 COTPANS 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. In 1978-79, 
858 U.S. citizen foreign medical school students transferred. 
The large l-year increase 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, 
U.S. medical schools were required to accept as transfer 
students enough U.S. citizens studying abroad or in other 
advanced degree programs to increase enrollment by 5 percent 
of their first- or third-year full-time enrollment, whichever 
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CHAPTER 3 

ALTERNATIVE ROUTES FOR ENTERING 

THE AMERICAN MEDICAL SYSTEM 

The goal of U.S. citizens studying at foreign medical 
schools with whom we spoke 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 examination, 
which is generally designed to measure the individual's 
medical knowledge and proficiency. The examination may be 
the NBME examination, the ECFMG 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 
observed 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 examination 
(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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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 

II* * * a 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 couL'se 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 science curricula, teaching 
methods, faculty, and facilities. For example 
many students noted the absence or limited em- 
phasis on laboratory work in such courses as 
anatomy, physiology, microbiology, and pathology. 
Instruction in dissection was considered weak; 
the difficulty of obtaining satisfactory cadavers 
was noted. Further, laboratory equipment and 
facilities, audiovisual equipment, 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 in the basic sciences 
would not meet the standards of many U.S. medical 
schools." 

* * * * * 
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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 MSKP examination in addition to meeting the 
U.S. medical school's standards. Accordingly, the transfer 
students can be considered 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 Educational Assistance Act of 1976 
(Public Law 940484), authorized grants to U.S. medical schools 
to conduct 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 
submitted by the schools and submit an evaluation of the in- 
formation contained therein to the Congress. 

This study, l/ 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 

&/"Analysis of Deficiencies in the Foreign Medical Education 
of U.S. Foreign Medical Student Transferees." 
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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 L/ 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 year 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 description 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 

L/However, U.S. citizenship is not required for participation 
in a Fifth Pathway Program. 
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,I* * * An analysis of student transcripts revealed 
that the USFMS received relatively limited train- 
ing in clinical skills in the first 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 function- 
ing at the level required by their respective schools at the 
conclusion of the remedial program. In 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. 

FIFTH PATHWAY 

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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The foreign citizen medical school graduate must now take 
and pass the Visa Qualifying Examination (WE) to obtain a 
visa and participate in a U.S. graduate medical education pro- 
gram. l/ The Health Professions Educational Assistance Act of 
1976 (Public Law 94-484) amended the Immigration and Natural- 
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. The VQE is considered, 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 to pass the ECFMG examination. 

Examinations for qraduate medical education 

NBME developed a series of standardized medical examina- 
tions that are used to measure medical proficiency of U.S. 
and foreign medical school graduates. 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 gradu- 
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.) 

Educational Commission for Foreign Medical 
Graduates examination 

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

I,* * * 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." 2/ 

L/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. 

Z/"Evaluation in the Continuum of Medical Education." 
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schools. The schools enrolled 515 students, of whom 461 suc- 
cessfully completed the program and presumably entered grad- 
uate medical education. 

ENTRY INTO GRADUATE MEDICAL EDUCATION 

U.S. 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 licensing juris- 
dictions require graduates of foreign medical schools 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 foreign medical school 
graduates were in U.S. graduate medical training 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 NBME 
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 schools, 
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 World 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. 
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examination has been accepted by the Secretary of HHS as 
equivalent 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. A/ 

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 VQE 
and NBME Parts I and II examinations have an equal number 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 pass 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 WE passed. Furthermore, according to NBME, 
II* * * 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 requirement." 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 partially, the higher failure rate on 
the ECFMG examination. 

MEDICAL LICENSURE 

Licensure for 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 54 jurisdictions require com- 
pletion of medical school and successful passage through the 
FLEX or endorsement of NBME examinations before an individ- 
ual may begin independent medical practice. All jurisdic- 
tions consider Canadian citizens who graduated from approved 
Canadian medical schools on the same basis for licensure as 
graduates of U.S. medical schools. Further, 39 of the juris- 
dictions require 1 or 2 years of graduate medical training 

Y 

L/Information regarding pass rates on the VQE was obtained 
from ECFMG and NBME. 
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A June 21, 1974, AAMC task force report L/ 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. 

A 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 
(1975-791, the pass rate for all U.S. citizens ranged from 
34 to 41 percent, according to data published by ECFMG. 2/ 
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. NBME estimated 
that, based on U.S. medical school students' performance 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. 

Visa Qualifyinq Examination 

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

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

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

A/In commenting on a draft of this report, ECFMG and NBME 
suggested different pass rates for this period. In 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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Foreign medical school graduates (including U.S. and 
foreign citizens) have not performed as well as their U.S.- 
trained counterparts 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. l/ A Federation of 
State Medical Boards' official said da:a 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 obtain 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 example, had the American University of the 
Caribbean remained in Cincinnati, Ohio, its graduates would 
have been ineligible for licensure in 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 licensinq boards cannot 
adequately evaluate foreign 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 

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

z/Physician Distribution and Medical Licensure in the U.S., 
1978. 
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in an accredited program before licensure. Other qualifica- 
tions are also usually required. A/ 

All States and the District of Columbia have adopted the 
FLEX as their State medical licensing examination. Eligibil- 
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 eligible to take the NBME certifying 
examinations and, therefore, must pass the FLEX. 

The NBME examinations 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. medical 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 examination 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 percent. 

l/Physician Distribution and Medical Licensure in the U.S., 
1978. Center for Health Services Research and Development, 
AMA. 
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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 during graduate medical education has demonstrated the 
requisite and measurable knowledge and skills to do so. The 
Comprehensive Qualifying Examination would assess cognitive 
competencies, 
ing, 

such as knowledge, understanding, problem solv- 
and clinical judgment associated with such tasks as 

understanding basic sciences, taking a medical history, per- 
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 program. The examination would also 
assess the cognitive aspects of interpersonal skills as well 
as the cognitive aspects of technical skills, such as con- 
ducting a physical examination and 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 Licensinq Examinations I and II 

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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education. In contrast to accredited U.S. medical schools, 
there is generally no accrediting body for foreign medical 
schools. Therefore, State licensing authorities must rely 
on documents provided by the students and their ability to 
pass the 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 Federation of State Medical Boards is con- 
sidering a new concept to 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 Qualifyinq Examination 

In June 1973, l/ NBME's Committee on Goals and Priorities 
recommended that an-examination be developed to evaluate the 
performance characteristics required to provide patient care 
in a supervised setting. The committee believed that it 
should be acknowledged that both U.S. and foreign 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 

&/"Evaluation in the Continuum of Medical Education." 
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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 Medical 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 equivalent 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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FLEX I would 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 Examination--the Federation 
would adopt this as its FLEX I. 

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 II 
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 II 
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 Graduate Medical 
Education National Advisory Committee 

As discussed in chapter 1, GMENAC's September 30, 1980, 
report to the Secretary of HHS raised concern about, and 
suggested that action be taken to reduce, the number of for- 
eign medical school graduates, including U.S. citizens, who 
return to practice medicine in the United States. In this 
regard, GMENAC recommended to HHS that foreign medical school 
graduates entering the United States, which it estimates 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 programs should be eli- 
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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insure loans for student borrowers who 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 
exceed $7,500 for undergraduate students and $15,000 for 
graduate and professional students. 

Students 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- 
thorized deferment periods. In addition to the payment of 
an interest subsidy, a special allowance is paid to lenders 
on outstanding loans to provide an equitable yield and to 
encourage their participation in the program. 

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 during 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 
medical 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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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 medicine 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 haa not followed appro- 
priate procedures for promulgating regulations when it dis- 
continued 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 schools. 

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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Inclusion in the WHO "World Directory of Medical Schools" 
provides recognition of a medical school by the country's 
government, but provides little information about the nature 
of education offered, its quality, or curriculum. According 
to the March 1980 issue of the Journal of the American Medical 
Association, "This publication * * * simply lists schools 
at the request and advice of the government of the country. 
Such listing does 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. In April 1979, LCME declined this request. 
Various persons in the medical profession advised us of many 
problems involved 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 
manner. 

In our opinion, many foreign medical schools, including many 
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 to 
recently established foreiqn 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 criteria for determining comparability. 
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THE DEPARTMENT OF EDUCATION AND 
THE VETERANS ADMINISTRATION 
HAVE NOT ADEQUATELY EVALUATED 
FOREIGN MEDICAL SCHOOLS 

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 vocational 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, 
over 1 million students will receive loans and $2.5 billion 
will be disbursed. By comparison, ED records indicate that, 
during fiscal year 1979, the Department guaranteed about 
2,600 loans for $6 million to U.S. citizens at foreign medical 
schools. 

Under VA's educational assistance programs (38 U.S.C. 
chapters 34 and 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 eligible persons to attend foreign medical schools. 

Inadequate criteria for 
determininq comparability 

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. 

41 



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 1980, 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 comparability criteria 

In April 1979, ED issued proposed rules, which estab- 
lish procedures and criteria for determining whether medical 
schools outside the United States or Canada are comparable to 
U.S. medical schools. l/ 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 examination, 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 
Program caused great controversy when published for public 
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 Health Resources Admin- 
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 schools. The Board stated that 
passing this examination is not a good indication of a foreign 
medical school's quality or comparability to a U.S. medical 
school. 

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



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 implemented additional comparability 
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 schools; 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 de1 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 de1 Este had previously been approved in 1972 
for VA benefits. However, because it was unable to demon- 
strate that it met VA's new criteria, 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 de1 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 regulation. A8 a result, VA educational bene- 
fits were reinstated on June 10, 1980, and made retroactive 
to August 31, 1979, for U.S. citizens attending the University 
of Central de1 Este. 
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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 
loan recipients-reign medical schools -- 

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 ED does 
not always take appropriate action when the schools respond. 

The ED student confirmation report lists, by school, 
the citizen who has received a guaranteed student loan 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 supposed to 
notify the appropriate lender of any U.S. citizen no longer 
enrolled in the school. The lender can then initiate loan 
repayment. 

However, foreign medical schools 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, 

and Central de1 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 
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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 published. 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 proposed 
rules. 

THE DEPARTMENT OF EDUCATION'S ACCOUNTING 
SYSTEM DOES NOT PROVIDE COMPLETE AND 
ACCURATE LOAN AND DEFAULT INFORMATION 

The Higher Education Act of 1965 (Public Law 89-329) 
requires UB 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. Since 1968, we have issued 
several reports to the Congress on the inability of ED's 
accounting system to provide accurate information 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 on the financial 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 W&O 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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Department officials later gave us a list of 597 lOan 
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. However, 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 college in West Virginia, 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 de1 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 increasing 

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. Specifically, from fiscal year 1975 to fiscal year 
1979, the amount in default for these students increased by 
297 percent-- from about $81,000 to $320,000. During the same 
period, the amount in default for 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 defaults on direct federally insured loans 
and reimburses guarantee agencies for at least 80 percent of 
their payments to lenders. 
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--1,586 were full-time students, 

--115 were duplicative names, 

--22 had graduated, 

--250 had withdrawn, and 

--126 had never enrolled. 

Although eligible U.S. schools must agree to comply with 
all applicable laws and regulations of the program, including 
the timely 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 agreements could be enforced. 

Even when the schools returned 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 confirmation 
report. Students who graduated or withdrew several years ago 
still appear on ED's confirmation report. 

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

Another problem with ED's records was the discrepancy 
between its confirmation reports and a list of loans to 
students at foreign medical schools that they prepared for 
us. This list was developed from ED's loan control 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 total of only 20 U.S. citizens 
were currently enrolled. ED officials could not explain 
this discrepancy but agreed to look into the matter. 
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type f 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 licensing 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 schools 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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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 as a U.S. 
medical school. 

To supplement the inadequate clinical training oppor- 
tunities at the foreign medical schools, 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 school or themselves. However, the extent, 
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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 
medical 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 traininq received 
in foreiqn 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 80, 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 permitted 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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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." In 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. 

As indicated above, ED and VA have a somewhat common 
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. 

However, even though these programs 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 WE, 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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establish and relatively 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 supervised training that medical 
students in the United 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 
"comparable training." 

Alternative 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 foreign medical 
schools are properly prepared to receive graduate medical 
education or licensure in the United States. Applicants 
would have to have completed 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 responsible for: 

--Establishing uniform standards, including an appro- 
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 additional hospital 
training. 

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

--Designating U.S. hospitals that would be approved 
for providing supervised hospital training of 
individuals who attended foreign medical schools 
and are deemed to need such training. 
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Although worldwide accreditation of medical schools is 
a laudable goal, many problems exist. For example: 

--There could be national and international political 
implications, pressures, and possible legal 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 
manner. 

--Many foreign medical schools, 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. 

When 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 
examination to test students before permitting them to enter 
graduate medical education or receive medical licensure in 
the United States. All medical school graduates, U.S. and 
foreign 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 examination before participating in U.S. 
programs of graduate medical education would demonstrate a 
minimally acceptable standard of competence for assuming 
patient care responsibilities in a supervised setting. 
Passing an examination before licensure would demonstrate 
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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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 recommend that the Secretary, in cooperation with 
State licensing authorities and representatives of the medi- 
cal profession, address the current practice whereby students 
attending foreign medical schools receive part or all of their 
undergraduate clinical training in U.S. hospitals. 

RECOMMENDATIONS TO 
THE SECRETARY OF EDUCATION 

We recommend that the Secretary issue regulations estab- 
lishing procedures and criteria for implementing the legisla- 
tive requirement that ED ensure that foreign medical schools 
are comparable to medical schools in the United States before 
authorizing guaranteed student loans for U.S. citizens attend- 
ing these schools. 

We further recommend that the Secretary 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. 

RECOMMENDATION TO THE 
ADMINISTRATOR OF VETERANS AFFAIRS 

We recommend that the Administrator accept foreign 
medical schools approved by the Secretary of Education as 
a basis for authorizing educational benefits to qualified 
veterans, their spouses, and their dependents. 
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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 body that they had a thorough understanding of the 
basic sciences. Following the additional hospital training 
specified by the accrediting body, the hospital program 
director would certify to that body 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 Program. This alternative 
offers the following advantages: 

--Applicants from foreign medical schools would be 
screened before being permitted to enter the U.S. 
health care delivery system. 

--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 period of graduate medical education to 
secure licensure. 
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HHS agreed with our recommendation that it address, in 
cooperation with State licensing authorities and representa- 
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 arrange 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 findings and recommendations about 
the need to (1) issue regulations for assessing whether a 
foreign medical school is "comparable" to an American school 
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 it received substantial negative 
comment in response to its April 1979 Notice of Proposed 
Rulemaking, which anticipated assessing comparability on the 
basis of the scores that U.S. citizens at foreign 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 than issuing 
regulations to implement the intent of our recommendation 
and resolve this matter since it stated that: 
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COMMENTS BY FEDERAL AGENCIES, 
STATE LICENSING AUTHORITIES, AND 
THE MEDICAL PROFESSION AND 
UNRESOLVED ISSUES 

A draft of this report was provided for comment to HHS, 
ED, VA, the Department of State, the F'ederation of State 
Medical Boards, the Coordinating Council on Medical Educa- 
tion and its Liaison Committees on Undergraduate and Graduate 
Medical Education, AAMC, AHA, AMA, NBME, and ECFMG. 

On September 5, 1980, the Department of State advised 
us that it had no disagreement with our draft report and 
therefore would 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- 
nation results. (See app. XXVI.) 

HHS 

HHS believes that no steps should be taken that encourage 
U.S. citizens to seek medical training in foreign schools, 
because its estimates of supply and requirements for physi- 
cians to serve the 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 believes that measures should be taken to 
assure the qualifications 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 it can work with State licensing authorities and 
representatives of the medical profession to accomplish this 
objective. In this regard, HHS pointed out that this respon- 
sibility 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 those 
organizations should continue to exercise their responsibil- 
ity for U.S. citizens attending foreign medical schools, but 
that HHS could help accomplish this by its cooperative 
participation. 
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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 eligibility 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 to determine what specific procedures 
ED will impose to meet these legislative requirements or 
whether foreign medical schools will comply with them. In 
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 - 

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 be 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 this report, impressed on VA the 
urgent need for proper regulation in this area and that VA 
has therefore been considering its own corrective regulations. 
Nevertheless, VA said it could abide by appropriate ED regu- 
lations, but would like to review the content of any such 
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"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 current 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 foreign 
medical schools 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 attending any foreign educational institution 
and receiving assistance under the Guaranteed Student Loan 
Program. 

Accordingly, ED stated it has: 

II* * * initiated the process for reviewing alter- 
native means to verify more accurately the status 
of U.S. citizens studying abroad. It is our 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 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 repay- 
ment 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. 
In the case of loans made under the guarantee 
agency programs, we will encourage guarantee 
agencies to follow a similar practice." 
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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 educational qualifications 
required by the relevant licensing jurisdiction. 

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

AAMC 

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 schools 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 

II* * * 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, make initial diagnostic hypotheses, 
and in collaboration with residents and faculty, 
plan laboratory studies and procedures. They 
are involved in carrying out procedures and 
planning treatment. Their closely supervised 
involvement with residents and faculty is as a 
member of the team." 
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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 L/ 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- 
sponsibility 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 competence 
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 
place rapidly, as the influx of U.S. nationals 
from the new schools established in the Carribean 
and Mexico is just beginning to 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. 
--------- 

i/We were advised that these comments represent the views of 
the Federation's executive director. because there was in- 
sufficient time to obtain input from its board of directors. 
However, the executive director believed that these comments 
accurately reflect the Federation's views. 
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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 abroad 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- 
mendation 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 
governmental bodies to address the practice whereby U.S. 
citizens attending 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: 

II* * * Aware of the problems created by anomalous 
loopholes in the screening of such medical stu- 
dents and the attendant threat to an appropriate 
standard of patient care, the AHA Board of Trust- 
ees took the following action in May 1979: . 
"To alert member hospitals and medical staff 
members to the increasing number of 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 prospective 
participants, (2) the quality of the educational 
program at the individual's foreign medical 
school, and (3) the relative value of the clerk- 
ship experience to the participant, the hospital, 
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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 WE, while U.S. 
citizen foreign medical school graduates are required to 
pass the ECFMG examination, which is generally considered a 
lesser standard. 

Therefore, AAMC suggests that 

--all graduates of foreign medical schools be required 
to meet the same standards for entry into graduate 
medical education and licensure 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 
graduates of foreign medical schools. AAMC also believes 
that all foreign medical school graduates, including U.S. 
citizens, should be required by State licensing boards to 
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 qualified examiners during which their 
skills in history-taking, physical diagnosis, and clinical 
judgment are directly 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 foreign 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 rehabilitate graduates of foreign medical schools 
who are deemed to have received an inferior education. How- 
ever, AAMC believes that the United States has no obligation 
to remedy the educational deficiencies of foreign medical 
school graduates and that expending scarce resources cannot 
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AMA agreed with our recommendation to participate, in 
cooperation with HHS and others, in addressing the practice 
whereby students attending 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 pointed out in part that 

"In the United States and Canada all undergraduate 
medical education programs are accredited 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 educational program is usually provided 
in one defined geographic site under the direct 
supervision of selected faculty and occasionally 
at a remote site also under the direction of full 
time faculty. Clinical components of the curri- 
culum are accredited only as a 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 that there is a lack of 
clinical facilities at all six schools visited 
and that, to a great extent, so called 'clinical 
rotations' must be arranged by the students them- 
selves. These 'clinical rotations' are analogous 
in intent to the core clinical clerkships of U.S. 
and Canadian medical schools. The core clerkships 
are, however, an integral part of the U.S. total 
curriculum, usually its third year, and are moni- 
tored 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 accredited program students 
may be permitted to select an elective course or 
experience at another institution. In no case, 
however, is responsibility for the'students 
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and tht? 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 AHA 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: 

II* * * 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 students currently 
giving rise to the problem. We do, however, ad- 
vise caution with respect to the third sugges- 
tion since in a climate of extreme fiscal 
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 may be further reduced by the recom- 
mendations 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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physician is properly prepared to enter their graduate medical 
training programs. 

Although each State is responsible for ensuring that pa- 
tient care and safety are safeguarded and that those licensed 
to practice medicine meet certain standards, the Federation 
of State Medical Boards acknowledged that no State medical 
licensing board is in a position to assess the quality of 
education and training provided in all foreign medical 
schools. Therefore, the Federation established its own 
Commission in April 1980, as an interim measure to help State 
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 educa- 
tional qualifications required by the relevant licensing 
jurisdiction. 

We did not recommend that the Federal Government assume 
responsibility for program accreditation or licensure, as 
AMA contends. On the contrary, the report recognizes that 
this responsibility rests with State licensing bodies and the 
medical profession. At the same time, however, we believe 
HHS can and should actively participate in these delibera- 
tions because the judgments involved, which affect U.S. 
citizens as well as foreign nationals, will benefit from 
public participation, an open deliberative forum, and a 
close relationship to the public policy development process 
to ensure equitable solutions that are sensitive to the 
needs and rights of all involved parties. 

NBME 

NBME said the draft report clearly delineates the 
complex issues relating to education in foreign medical 
schools and the implications this has for entry into the 
U.S. educational and health care system. (See app. XXV.) 

According to NBME, the three options we proposed seem 
to present mutually exclusive strategies for evaluating the 
education and training received in foreign medical schools. 
If so, NBME said such an approach would present problems con- 
ceptually by not recognizing the clear and distinct differ- 
ences in accreditation functions and responsibilities on 
the one hand, and assessing individual capabilities on the 
other. NBME pointed out that the accreditation process 
assesses the quality of an education program or institution, 
but it cannot assure the competence and capabilities of the 
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education vested in another totally unrelated 
institution." 

On the other hand, AMA does not believe the Federal 
Government should become involved in accrediting programs 
or in establishing prerequisites for licensure or graduate 
medical education in the United States because adequate 
safeguards already exist. 

AMA pointed out, and we agree, that, since medical licen- 
sure is a purely State function, the competence and skills 
necessary to practice medicine are established by the State 
licensing authorities and are not in the direct Federal 
domain. According to AMA, no licensing jurisdiction allows 
the practice of medicine without proof that an individual 
meets its established criteria for licensure, and States 
have met this responsibility by accepting certain objective 
indicators of competence, including passage of the ECFMG 
examination and completion of graduate medical education. 
Therefore, AMA concluded that instituting further Federal 
regulation is inappropriate because safeguards for licensure 
to practice medicine have already been established volun- 
tarily by the private sector. 

AMA added that admission standards to graduate medical 
education programs are determined by the program director and 
medical staff to assure that the participant benefits from the 
program and that patients in the institutions are protected. 

We disagree with AMA that adequate safeguards already 
exist. HHS, the Federation of State Medical Boards, and 
other members of the medical profession reached different 
conclusions than AMA regarding this issue. 

First, as discussed in the report, NBME and AAMC have 
previously raised questions about the adequacy of the ECFMG 
exam, both as a test of the readiness for graduate medical 
education and as an adequate safeguard of patients' health 
and welfare. We also point out in the report (see p. 34) 
that State licensing boards have no adequate way of assessing 
the quality of education and training provided in foreign 
medical schools and, therefore, must rely on documents pro- 
vided by the student in deciding whether these applicants 
are eligible to take the State licensing exam. We believe 
that directors of graduate medical training programs are at 
a similar disadvantage in discharging the responsibility 
pointed out by AMA for assessing whether a foreign-trained 
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ORGANIZATIONS INVOLVED IN EDUCATION, TESTING, 

AND LICENSURE OF PHYSICIANS IN THE UNITED STATES 

COORDINATING COUNCIL ON MEDICAL EDUCATION 
AND ITS LIAISON COMMITTEES ON UNDERGRADUATE 
AND GRADUATE MEDICAL EDUCATION 

The Coordinating Council on Medical Education (CCME) was 
established in 1972 by five sponsoring medical organizations: 
AAMC, AHA, AMA, the American Board of Medical Specialties, 
and the Council of Medical Specialty Societies. CCME member- 
ship is comprised of three representatives from each of the 
five sponsoring organizations along with public and Federal 
representatives. 

CCME is responsible for reviewing matters affecting all 
levels of medical education and recommending policies to its 
five sponsoring organizations for their approval. Before 
matters become official CCME policy, they must be reviewed 
and unanimously approved by its five sponsoring organizations. 

As previously discussed, LCME is the official accred- 
iting body for the educational program leading to the M.D. 
degree and is recognized for this purpose by the Department 
of Education. 

The Liaison Committee on Graduate Medical Education 
(LCGME) was established as (1) the accrediting body for 
graduate medical education (residency) programs and (2) 
the body to develop the most effective methods to evaluate 
graduate medical education, to promote its quality, and to 
deal with other appropriate matters relating to graduate 
medical education. LCGME began to function as the recognized 
body for accreditation of graduate medical education programs 
on January 1, 1975. 

Policies developed by LCME and LCGME must be reviewed 
by CCME and have the unanimous approval of its five con- 
stituent organizations. 

ASSOCIATION OF AMERICAN MEDICAL COLLEGES 

AAMC is composed of representatives of academic medical 
centers, teaching hospitals, and academic societies. These 
are the principal institutions and organizations responsible 
for educating physicians from the time they enter medical 
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individuals participating in 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 educational program itself. 

While we agree that ideally both assessments are required 
to assure the qualifications and demonstrated competence of 
physicians to provide health care to the public, accredita-. 
tion of foreign'medical schools did not seem to be a viable 
alternative for the reasons discussed in the report. In any 
event, we did not intend to suggest that each alternative 
be viewed as mutually exclusive of the others, or that these 
were the only options available. 
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and qualifications of health personnel: to advance the ef- 
fectiveness of the evaluation of knowledge, competence, and 
qualifications in health-related fields: and to provide 
educational opportunities for persons interested in evalua- 
tion processes. 

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. 

EDUCATIONAL COMMISSION FOR 
FOREIGN MEDICAL GRADUATES 

ECFMG is sponsored by the American Board of Medical 
Specialties, AHA, AMA, AAMC, the Association for Hospital 
Medical Education, the Federation of State Medical Boards 
of the United States, and the National Medical Association. 

Incorporated in 1956, the Educational Council 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 assume responsibility for the care 
of patients in those training programs. Later, it became 
active in providing information about training programs 
and their requirements so that foreign medical graduates 
could select education programs best suited to their needs. 

On June 30, 1974, the Educational Council for Foreign 
Medical Graduates and the Commission.on Foreign Medical 
Graduates combined to form ECFMG. The combined agency 
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 States, (2) evaluate their qualifications for such 
entry, (3) identify foreign medical graduates' cultural and 
professional needs, (4) assist in the establishment of edu- 
cational policies and programs to meet the cultural and 
professional needs of foreign medical graduates, (5) gather, 
maintain, and disseminate data concerning foreign medical 
graduates, and (6) assist other individuals and agencies 
concerned with foreign medical graduates. 
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school until they leave their formal training and assume 
professional roles in the health care system. 

AMERICAN HOSPITAL ASSOCIATION 

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 
has been concerned with graduate medical education in its 
desire to establish objective standards for hospital appoint- 
ments. I 

AMERICAN MEDICAL ASSOCIATION 

AMA has 172,000 physicians in good standing in 55 State 
associations. 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 MEDICAL BOARDS 

Membership in the Federation of State Medical Boards 
includes all State licensing boards. Among the Federation's 
purposes are to develop and improve the quality of licensing 
examinations and to study, determine, advocate, and/or advance 
the adoption of adequate and uniform standards for licensure. 
However, licensure is a legal function of each of the 50 
States, Guam, Puerto Rico, the Virgin Islands, and the Dis- 
trict of Columbia. 

NATIONAL BOARD OF MEDICAL EXAMINERS 

NBME was founded in 1915. Its membership includes re- 
presentatives from the Federation of State Medical Boards 
of the United States, AMA's Council on Medical Education, 
AAMC, AHA, Council of Medical Specialty Societies, American 
Board of Medical Specialties, student and housestaff organ- 
izations, along with public and Federal representatives. 

NBME's purposes are to prepare and administer qualifying 
examinations of such high quality that legal agencies govern- 
ing the practice of medicine within each State may, at their 
discretion, grant successful candidates a license without 
further examination: to assist the State examining boards, 
medical specialty boards, medical schools, hospitals, and 
related medical organizations concerned with the education 
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APPENDIXES II TO VII 

OBSERVATIONS AT FOREIGN 

MEDICAL SCHOOLS 

Summaries of our observations on their medical education 
and training programs were sent 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 de1 Este was the only school 
which disagreed with our observations, its comments are in- 
cluded in their entirety at the end of appendix II. 
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lectures. 11 In addition, teaching monitors were used fairly 
extensively for laboratory sessions. We were told that these 
individuals were generally senior medical students, who were 
in a position to help students answer specific questions. 

The medical school did not have U.S. professors on its 
faculty, and we were told the university did not have a visit- 
ing professor program. Students told us that, although many 
medical school professors were bilingual, English was seldom 
spoken. Professors were not required to do research. 

We were told that, because of a recent fire at the school, 
only six faculty personnel files were available for review. 
Our chief medical advisor reviewed these 6 faculty vitae as 
well as 22 additional vitae that the university later mailed 
us. Based on a review of these 28 faculty vitae, he concluded 
that most faculty were reasonably well qualified but that four 
did not have qualifications for the subjects they were teach- 
ing. For example, an individual who graduated from medical 
school in 1978 with no special training in rheumatology was 
responsible for teaching that subject. 

ADMISSION REQUIREMENTS 

The medical school had an open admissions policy: almost 
all who applied, Dominican or foreign, would qualify. In 
fact, Central de1 Este advertised in U.S. newspapers to at- 
tract students. A university official told us they did not 
have any formal contract agreements with student placement 
agencies in the United States. However, this official noted 
that four placement agencies advertised the medical school 
"on their own." 

Entrance exams or preliminary interviews were not re- 
quired, but certain basic science courses (e.g., biology, 
chemistry, and physics) were offered before the beginning 
of the school year for students with weak science back- 
grounds. A Spanish class was also offered for students 
who needed to improve their language proficiency. 

i/In commenting on our observations, the university said that 
absenteeism or lateness of professors is not as bad as the 
report makes it out to be and that no school in the world 
has loo-percent attendance of professors. They further 
commented that the university deducts a portion of the pro- 
fessors' salaries when they are late or do not appear for 
classes. 
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UNIVERSITY OF CENTRAL DEL ESTE 

MEDICAL SCHOOL 

The University of Central de1 Este is on the southern 
coast of the Dominican Republic in the old port city of 
San Pedro de Macoris, approximately 40 miles east of Santo 
Domingo. The university facilities were scattered through- 
out the city: however, a central campus was under construc- 
tion. Central de1 Este offers education in many fields, 
including medicine. Founded by Dr. Jose Hazim, it enrolled 
its first class in October 1970. At the time of our visit, 
the total enrollment was about 13,000 students. 

The medical school at Central de1 Este began in 1972 
and had an enrollment of about 3,000 students at the time 
of our visit. About 2,200 (73 percent) of these students 
were U.S. citizens. The medical school appeared to primarily 
serve U.S. citizens who were unable to secure admission to 
U.S. medical schools. 

Before 1975, U.S. citizens attending the medical school 
were mainly Hispanic and, according to university officials, 
could understand and adjust more easily to the local culture. 
However, in 1975, the first influx of non-Hispanic U.S. 
citizens began enrolling at the medical school. Dominican 
government and health officials saw no need for U.S. citizens 
to become practicing physicians in the Dominican Republic 
and did not expect any of them to do so. 

FACULTY 

Almost all of the approximately 150 faculty members 
listed at the University of Central de1 Este Medical School 
were Dominicans. Most faculty member8 had private practices. 
Because physician incomes in the Dominican Republic were low 
by U.S. standards, many physicians supplemented their incomes 
through teaching. 

Some students with whom we spoke reported that profes- 
sors often did not show up or arrived late for scheduled 
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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 de1 
Este sought clinical clerkships in a U.S. hospital, a prac- 
tice allowed by medical school officials. The school had no 
affiliation, nor did the university pay U.S. hospitals for 
clinical training. 
monitoring, 

The university had no role in supervising, 
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 
de1 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.S. 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 de1 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 de1 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 microbiology, bio- 
chemistry, physiology, pharmacology, and pathology/histology. 
Equipment in the laboratories was extremely limited. 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 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 raised 
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 lo-semester 
course of study. Each semester lasted about 4 months, and 
three semesters were offered each year. The first six semes- 
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 semes- 
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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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 de1 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 university 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 de1 
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 examination, and 208 (27 percent) passed. 

Students were being coached in preparation for the ECFMG 
examination at the time of our visit. The Rector of the 
university said that each year the Director of Medical Edu- 
cation at St. Barnabas Hospital, Livingston, New Jersey, visits 
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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 other 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 
large outpatient 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 de1 Este Medical School. Many of the stu- 
dents were Puerto Ricans or Cuban-born U.S. nationals; the 
others were North Americans. Students we spoke with were 
predominately from New York and New Jersey. 

The U.S. citizens indicated that many had attended col- 
lege in the United States and had relatively low grade point 
averages. Most had tried to enter a U.S. medical school, and 
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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 tables. In addition, the cadavers 
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 students' sixth 
semester courses require students to make hospital 
visits. School officials said that, during the 
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 students interview patients 
and even gave their opinion to the attending physician 
regarding the treatment to be followed, which they had 
heard was not done in the United States. First, we 
made no observation or comment 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. 
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the university with a group of professors from different U.S. 
univerdties to conduct such a course for seventh through 
ninth semester students. 

COMMENTS BY THE MEDICAL SCHOOL 

The University of Central de1 Este, in an April 10, 1980, 
letter l/ took issue with a number of our observations but 
seldom gategorically disagreed with what we said. For example, 
in responee to our di6CUS6iOn of the limited number and age 
of the cadavers at the Bchool, university officials commented 
that it was fairly easy to get cadavers in the Dominican 
Republic. 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 
'* l l profeseors in the labs put away all the instruments, 
gamples, microscopes, etc., therefore they leave nothing out- 
side * l *." We 6aw the equipment 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 are additional university comments and our 
rerponsesr 

--The university said that it6 professors II* l * are 
all apecialiets 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. Our 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 did 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 rooms and audio- 
visual aid6 have been introduced in a great number of 
the faculty classes. At the time of our visit, there 

k/The response from the University of Central de1 Este in- 
cludod 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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When they teach the 10th bemebteh and within the cLinical ttining borne b-tudents 

MQ &elected to beftve in a tuhae clinic duting 8 wee64 604 24 houti a day, undeh the 

bup&Wibion 06 a Dominican phybician. 

Conttacy to whti the tepoti bay& the dtudenti have the oppotiunity to intetvtew 

patient6 and even give theill opinion to the attending physician aegahding the treatment to 

be ,jotXowed, we heard tha-t thA & not done in the USA. 

Many btudenti id they dpend their &tee .time in the United States in c-!etk4hip4, ti 

ALA to become acquainted with the Ametican methodd, but they do not get any ctedit ,joh fhebe 

ctetkbhipb, and mobt 06 the dtudnets do these in an e66oti to get money to pay 60~ theia 

btlldieb. 

Univetsidad Centka.! Ue-! E6fe hab conttot OVM the intettihipo 4tudenfb do in the 

Vominican Republic a6 the btudenti Me under the Aupe~viAion 06 a Licensed phybician 06 

the depaJ&nentb and these phyciand have the approval 06 the hobpitalcl. AA &n ad intern- 

bhipb in the United States ok the student’4 counX&y 06 otigin, the con.0o.t .tA that the 

WUi@Cafeb they heceive afie signed by the heads 06 thi depaztmen-tb 06 a recognized hospital 

these 4igna.tu~es Me nottized and tega.&zed by the Vominican Conbukte in the country. 

The doteign btudentb can do theih ivUe/mdh.ip in the Dominicun Republic, but the gheat majohity 

~713 them phe,jefl to hetuhn to theic own countay. 

At phebent we have contact4 with 6evehaQ ho&pita& in the United .Wa,te4 that 

have had btudenti &torn UCE and now they have oddehed to aeceive make btudenti to do their 

intmn&.ips, it i.b &tandaRd pacedtie that a ho&pita.! witiee not bet up any contact6 0’1 o,j,je& 

to fieceiue student4 f+m (I Univetiity until they have had expedience with thein students. 

. 
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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. According to the university, 
the facility of this hospital 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 university 
said it made after our visit. 
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A Schocl 06 Medicine in the Dominican Republic 06 couhbe uoe4 Dominican pto6e44oti and 

not hnetican p406ebboM. We have uibiting pto6ebbotb who come to the UniwefibiXy @om the 

United States and &am othv~ Latin Ametican counttie and give lectufieb on watiow bubjectb 

to OUR medical btidenxb, we 4%.&t below mObt 06 the visiting pto6e.66053 and tectuteL4: 

DR. Theodote H. title/l 

04. FaanCid A. Beneventi 

L’h. Abdol H. lb.&D?li 

WI. Mahia Thetezcl Dantab 
Lowte~ da Cobta 

OR. Wi..fL&n R. Bell 

VII. Jack M. Bowefunan 

lh. Tah-Hbiung tfbu 

Smgeon, St. 8auxzbab HObpitd 
PhCUiOUbtq Head 06 Suqehy at Memotiat Sloan 

Kettehing ffObpit&, N.Y. 
At present Conbuftant at Memotial-Sloan Ketfeting 

llkoLogi&t 
Past Head 06 Wtology o/J New Yoek Hobpitd 

and New York Medical School 
&bO Po.fyclinic and Fhench Pot’yctinic tfobpifafb, 

NW Yotk 

Suftgeon, 
Difiectoh Depmtment o6 Medica4’ Education 
Pttiident, Medical Sta66, Saint Batnabti 
Hobpifae, Liwingbton, N.J. 

Coo&inato& in chahge 06 Pdico-pho&ieactic 
Suttgical Equipment at the Elunicipal tfobpitae 
in Rio de Japeico, BkaziP 

Abbociate Pho6eAbok o,j Medicine 
tfemato.togy tkibion 
Johns Hopkiti Hospital, BaLtimohe, Md. 

Adbociafe Pfto6edbo/L 06 Medicine 
Radiology VepaMnent 
Johns ffophinb ffobpitat, BatXimo~e, Md. 

Adbociate Pto6e.44ot a6 Medicine 
Endoctinology DiUibiOn 
Johti Hopkind ttobpiitak?, Baltimoke, Md. 

@phthalmotTogibf 
Pto@.bboh at the Ci’inica e lnbttiuto Bahaquefi 
Ba5celona, Spain 
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Thib witi cotiti-fute an an0wea to the dhadt hepott received Shorn GAO thtough the Amenican 
CoMufate in the Cknnt’nican Repub&c, on the vibcf made to Univetbidud Cent& det Ebte in 
July 1979. The comnenti appeating below ahe the joint comnentb 06: 

05. Job& t. Hazim , Recta4 

lh. Job6 A. Hazim, President, Supetiot Univehdity Councti 

Vh. Juan A. Sitva S., Dean, School 06 Medicine 

Vt. Cahlos Juan Muba, Vice-Oean, School 06 Medicine. 

We would Like to s;lke a &naLf change in the dates &own in the kepotf,ad the 

beg+nning st( UnivetAidad CentJtal de1 E&te wa6 October 1970, but the School 06 Medicine 

it4el6 o&y btakted in 1972. 

When the GAO cownitt6ion vi&ted Univetbidad Centh.al det Ebte ti had a numbeh 06 

b&den& eegibteked 06 13,000, the nwnbefc hub now pabbed the 15,000. When the GAO cotibion 

U&A he&e app&oxim&&y 2,200 wehe doheign btuden& 06 thebe otiy about 800 Wehe botn in the 

lSA,the ftebt UJUA divided eve&y between Puetio Ricati, natutized USA tizerts and othm. 

Regarding the absentearn oh La.tene64 06 the photjebbohb thh in not a6 bud ab -the hepoti 

makea it out tv be. Nowhehe in lhe wohed Lb thehe 100% attendance 06 pto6ebboh6 and a~ in 

UCE we cotihol attendance and the latentid 06 any phodebboh,We btate again thid d nof a6 

pJtev&ent ab the hepo5.t bayb. WheWNeh a pho(e640)~ doeb not appear 40h Ck.4be6 oh .iA kte a 

potion 06 bib &k,ty Lb deducted, ,301 &Lb RendOn alone absence &torn &hbeb Lb not a6 

COWNlOn. Some A&dents not paA6ing theih cowr6eb will dind da&t and quote ca.beb only 

editing in theih active imaginations. 

The monitoti we do ube ahe btudenti, onfy fop btidenti, 6011 the Lab CtabbeS and 

not 6oa the theofty pati 06 the bubjectb. Thebe monitotb only give exptanatioti on tab 

techniques wixh a pJto@bofi phcbent. never with the pJto~ebbo11 abbent. 
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DR. Ale jandao FlatYet Ake.tYano Peo6ebt.m 06 Pedintticb 
Univetiidod Autonom de A!exico 
Head 06 Medicine 06 the Pediatticd Unit 

ofi the Gene& Hospital 06 Mexico 

DC. J&e Lopez Otiz 

lh. Antonio Chavez Perez 

Pediattic4 Pmfje66oJr ofi 
Pediattiu’ ImtituXe o,j Mexico 
Head 06 the Nuttition Vepakbnent 06 

Xhe Genekal HospiXal 06 bletico 

Coohdinatofi 06 the Cicled 1X and X 
06 Univetiidad Autonoma de Mexico 
P~odes6ok 06 Pecfia.tticd 06 Univetinidad 
Autonom de Mexico 

Da. Julio C. CastLlto l'ahgad Endoctino~ogLst 
Dominican Republic 

Vfi. ManueP C. Via: Baez Endochinotog&int 
Vomitican Rep&tic 

0~. Richa-tdo R. Rodtiguez Endoctinofogtit 
Vomitican Republic 

Da. Eduahdo CoeP Gamia EndtoctinofogDt 
Dominican Republic 

l’h. Fee-ix PuchuLu EndochinologOt 
Dominican RepubLic 

Ph. Etique Pimentel Endmctinotog&i 
Dominican Republic 

Oka. Jade dina Salas M. Endactinotogibf 
Dominican Rep&Xc 

Oh. lti J. Cahdonnet Endoctinologiot 
Vominican RepubLic 

04. Ftmcoi6 Xauiee Bodeau Endoctinotogibibt 
Vominican Republic 

Vt. Mbmo Ruiz Endoctino!ogL4t 
Vominican Republic 
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Vb. Juan E. Acevedo G. 

Ott. Romon bl. Suakez C. 

DR. Adot. Pefiez COWILU 

lk. Radaet Uiaz AlamXnez 

VW. Ange.fa Ramihez lkizawty 

pt. LUib TO5'teb 

De. tfectok htiz Sambolin 

Ut. Paul E. Kindy 

04. Ram& 0. Acvbta 

Urn. Acacia hkmedeh 

WI. Conbuelo Mendoza 

ma. Mahia vmgab 

UC. Bdo. Sanchez Maktinez 

Dh. Cfatcob Diaz 

04. Hornem R4vti 

Dka. AngeLica Ftohen 

- 3 - 

mdiaeogibint 
Mayaguez, ?uetio Rico 

cwLli.iveogibt 
kyaguez, Puehfo Rico 

Endockinologibf 
Mayaguez, Puehfo Rico 

Pnewnotkgibt 
kayaguez, Puet-to Rico 

Pkkbtic Suhgeon 
blayaguez, Puetio Ricu 

Sungeon 
San Geman, Puetio Rico 

TmwnatokZogLbt and Otihopedic 
Mayague 2, Puehto Rico 

ThawmtologLbt and Uhthopedic 
kyaguez, Puetio Ricv 

RadioPogibf 
Mayaguez, Puetio Rico 

Petittitian 
Dominican Republic 

Pediatician 
Dominican Republic 

Pediathician 
Dominican Republic 

Pediathician 
Dominican Repub.t%c 

Pedititicia;; 
Votninican Republic 

Pediczttician 
Vominican Republic 

Pediathician 
Vominican Republic 
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Vka. hkvulane4a de Atiza 

Dh. WilZ4am Hctington 

Dk. J. Boceen 

Pho 6. Pediatticb 
Uniwetiidad Cen&talaZ del Ebte and 

Univemidad AuRonotm de Santo Domingo 
Dominican Republic 

Enmtitud PUldebbch 06 the 
UnivetiiXy ot( Miami and Difiectot 

06 Eledicae Uepahbnent o6 bme 

Cancer Specialist and Radiologcst 
Invea$igatc~~ 
Dominican Republic 

Bti4deb evehy yeah Uh. AbdoP lb&mi, Dihec-toh 06 Medic& Educti-con o6 Sb. 

Batnaba,s HobpitaP, Livingbton, N.J. wihith outr ULvethity with a gzou): (,d pU’6ebb?U Qw~~ 

cli66ekent uniueIC3itieb in the United State4 and -they conduct a cwtse d~.t the 7th, dth, 9th 

and 10th semebteh students p4epmatoq ,504 the ECFhlG examimt(~~l. Thib coufibe .kbtb 64x 

weebb. 

The pho6ebboU we have in #uh Univekbity ahe A&' bpeccatc5tb in the aheab thcq 

teach, a.U gmduuteb whu have taken theih bpecialtieb in the Dominican RepubPic M wee4 M 

ofhe countieb huch ab USA, Mexico, Rubia, etc. We uhe &Uayb tying to impficve ou4 

teaching bta6d altd &&se wt educationat CeveP by helping cu& pcc$eo4oti .& obtain up to 

da-te know4edge and teaching aids I 

L1b couthe itI ouh country the Chbb&5 ahe in Spatih, thib i3 QU’L Panguage and 

Englibh +b only becondahy, though n Pot 06 OU)I people knoti EngLAh. 

It 45 an 4ntehnaP policy oh Unilvetiidad Cenftal de4 Ebte tcl a-YEow anyone u’hc 

64445 ouZ kequi’lementb 1(ofi admibbion and want -to aegtiteh to do bo. The great maj(,k4ty 
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Oh. Diego HwUado hugal 

lha.?Iru(a Rosa Bet7.kU.d 

UJUI. lobe&a Gamia de Cohn 

lh. Nedto 4. Sehaanted 

ha. Cotina de Jb. de Ranuhez 

Dh. 

Vh. 

v4. 

V4. 

Vh. 

Vh. 

Uh. 

VfL. 

D4. 

Victo4 Mt. Pewwtta 14. 

Fkancisco J. Va.ltio G. 

Sochateb MaMn Aecdnta4.a 

Pablo 8atinas RobLes 

Fmnoi6co Atieta Atvahez 

Romdn 4nmaza Cakdieh 

At@nbO Cabtito Navahhete 

Bennahdo NuGmouich 

- 5 - 

Enductinof.ogi~t 
Vominican QepubUc 

Endoctinologibt 
Vomittican Rep&Xc 

Endoctinotogidt 
Votninican Republic 

Endotinol!ogAt 
A4gentina 

Endoctinotogi.6-t 
Vominican Republic 

EndoctinologLbt 
Dominican Republic 

EndoctinoLogibt 
Vominican Republic 

EndochinoLogibt 
Vowakican Republic 

EndoctinotogiO 
Dominican Repub4’ic 

Endoctinotogibt 
Spain . 

Endoctinof.og.i6t 
Vtinicon Rep&Sic 

Endoch.inotogDt 
Venezuela 

Endoctinologibt 
4hgentinU 

NepclhOtOgibt 
Medical VihecZoh 06 Mid A.tfkn.tic Nephhology 

Centee Ltd. 
Pko@bbon 06 1ntema.t Medicine 04 
Geohgetown Utiveh.6iity Medicat SchooP 
Wabhington, 0. C. 
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When they teach the 10th bemebteh and within the cLinical ttining borne b-tudents 

MQ &elected to beftve in a tuhae clinic duting 8 wee64 604 24 houti a day, undeh the 

bup&Wibion 06 a Dominican phybician. 

Conttacy to whti the tepoti bay& the dtudenti have the oppotiunity to intetvtew 

patient6 and even give theill opinion to the attending physician aegahding the treatment to 

be ,jotXowed, we heard tha-t thA & not done in the USA. 

Many btudenti id they dpend their &tee .time in the United States in c-!etk4hip4, ti 

ALA to become acquainted with the Ametican methodd, but they do not get any ctedit ,joh fhebe 

ctetkbhipb, and mobt 06 the dtudnets do these in an e66oti to get money to pay 60~ theia 

btlldieb. 

Univetsidad Centka.! Ue-! E6fe hab conttot OVM the intettihipo 4tudenfb do in the 

Vominican Republic a6 the btudenti Me under the Aupe~viAion 06 a Licensed phybician 06 

the depaJ&nentb and these phyciand have the approval 06 the hobpitalcl. AA &n ad intern- 

bhipb in the United States ok the student’4 counX&y 06 otigin, the con.0o.t .tA that the 

WUi@Cafeb they heceive afie signed by the heads 06 thi depaztmen-tb 06 a recognized hospital 

these 4igna.tu~es Me nottized and tega.&zed by the Vominican Conbukte in the country. 

The doteign btudentb can do theih ivUe/mdh.ip in the Dominicun Republic, but the gheat majohity 

~713 them phe,jefl to hetuhn to theic own countay. 

At phebent we have contact4 with 6evehaQ ho&pita& in the United .Wa,te4 that 

have had btudenti &torn UCE and now they have oddehed to aeceive make btudenti to do their 

intmn&.ips, it i.b &tandaRd pacedtie that a ho&pita.! witiee not bet up any contact6 0’1 o,j,je& 

to fieceiue student4 f+m (I Univetiity until they have had expedience with thein students. 

. 
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7 - 

od OUJI doteign 6tuden.tb have alacady take)! college cotieb comp4Wing the p&e-med. those who 

do not have the complexe p&e-med mwt take Zhe dubjecb they ahe mAsing and in borne cn&eb 

they a&e &owed to take borne bubjectb @torn &cu&y with fhobe Aaorn college, otiy when fhc’he 

bubjecto &s1 coUe_se a&e not pae-ReqLLidifeb -to Rhe 6ueu.Uy subjecti. 

Studentd that have take,1 o&y high hchooP it enhoU in OLH Uniuekbity CoP~cpe OR 

Pie-Ned, thti is compu.&o~y. r6 a student has padded the pte-med &I bin own country ho 

hns had an enthance exam in hia coutl-tzy. Thtwgh the yeahs we have r(ound out that en.tcnncc 

exm do not betue the pufipo&e they u&e intended {a~. We do have e&fiance eranM do,? the 

Uniuethty CoPPege oa P&e-hied. 

Spanish ia a comp&oq language, and when .the studenx aegin teab hc iil wakned that 

al4 6acLLPty classes ahe conducted in Spcuti~h and id they nof knouj the language they wi4LJ nof 

be able to &44cuq the cladae~. The &udenf A given the oppotiunity to come $0 fhe 

school knowing Spat&h which they can take at home, ot they do do in SUM Pedro de hlacc~~i5 

u!hcrle thehe a&e three bchooP ilpeciu.Li:ing in ,teachirtg Spanibh to the @teign bokn. 

The cu~~&~u.fum 06 cru’~ medicaf bchoo4 LA made up-in duch a way that .the cPinicnP 

tRa.ining bta,*& itorn the 6th aemebtvt, Medical Semiology and Otihopedicc, and ThumatoZogy 

both aequi4e hobpital viAit &JR the btudentb. 

In fhe 6th nnd 7th bemenfeti fhe .studentb mudt Aehve Xhe cormunity unde4 the 

6upeRuibion 06 a Ucetied physic4an in neighbothood C.&L& )Lun by the Unive&sity. The 

btudenti do @L& OR pGn%-~y leveP wo&k buch M vaccinaLioti, epidemictogy aepoO4, contact 

with .the neighbozhood &miLien tc acquaint them &th health phoblemb. ‘de a4e duke that 

tinical thaininp 404 studetrti in thin country i6 mote headily nvai4abPe than in the USA. 
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Ab a mttteh 06 in{:mafion in the Vominica~. Repubk’c it ti bti.lY &itiy eaoq tv 

get cadaver 50 that we hal*e rvppotiuni-tie,5 to get dhenh cadaver dc’l NM medic& 6fudent5’ 

u5e in ctkh4ch. 

The GAC comniskon pointed oLLt .that the Anatomy In5tLZute wcu 2 mieea I(kom the 

5chooP, thid a4 da4 CM WC abe corlcerrned in an ideal lkcation ok LICE ib nou’ 6etfin5 up 

an Onco~og4cal Hc~pifal nrtd a~ Anatomy mWeum tn the bame ahea- M the institute. 

The wu SuciaP Secutiuty ff(fbpit& Ulr.Jaime Olive& Pino i5 now being wed by UU’I 

btudentb ab well a4 u/l&g the Oh. Cati Th. Geotg. We must dibagtee with the hepoti c-6 

GAO about the 4adioCogy dacilitieb a.t the Social Secutity ffobpifd, thti ho6pita.t had 

X-Ray equ*)ment in c&l the sufigica2 fioonti, the utoLogq and otihopedicb examination hoorm, 

the c&et& medicine examining JWOWM. It a&o ha n complete hadc&cgy depatient with 

&WI (41 tk4ge X-Ray llntib. 

We mubt a&o dihagaee with tile kepcM .‘Iegat&ng the .fZabcgcntarry thih hospital 

has, the one it ha6 AA well equipped and capabee 06 ak’$ typed o6 tebln. 

San Pedro de Macokti wi.U have another hobpitne in 1980, a 300 bed @LLity being 

buiLt by Pub.& Heaeth and it witt be a Univeaity Ho~pitaf to be undefi the joint adn~tist~~~tion 

o6 the Univetiitcj and Pub&c HeafYh With a.Pl the 6aciktie6 6011 medical attention and education. 

The ctiticibmo that the Ut. Can.47 Th. Geobg ff~bpitat ih oed and has no jincil4tie5 

dofi oxygen and suction can be mde about a great many other hodpit& in clthee p&5 (16 the 

uxc&d, ti I/MI ktlV1L’ 4t ib very cobfey to add up to date @ditieb to c4d hobpitaeh. The 

pohetrtb do not bu,(het a6 whenvet they need Amy ptoceduhe caP&tg @I oxygen ofi 6uctl(ln 

they fwcuve it. 

. 
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, .- . 

We have a&o received od6e’~h @om ho,spita& that have VpQflingh 604 ttiidencieb in va4iow 

bRanched, again thebe contact, ahe tebutfs 04 expetienceb with CUII btude&b doing theik 

intehtihipb bebo4e ghadua-tkon. 

The Irepoe% talks abvu-t the dac-tiZitien ilz the Univelroity campti. The lJnivek.ity 

a% paedent has 3 building6 60)~ c.!b~uxm and vahioti eabb 40’1 med4cine, dent&t&y and other 

dchoo& 06 engineeting. The Rectory buiedcng Iadnlinibikationl wi.t.t be diniahed in three 

months, fhe t.ibmy wit4’ be @ibhed in Cctobeh. At present do have a vvty small Libhazy 

it has 5,000 vo&umed irr a vety bwei? &pace, bu2 it i6 available to all s&de&h. The neck 

tibtiy wieP have a capacity ,jcnti 500,400 books and 2,000 dtudenti beated in Reading 4oom.5. 

The Utiv~~ity has 3 phL!jection ~OOM and audio-vibuat ai& have been inttoduced 

in a great number 06 the &added in a4L fjacuttieb. 

The dact that the GAO comnibdion did not bee many in&ttwnenti doe4 not mean WC 

do not have them. The ph06c.4~~~~ in the Cabs put away all the inntmenth, bampleb, mi- 

CJloocopeA, etc. thetedocc, they kave nothing otiide, 6oUowing OUR itittuctiolld. 

1% is tme that the 4ightb wehe ~00)~ in the Anatomy ltistittie when the GAO 

connu&ion v&stied it, tkid has been wmedied do has the ai& candLt.ione.fi. ExcepX tha.t 

OUA country a6 the kest 06 the wohh i6 bu66ehing &om a bhottage 06 02 and we ate in 

an enengy p&e,&xvation p&n, rvhich meati Thai when a cladbtoom LA not in tie iti nebo 

goes 150~ the tabd and il~btifuteb) the aih- contionehd ate tuhned 066, the tighti ahe 

eithea dimned 011 .&wed odd. Foa the dame aeaon .fhe pRebenva.tion od the cadaveti id in 

4oMn and not in ce&gtiation. OU)L inbtititcde had 42 tabled where b b&dent6 wtih 

a #P&o&Abo~ can WOJ& on a cadavefi. We have cadavehb iok each one 06 the tab&b, howeveh, 

these cadaveti ahe not taken oul udebb i-t ib 604 ckkb&~b. 
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UNIVERSITY OF NORDESTANA 

APPENDIX III 

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 de1 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 most had previously attended the University of Central de1 
Este Medical School. University facilities consisted of a one- 
story building in the center of the city, which included both 
classrooms and administrative offices. 

Many of the Nordestana students attributed their trans- 
fers to displeasure with Central de1 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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A dinal cment IUQ ufou..fd f%e to make id that 100% cd the @eign btudentb that 

have graduated @em UnivehGdad Cent& de.! E$te have pa.baed thei& fievatidation exam oh 

obtained their Licenbeb in thei, cowttieb cd otiligin. Lc’hetl we talk about gtaduateb we 

mean those students that have cbtaiued thei MU degReeA at UCE. 
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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 1980. 

FACILITIES 

Nordestana Medical School facilities were in the center 
of San Francisco de Macoris in a renovated, one-story building 
that contained both classrooms and administrative offices. 
The 130-year-old building contained six classrooms with seating 
capacities ranging from 20 to 100 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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accepted into the medical school with advance standing begin- 
ning with the fall 1979 semester. We were advised that the 
university had no affiliations with placement agencies at 
the time of our visit. 

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 $130 for each course repeated, 
a $20 to $30 graduation fee, and a $650 thesis fee. The med- 
ical school offered scholarships ranging 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 lo-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 option of taking their clinical 
studies in hospitals and clinics 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 the 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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COMMENTS BY THE MEDICAL SCHOOL 

The Administrative Vice-Rector of the University of Nor- 
destana said in a May 23, 1980, letter that our observations 
accurately reflected the situation at the time of our visit. 
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 is also exploring the possibility of an affilia- 
tion between Nordestana and a U.S. medical school for the 
exchange of students and training of personnel. 

Specifically, 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 of courses are being expanded 
extensively with the addition of new equipment and 
teachers. 

--School-appointed coodinators in Miami, New York, and 
Puerto Rico will monitor clinical training for its 
students in U.S. hospitals. 

--The medical school now has 43 faculty members, of 
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 university now has three buildings--one for the 
Faculty of Engineering, one for the Faculty of Agro- 
now, 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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operating and emergency 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- 
tology. 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 practice medicine in the United 
States. 

Most of the U.S. citizens were enrolled in the 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 clerkships, while others were 
obtaining their clinical experience in the St. Vincent de 
Paul Hospital. No students were enrolled beyond the eighth 
semester, and no one had graduated from the 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 de1 Eate but had given them up to come to Nordes- 
tana. However, we found that several students applied for 
loans to attend Central de1 Este and, apparently after the 
loans were approved, transferred to Nordestana. 

University officials said 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) passed. 
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ST. GEORGE'S UNIVERSITY 

SCHOOL OF MEDICINE 

APPENDIX IV 

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 de1 
Este Medical School. Upon leaving of Central de1 Este, 
Mr. Modica was commissioned by a number of U.S. physicians 
to study the possibility of establishing a medical school 
outside the United States primarily to educate U.S. citizens 
who were unable to obtain admission 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 school 
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 States--primarily 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 require- 
ments. University officials told us that admission require- 
ments for U.S. citizens are generally a college 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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--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 
acquired 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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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 hos- 
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 major 
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 
schools 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-l/2 years as follows: four semes- 
ters of basic sciences in Grenada, one semester of an introduc- 
tion to clinical rotation in St. Vincent, three semesters of 
clinical rotations in U.S. hospitals (including one-half semes- 
ter of elective didactic study), one semester of patient care 
in Grenada or St. Vincent, and a final comprehensive exam. 
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were allowed 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 affiliated with the university. All application and 
admissions processing was performed at the administrative 
office in New York City. University officials said they 
received between 1,500 and 2,000 applications for enrollment 
into the medical school 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 York and Grenada. 
We were told that U.S. students selected for admission tended 
to have above-average scores on a standardized test, and 
grade point averages ranging from 3.0 to 3.7. According to 
the Chancellor, the final selections are made by an admissions 
committee which meets in Grenada and New York, and selections 
are made in consultation with the Vice Chancellor and the 
Dean of Faculty. The New York office was al80 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 univer- 
sity included $45 for application, $25 for interview, $500 
per semester for the dorm, $620 per semester for the meal 
plan, $100 per semester for air-conditioning, and $150 to 
$210 for books. In addition, students incurred annual living 
and transportation expenses ranging from $5,000 to $6,000. 

CURRICULUM 

The medical school program was nine semesters long cover- 
ing 4-l/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. In 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'8 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 (medicine, 
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The other campus in Grenada was in an area called True 
Blue, about 2-l/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 university 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 microbiology laboratories were modern. 
Pathology was taught in a portion 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 old facility with about 250 beds. It was a 
non-air-conditioned tropical-type hospital with old equipment. 
The chief of the hospital's medical staff said that St. 
George's General Hospital was grossly inadequate for clinical 
training. University officials maintained that the hospital 
was used by students only for physical diagnosis and patient 
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 capacity 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. 
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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.8 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 St. Vincent campus, “teams” of visiting pro- 
fessors sometimes taught an entire clinical subject. It was 
the university's intention 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 
campue were air-conditioned dormitories for about 150 stu- 
dents. These dormitories, formerly a motel, were available 
for third and fourth semester students only. The only 
laboratory building was an air-conditioned facility with 
rooms for anatomy and neuroanatomy 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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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 hiring a second full-time pathologist as 
well as using a number of visiting pathologists. 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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St. George's University was using U.S. hospitals to 
provide clinical training, since there were few clinical 
facilities 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. 
medical 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 eligibility to St. George’s University because 
it had not met VA's November 1978 comparability criteria. As 
a result, qualified 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. 

U.S. citizens at St. George's first took the ECFMG ex- 
amination in January 1979. During 1979, eight U.S. citizens 
from the university took the examination and four passed. 
During 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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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 foreign 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 become in- 
creasingly more selective about foreign students. We were 
advised that over the last 5 years enrollment 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 to 
pay and (2) were taught by Mexican professors using Mexican 
equipment yet leave the country upon graduation (or transfer 
before graduation) without giving anything to Mexico in re- 
turn. University officials explained the difference in 
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AUTONOMOUS UNIVERSITY OF GUADALAJARA 

APPENDIX V 

MEDICAL SCHOOL 

The Autonomous University of Guadalajara, founded in 
1935, is a private, nonprofit multidisciplinary university 
with 18 schools 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 of physicians. These of- 
ficials added that over 83,000 students were enrolled 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 came 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- 
quirements varied, depending on whether a student was from 
Mexico, another Latin American country, or elsewhere. 
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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 
graduation. Nevertheless, 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 
National 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 6 years plus a national 
exam 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 
and 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. In 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 idea of putting emphasis exclu- 
sively on the subject over a short time. The duration of 
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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, l/ $1,150 if they take the Spanish 
course, and an $800 gradua'iion fee. Tuition for U.S. citi- 
zens was $300 per semester during the internship year (9th 
and 10th semesters) and $120 per semester during the social 
service year (11th and 12th semesters). There was also a 
$920 fee for the professional examination taken before the 
year of social service. In 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. citizens were returning for their social 
service year and completing their medical education require- 
ments at the university. 

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 
were 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 was required to meet certain standards established 

L/We were advised that all students are required to pay an 
inscription fee, which is proportional to the tuition. 
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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 training. 

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

MEDIcmE 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 
administered by the medical school. These periods--referred 
to as "guardias" --are intended to expose students to clinical 
aspects 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 elaboration of clinical histories, physical ex- 
aminations, differential diagnosis, and supervised treatment 
of patients. 6 

CO-OP PROGRAM 

The Cooperative Medical Education Program was established 
to give U.S. citizens attending the medical school the oppor- 
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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a 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 student 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 clinical 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 clinical 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. 

VISITING PROFESSOR PROGRAM 

In 1974 the Guadalajara Medical School organized a visit- 
ing professor program to supplement their students' education 
with lectures and demonstrations on current clinical topics. 
During the 1979430 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. Visitins 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 were 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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FACULTY 

The Guadalajara Medical School had about 830 faculty 
members, A/ of whom 598 taught on the basic and clinical 
science campuses. About 400 of the latter were full time, 
but also had limited private practices. The other faculty 
were associated with the Medicine in the Community Program 
and taught at health clinics in the Guadalajara area. 

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 a graduate 
degree in education under a joint program with the University 
of Houston. 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 extensive. 
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 YI 
and at the Angel Leano Hospital complex. 

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

&/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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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 clinical 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 those 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. A/ 

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 of 
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. 
--- -- -.------ 

i/In commenting on our observations, the Asaoicate 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 university supplemented its clinical teaching capa- 
city by operating over 40 clinics and two mobile health 
units in the Guadalajara area under the Medicine in the 
Community Program. In addition, the university was affili- 
ated with about 190 hospitals in Mexico where students re- 
ceived clinical training and also 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 internship year. 

U.S. CITIZEN INFORMATION 

About 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 
also 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 bractice medicine in the United States. Further- 
more, most prererred, if possible, to transfer to a U.S. med- 
ical 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 degree from the 
Autonomous University of Guadalajara: however, the students 

. 
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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 
offices of the university's division of continuing education. 
In addition, the university owned three hotel/resort facili- 
ties for continuing education activities and for special 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 for courses taught during the fourth through 
eighth semester of the curriculum. Formerly 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 
hospital 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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UNIVERSITY OF BOLOGNA 

MEDICAL SCHGOL ' 

APPENDIX VI 

The University of Bologna Medical School was founded 
in 1267. Italian 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. A/ 

Government officials believed,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 fields. 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 expected to transfer to Bologna 
within a month from other Italian medical schools. 

ADMISSION REQUIREMENTS 

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

L/The Rector said that this trend conforms to the trend of 
medical enrollment of Italian students in the University 
of Bologna. 
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can still become licensed in most States. In this regard, 
university 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 
Pathway 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 examination. During 1980, 1,076 U.S. citizens 
took the ECFMG examination, and 483 (45 percent) passed. U.S. 
citizens at the university pointed 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- 
ually pass the ECFMG examination and enter Fifth Pathway Pro- 
grams. 

COMMENTS BY THE MEDICAL SCHOOL 

We received comments in a May 3, 1980, letter from the 
Associate Dean, Special Programs, Universidad Autonoma De 
Guadalajara. His comments primarily related to clarifying 
and expanding the information in this appendix. 
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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 university involvement. 
tives of the U.S. 

Representa- 
citizen medical student association told 

us that students would usually arrange a g-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. 
monitor, 

University officials did not 
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. 
degree could be received. There was no social service require- 
ment or any formal internship program that required students 
to rotate through various clinical areas. As a result, a U.S. 
citizen can attend the University of Bologna Medical School, 
complete the classroom studies, 
monstrations, 

participate in laboratory de- 
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. 

FACULTY 

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, 
cists, 

for the most part, physicians, chemists, physi- 
or microbiologists. Most faculty members at the med- 

ical school were involved in extensive research. 
discussions, 

During our 
some faculty members placed more emphasis on 

developing their department's research than teaching their 
students. 

122 



APPENDIX VI APPENDIX VI 

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 college 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 
of an Italian language and culture exam were required for 
U.S. citizens. 

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 A/ long (as are all Italian medical 
schools, according to the Rector) and all instruction was 
in Italian. Twenty-eight courses had to be taken during 
the 6-year program (19 required: 9 electives). In each 
course--some of 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 intern generally followed assistant professors on 
ward rounds, observed patients, took histories, did physicals, 
and were exposed to routine patient care procedures. In 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 

i/The academic year at the school began in November and 
ended in June. 
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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 foreign 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. 
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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. professors, 
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 
or two moderate-sized laboratories were available for student 
lectures and laboratory work in each basic science department. 
Some of the equipment appeared adequate, but the anatomy de- 
partment had no cadavers for the students 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) a 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 medical 
school, not all received clinical training in direct patient 
care. 

U.S. CITIZEN INFORMATION 

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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APPENDIX VII 

MEDICAL SCHOOL 

The University of Bordeaux, located in southwest France, 
was founded in 1441. In 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 University of Bordeaux II (medicine and health 
sciences) is a multidisciplinary university offering degree 
programs in medicine, dentistry, pharmacy, basic sciences, 
and wine studies. Approximately 15,000 students were en- 
rolled, about 8,800 of whom were in medicine. University 
officials said that 4,500 students were in the first 6 years 
of the medical program, and the other 4,300 were in the 
undergraduate internship year or postgraduate residency 
programs. At the time of our visit, about 20 U.S. students 
were enrolled in the medical school. 

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 physicians 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. In 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 selected 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 6,000 medical students 
graduating from all medical schools in France each year and 
entering the medical system. 
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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. 
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The first cycle involved 2 years of study in the basic 
sciences. As noted earlier, a competitive 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 students for the available facili- 
ties. In the clinical sciences, the 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. Officials said that the students who 
received practical clinical experienc,e were chosen by 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-year 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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ADMISSION REQUIREMENTS 

Admission to the first year of medical school was open 
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 exam. 

University officials said that each year, about 2,000 
students enter the first year of medical school. About 11 
percent of those admitted 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 year would pass the requisite exam and gain admis- 
sion to the second year. Students not passing the exam are 
allowed 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 'f-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 opportunities 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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compared to the large number of students. The professors 
indicated that, because of 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 their internship year. 
Students we talked to said that they had college grade point 
averages ranging from 3.0 to 3.5, and most 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 secure admission at Bordeaux. All but 
one U.S. 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 
not plan to practice medicine, planned to do their internship 
at a U.S. hospital and eventually practice medicine in the 
United States. 

The students generally agreed that 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 

He added that, during his upcoming intern- ' general surgery. 
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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After completing the internship year, students were re- 
quired to pass a clinical exam and present a thesis before 
receiving an M.D. degree. University officials noted that 
most U.S. citizens who attended the medical school trans- 
ferred to U.S. medical schools before obtaining an M.D. 
degree in France. 

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. All 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 considerable 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 
slots were limited because of the small number of patients 
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EDUCATIONAL COMMISSION FOR 

APPENDIX VIII 

FOREIGN MEDICAL GRADUATES EXAMINATION 

The 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 successfully completed 2 years in a foreign medical school 
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 questions 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 examination is a l-day test given semiannually, 
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. 

The 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. citizen 
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 I 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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None of the students we talked to said they had taken 
the ECFMG examination. This was surprising since university 
officials commented that most U.S. students usually took 
the ECFMG examination in their third year at Bordeaux 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 S-year period 1975-79, 
and 11 (79 percent) paesed. In 1980, five U.S. citizens took 
the examination, and only one passed. 

COMMENTS BY THE MEDICAL SCHOOL 

By letter dated April 30, 1980, the Vice President for 
the Univereite de Bordeaux II agreed with the information in 
this appendix. 
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NATIONAL BOARD OF MEDICAL EXAMINERS' 

PART I EXAMINATION 

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

To take the NBME Part I 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. 
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.S. medical school 
with advanced standing. 

The examination is administered twice each year, in June 
and September, in testing centers throughout the United States 
and Canada. It is a comprehensive 2-day written examination 
consisting of about 1,000 multiple-choice questions equally 
distributed across the basic science disciplines of anatomy, 
behavioral sciences, biochemistry, microbiology, pathology, 
pharmacology, and physiology. The questions 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 passed, compared 
to 11,607 (84 percent) of the 13,797 U.S. medical school stu- 
dents who took the Part I examination. 

. 
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VISA QUALIFYING EXAMINATION 

The VQE is taken by foreign citizens who graduated from 
foreign medical schools and are seeking a visa to 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 for 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 questions 
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 knowledge, 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 gynecology, pediatrics, preventive medicine and 
public health, psychiatry, 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 basic 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 the 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 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 examination 
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, l-day inter- 
disciplinary examination of additional aspects of clinical com- 
petence. The examinee is tested, by the use of special tech- 
niques, 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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NATIONAL BOARD OF MEDICAL EXAMINERS' 

PART II EXAMINATION 

The NBME Part II examination is designed to measure 
the candidate's knowledge and comprehension of the clinical 
sciences in medicine. 

To take the NBME 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 related 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 been over 96 percent. 

. 
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MEDICAL SCIENCES KNOWLEDGE 

APPENDIX XIV 

PROFILE EXAMINATION 

The MSKP examination is used to give U.S. medical schools 
an assessment of the medical science knowledge 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 overseas 
locations. It is a 1-l/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 
physiology. 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. 

NBME provided information on the results of the 
June 1980 MSKP examination as part of its comments on the 
draft report. (See app. XXV.) 
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FEDERATION LICENSING EXAMINATION 

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

All States and the District of Columbia have adopted 
FLEX as their State medical board examination. Eligibility 
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 various State medical boards. 

FLEX is a three-part examination given over 3 days. Day 
I is 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 
interdisciplinary form and are selected for clinical applic- 
ability. Day II of the examination covers the six traditional 
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. 

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

Foreign medical graduates, including 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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COMMENTS OF THE DEPARTMENT OF HEALTH AND HUMAN SERVICES 
t T E GE ERA ACCOUNTIHG OFFICE' DRAFT REPORT ENTITLED 

J&LIICIIES !EGA~OING US CITIZENS :TuDV*NG MEDICINE ABROAD 
ARE IN NEED OF CAREFUL REVIEW AND REAPPRAISAL" 

Genera 1 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 be taken which encourage U.S. citizens t,o 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. faking measures to assure their qualifications is essential. 

GAO 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 be considered in accomplishing this 
objective." 

Department Cotmrtent 

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? 
the medical profession and the educational c-unity, and we believe 
that this is also the appropriate arrangement to apply to U.S. citizens 
trained 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." 
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DEPARTMENT OF HEALTH & HUMAN SERVICES Off& of Inwector General 

We8hington, O.C. 20201 

SEP I5 f980 

MC. Gregory J. Ahact 
Director, Human Resources 

Division 
United States General 

Accounting Office 
Washington, D.C. 20548 

Dear Mr. Ahact: 

The Secretary asked that I respond to your request for our 
comments on your draft report entitled, “Policies Regarding 
U.S. Citizens Studying Medicine Abroad Are in Need of Careful 
Review and Reappraisal.” The enclosed comments represent 
the tentative position of the Department and ace subject 
to reevaluation when the final version of this report is 
received. 

We appreciate the opportunity to comment on this draft 
report before its publication. 

Richard B. Lowe III 
Inspector General (Designate) 

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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US DEPARTMENT ['F CLlUC9TlON 
OTT-ICE Oi POSTSES@r~'-‘ "Y EDLC4TlON 

'NAS:iINGTON .' 20202 

SEP 15 1980 

Mr. Gregory J. Ahart 
Director 
Human Resources Division 
United States General 

Accounting Office 
Washington, D.C. 20548 

Dear Mr. Ahart: 

The Secretary asked that I respond to your request for'our comments 
on the draft report entitled, "Policies Regarding U.S. 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. 

We appreciate the opportunity to connnent on this draft report before 
its publication. 

Sincerely, 

.Mo$4& 
Albert H. eowker 
Assistant Secretary for 
Postsecondary Education 

Enclosure 
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Department Conment 

gJe concur. The procedures used to arrange for clinical trafning of 
medical students In the U.S. are essentially the responslbility of the 
profession and the educational establfshment. We believe 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 procedures to be utilized for the latter 
group. 
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The Department also notes that at this time there is 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 Education Department student assistance 
programs to enter into an agreement complying with numerous specific 
provisions. It is our belief that many if not most foreign educational 
institutions will be either unable or unwilling to agree to the require- 
ments set forth in this legislation. If such legislation becomes law, 
therefore, it is expected that students at many foreign medical schools 
Will no longer be able to participate in the GSL program. 

GAO Recommendation 

We further recommend that the Secretary of Education 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. 

Department's Comment 

We concur with the finding of the General Accounting Office that the 
present process utilized by the Department of Education does not 
accurately verify the status of U.S. citizens enrolled at foreign 
medical schools. We also concur that a new procedure must be established 
in order to protect the Government's interest in outstanding Guaranteed 
Student 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 Guaranteed Student Loan 
Program (GSLP). 

As the report acknowledges, there are two sets of concerns which have to 
be addressed: those that relate to the Federal Insured Student Loan 
Program (FISLP) and those that relate to loans 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.S. citizens 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 attend 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. In the case of loans made under the guarantee agency programs, 
we will encourage guarantee agencies to follow a similar practice. 
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Comments of the Department of Education 
on the 

Comptroller General's Draft Report to the Congress 
"Policies Regarding U.S. Citizens Studying Medicine Abroad 

Are In Need of Careful Review and Reappraisal" 

GAO Recommendation 

We recommend that the Secretary of Education issue regulations 
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. 

Department'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 eligibility 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 assessed comparability on the basis of the 
scores that American students at foreign medical schools achieved 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 abroad. A 
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 needed to administer the evaluative system proposed in the NPRM. 

As a result 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 Congress 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. 
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Office of the 
Administrator 
of Veterans Affairs 

m Veterans 
Administration 

*Mr. Gregory J. Ahart 
Director, Human Resources Division 
LJ. S. General Accounting Office 
Washington, DC 20548 

Dear ‘Mr. Ahart : 

APPENDIX XVII 

Washington, D.C. 20420 

Thank you for the opportunity to review your August 15, 1980 draft report, 
“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 schoola in this country. Questions were raised about the quality of 
medical education in those schools most willing to accept American students, 
and the adequacy and appropriateness of that educational experience as prep- 
aration for practicing medicine. The General Accounting Office (GAO) com- 
pared the training received in six medical schools abroad to that provided 
in the United States. The schools visited differed considerably; however, 
in GAO’s opinion, none offered a medical education comparable to that avail- 
able in the United States. 

In your report, you recommend that I accept those foreign medical schools 
approved by the Secretary of Education as a basis for authorizing educa- 
tional benefits to qualified veterans, their spouses, and dependents. We 
have no objection to this recommendation in general. However, as pointed 
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 
criteria include the provisions of sections 1775, 1789, 1790, and 1796 of 
title 38, United States Code. Such provigione 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 
corrective regulations. Nevertheless, we believe we could abide by appro- 
priate ED regulations, but would like to have the opportunity to review 
the content of any such new regulatione before aakinp final comments on 
the GAO recommendation. 

We suggest that some of the language concerning the reference to the 
Del Valle case be changed in this report. We believe the outcome of the 
case can best be described if the present wording on page x and continuing 
through line 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; 
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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. In the event that schools do not comply, 
their eligibility would be withdrawn. 
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Sip ;1Frbrration of $3S’fate #Mebirnl ~oafbe 

Grogary J. Ahart, Director 
United States General Accounting Office 
Human Resources Division 
Washington, DC 20548 

Dear Mr. Ahart: 

In the limited time, it has not been possible to obtain input frcm the 
Federation’s Board d Directors. The ccmments which follow will be brief and 
lim.ted to the recommendations. Although they are mine, I believe they accurately 
reflect the thinking d the Federation. 

The GAO has performed a valuable service to the American public with 
its report “Policies Regarding U.S. Citizens Studying Medicine Abroad Are in Need 
d Careful Review and Reappraisal”. It clearly documents the magnitude d the 
problem. 

The growing number d U.S. citizens studying medicine abroad, especially 
in for-prdit schools, is d grove concern to all segments d medicine, but especially 
to the medical licensing boards. These boards have the respansibility under low to 
determine that candidates for licensure have been thoroughly educated in the art and 
science d medicine so that they continually demonstrate competence in the practice 
d medicine. With limited resources, no are board is capable d undertaking the 
evaluation praess far the seveml hundred schools abroad. As a result, the Federation 
d State Medical Batrds has established a Commission to Evaluate Foreign Medical 
Schools. There is an urgent need to put same mechanism into place rapidly, as the 
influx d U.S. nationals fram the new schools established in the Caribbean and Mexico 
is iust beginning to be felt. It would seem reasonable that the results d the site 
visits made by GAO might eliminate the need for additional infaotion from these 
four schools. 

. 
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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 basis 
for its discontinuing educational benefits to U.S. citi- 
zens attending a previously approved foreign medical 
school. 

As a substitute 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 conati- 
tuted a regulation and the VA had not followed the 
appropriate procedures for promulgating such a regula- 
tion. 

We will pursue the feasibility of formally amending VA regulations to 
ensure the quality of foreign medical school programs and appreciate 
the opportunity to comment on this draft report. 

MAX CLELAND - 1 
Administrator 
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COORDINATING COUNCIL ON MEDICAL EDUCATION 

Member Ofgmhuona 
American Board of MeWal Speaaltles 
1603 Orrmgton Ave , Evanston. III 60201 

offtoe a4 me kcrotefy 

P 0. BOX 7586 
ChIcago. lllmotr 60660 

Amencan Hosp~trl A8socdlon 
640 N Lake Shore Dr.. Chcago. III. 60611 
Amencan Me&xl Auoclrtlon 

(312) 751-6289 

535 N Dearborn St.. Chrcago. 111 60610 
Aesoclatlon ot Amercan Medcal Colleges 
One DuPont Cwcle. N W.. Warhmgton. D C 20026 

Council of Medlcal Specielty Socletier 
PO 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.S. Citizens Studying Medicine Abroad Are 
in Need of Careful Review and Appraisal”. I note that your letter 
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, American Hospital Association, and American Medical 
Association) all received copies and have been asked for comment, 
therefore, the Coordinating Council will not file separate comments. 

Sincerely yours, 
, .’ 

( Y .J‘,,/( 
( L 

Jackson W. Riddle, M.D., Ph.D. 

. 

rkt 
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All olternotives propaed for evoluoting the education ond troining received 
in faroign medico1 schools ore viable and reosanabio. The molar problem with each 
d them is the time required to implement. The licensing baords ore in urgent need 
d documented informotion ond guidelines. Fa this reason, the Federation strongly 
believes that far the short term, the needs d the boards con best be met by the 
Ccmmisrion to Evoluote Foreign Medical Schaolr. For the long ronge, alternative 
#2 ond the implementation d the FLEX I-II concept is the mat desirable. It is 
agrud that this is several years in the future, but cansideroble progress hos been 
mode to dote. When this is in pkce, there will be o single track for licensure 
which all candidates will be required to follow, 

The Federotion enthusiosticolly suppcrts the recanmendations made to the 
Secretary d Education ond the Administrator d V.A. Affairs. If these procedures 
and criteria had been established OS directed, the problem moy not hove been as 
large. 

The Federotion concurs with the recammendotions to the Congress and the 
Secretary d Health and Human Services. In addition, we wauld request thot the 
l fforh begun with the Commission to Evaluate Foreign Medical Schools be ocknow- 
Iedg8d and 1upport8d. 

I cppreciote the opportunity to comment an the repart. If you have any 
questions, please let me knm. 

5 incerely, 

Executive Director/Secretory 

HEJ:pc 
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LIAISON COMMITTEE ON GRADUATE MEDICAL EDUCATION 

Ollice Ol me socre1ary 
535 N Dearborn SI 
ChIcago. III 60610 

Member OrQenlrrtlonr 
Amercan Board 01 Medcal Spscdt~es 
1603 OmnOlon Ave., Evanston. III 60201 
Amercan Hospitel A5WcllliOtl 
840 N Leke Shore Or, Chicago. Ill go611 
Amerrcan MedIcal Assoc~el~on 
535 N Dearborn St.. Chlcego. III. 60810 
A55oc1al1on 01 Amertcen Meclwxl Colle es 
One DuPont Cwle. NW.. Weshmglon. B. C 20038 
Council ot Medml Specially Soclelles 
P 0 Box 70. Lake Forest, Ill 80045 

September 12, 1980 

Hr. Gregory J. Ahart 
Director 
Human Resources Dlvlslon 
United States Ganeral Accounting Office 
Washington, D. C. 20546 

Dear Hr. Ahart: 

Thank you for your letter of August 15, 1580 to Dr. E. L. Becker 
wlth the enclosed draft document concerning U.S. citizens In 
foreign medical schools. 

This Committee does not plan to corrmcnt. however, the American 
Hospltal Association, American Hcdlcal Association and the As- 
roclatlon of American fledfcal Colleges are golng to respond. These 

organlzationr are three of the five sponsoring agencies of this 
Committee. 

Thank you agaln. 

Inter Im Secretary 
Liaison Committee on 
Graduate Medical Education 

CC: Dr. John Gienapp 
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LIAISON COMMITTEE ON MEDICAL EDUCATION 

~rocbticmofAmwlc~ModltxIColhg*~ 
On. &wont Cltck, N.W. 
WUMnglon. D.C. 2ooxl 

October 7, 1980 

MT. Gregory J. Ahart 
Director, Human Resources Division 
United Staten General Accounting Office 
Washington, D.C. 20548 

Dear Mr. Ahart: 

Thank you for your invitation to the LCME to review and cormnent on the 
draft of your proposed report to the Congress on U.S. students studying 
medicine abroad. 

Professional staff members of the LCMR have reviewed your report and have 
discussed its findings with the principal officers of the LCME, all under the 
rules of confidentiality you have established. We believe that your report, 
if promptly made public, could render a decidedly beneficial public service to 
the American people. 

The LCME, following its long established practire, declines to coernent 
on the specific contents of your report and instead refers you to the two 
associations which sponsor the LCME, i.e., the Association of American Medical 
Colleges and the Council on Medical Education of the American Medical Aesocia- 
tion, both of which have prepared specific comments for your use in developing 
your final report. We believe it inappropriate for the LCME to provide 
specific cormnents on your report since the function of the LCME is confined 
to the formulation of judgements on the quality of programs of medical educa- 
tion leading to the M.D. degree in the U.S.A. and Canada. 

Sincerely, 

cc: 
Edward S. Petersen, M.D., LCME Co-Secretary 
John A.D. Cooper, M.D., Ph.D., President, AAMC 
Richard Egan, M.D., Secretary, AMA-CME 
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The Association of American Medical Colleges is pleased 

to comment on the draft of the report by the General Accounting 

Office entitled, Policies Regarding U.S. Citizens Studying 

Medicine Abroad are in Need of Careful Review and Reappraisal. 

The Association, whose membership includes 126 accredited 

medical schools in the United States and Puerto Rico, 425 

major teaching hospitals, and 70 academic medical societies, 

has, from its founding, been concerned 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 

organizations, medical education and medical care in this 

country have achieved a remarkably high standard. 

For several years the Association and its constituent 

institutions and organizations have been troubled by the growing 

expectation 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 Officeexposes the deficiencies 

of medical education in six schools which enroll a large number 

of U.S. citizens. The report raises urgent policy issues. These 

comments will particularly focus on the following: 

0 The history of competition for admission to U.S. 

rlledical schools. 
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,O”” n. 0. CooItn, Y 0.. cn.0 September 26, 1980 101: 110.0400 
l I)C#IOLYl 

Mr. Gregory J. Ahart 
Director 
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. citizens 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 
the Association's views of how the Congress should deal with 
the issue of guaranteed student loans and VA educational 
benefits to U.S. citizens studying medicine abroad and how 
state licensing boards should improve their standards for 
licensure for medical graduates. 

The Graduate Medical Education National Advisory Committee 
report is referenced in our comments. Therefore, I em enclosing 
a copy of the recommendations from that Committee which are 
being sent to the Secretary on September 30. Recommendation 
#2 concerns foreign medical graduates.l/For your interest, 
also enclosed is a table illustratingihe 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. 

4 
ncerely, 

Enclosures 

&/This material has been deleted from their comments; pertinent 
recommendations by the Graduate Medical Education National 
Advisory Committee are discussed in chapters 1 and 3. 
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The impression of intense competition for admission to 

U.S. medical schools has been largely based upon anecdotal 

accounts about the number of students applying to a single 

U.S. school. Newspaper stories, which 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 to nine schools. The actual number of 

applicants per position across the nation is much smaller. 

Figure 1 shows the number of applicants per position in U.S. 

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 1950s 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 position. 

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 experienced less severe competition than 

usually thought. 
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The skewed distribution of U.S. citizens in foreign 

medical schools. 

An assessment of the educational achievement of U.S. 

foreign medical students compared to students in 

accredited domestic medical schools. 

The provision of clinical education to U.S. foreign 

medical students by hospitals in the United States. 

The provision of indirect federal subsidies 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 TO U.S. MEDICAL SCHOOLS 

The opening paragraph of the report states, "Despite 

significant growth in the enrollment capacity of U.S. medical 

schools, thousands 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 implication that competition for admission 

to U.S. medical schools has caused the growing problem relating 

to U.S. 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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TABLE 1 

Year 

1974 

1975 

1976 

Seniors/Position 

1.15 

1.24 

1.19 

It is apparent from Table 1 that, during the most compet- 

itive period of the past decade, there were approximately 1.2 

graduating senior applicants for each available position in U.S. 

medical schools. The faculties and their admissions committees 

have been able to select students with strong academic records 

and the personal qualities consistent with a career in medicine. 

That they have rejected large numbers of applicants only 

because of an insufficiency of positions is open to question. 

Data are not available on the number of disappointed 

applicants who went abroad to study in the 1940s and early 195Os, 

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. Doubtlessly, many factors have contributed to the 

large number of U.S. medical'students attending foreign schools 

in the recent era when competition for positions was less 

intense than in the 194Os, but a major factor appears to be 

the development of foreign schools catering to the career 

aspirations of American citizens who desire to become physicians. 
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SCHOOLS WITH 25 OR MORE EXAMINEES 

School 

U. Auto Guadalajara 

St. George's 

U. Del Noreste 

U. Central Este 

Amer. U. Carribean 

U. Monterrey 

U. Roma 

U. Catholic Lille 

U. De CD Juarez 

Far Eastern U. 

Country 

Mexico 

Grenada 

Mexico 

Dominican Republic 

Montserrat 

Mexico 

Italy 

France 

Mexico 

Philippines 

Number of 
Examinees 

421 

245 

149 

73 

63 

51 

46 

42 

38 

30 

Ten schools contributed 1,158 (72%) of the examinees, while 

107 schools accounted for only 256 (16%). Further, three 

schools, St. George's, U. Autonoma Guadalajara, and U. Del 

Noreste, provided 50% of the total examinees. All three share 

the common characteristics of actively recruiting U.S. citizens 

and charging them tuitions significantly higher than for other 

students. Two, St. George's and Guadaldjara, were studied 

by the GAO and their policies-towards U.S. citizens are confirmed 

by the report. Four others, Central Este, Juarez, Monterrey, 

and the American University of the Carribean, which also 

actively recruit U.S. students, contributed an additional 14% 

of the examinees. To emphasize, nearly two-thirds of the 
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The skewed distribution of U.S. citizens in foreign schools, 

discussed below, gives strong credence to this. 

THE SKEWED DISTRIBUTION OF U.S. CITIZENS IN FOREIGN MEDICAL 
SCHOOLS 

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.S. citizens certainly supports a skewed distri- 

bution. 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 

enrolled in 130 foreign medical schools, took an examination 

to demonstrate their profile of medical sciences knowledge. 

These students seek advanced placement in a U.S. medical school. 

Their distribution among foreign medical schools is shown in 

Table 2. 

Examinees 

1-9 

lo-24 

25 or more 

TOTALS 

TABLE 2 . 

Number of 
Schools 

107 

13 

10 

130 

Number of 
Examinees 

256 

187 

1,158 

1,601 

Percent 
of Total 

16 

12 

72 

100 
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The examination program, which is sponsored by the 

Association, tests students' knowledge in the sciences basic 

to medicine and in introductory clinical diagnosis. The 

subtests on basic science subjects were constructed by the 

National Board of Medical Examiners from its pool of questions 

for which the performance of students from U.S. medical schools 

is known. An additional subtest composed of questions covering 

material normally included in introductory courses 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.S. students achieving each score on the 

nine point scale was determined and compared for the two 

groups. 

Of the 1,601 examinees from foreign schools, 1,327 had 

completed or were currently enrolled in courses in anatomy, 

biochemistry, microbiology, pathology, pharmacology, and 

physiology. Figure 2 illustrates that this group of U.S. 

citizens from foreign schools achieved significantly lower 

scores on all subtests of the examination. Overall, about 40% 

of the examinees from foreign schools failed to achieve the 

average score of 5. Overall, only 8% of the students from 

U.S. schools failed to achieve a score of 5. It is evident 

chat the foreign schools did not provide the sxaminees an 
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United States citizens seeking advanced placement in U.S. 

medical schools came from only seven foreign schools. Data 

from the 1979 Educational Commission for Foreign Medical Graduates 

supports these findings. Of the 3,150 U.S. citizens taking the 

ECFMG exam, 53t came from five of the top ten schools contributing 

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 of encouraging international 

student exchange. The GAO report correctly acknowledge8 that a 

number of the world's medical schools have long-standing traditions 

of excellence in medical education and have contributed significantly 

to medicine. Such meritorious schools do not admit a significant 

number of U.S. citizens. 

THE EDUCATIONAL ACHIEVEMENT OF U.S. FOREIGN MEDICAL STUDENTS 
COMPARED TO STUDENTS IN ACCREDITED DOMESTIC MEDICAL SCHOOLS 

The opening paragraph of chapter two states, "None of the 

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." This is a clear and startling refutation 

of the claim that U.S. citizens studying medicine abroad 

constitute an appropriate resource to serve the medical care 

needs of our citizens. This statement by the GAO is buttressed 

by an analysis of the performance on the Medical Sciences 

Knowledge Profile examination of U.S. citizens attending foreign 

medical schools. 
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education comparable to that provided to students from U.S. 

schools. On the average, foreign school examinees fell in 

the 17th percentile when ranked with U.S. students. Only 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 

from the ten schools which contributed 72% of those who took 

the exam was the same as for the examinees from the other 120 

contributing schools. In would appear that the efforts of 

these schools to recruit U.S. citizens are not matched by 

efforts to provide an adequate education. 

The lack of preparation for education in clinical 

settings 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.S. student performance. This low performance is consistent 

with the GAO's findings that clinical educational resources were 

inadequate in all of the study schools. 
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Under supervision, they take the patient's history, do the 

physical examination, make initial diagnostic hypotheses, and 

in collaboration with residents and faculty, plan laboratory 

studies and procedures. They are involved in carrying out 

procedures and planning treatment. Their closely supervised 

involvement with residents and faculty is as a member of the team. 

They are not passive observers. The Association believes that 

the GAO report supports its contention that U.S. students from 

foreign schools have an inadequate clinical education, even when 

"clinical experiences" have been arranged in this country. 

It should be particularly noted that by entering into 

agreements with foreign schools, U.S. hospitals are subsidizing 

them. The three schools which have negotiated agreements with 

hospitals in the United States charge tuition to U.S. students 

while they are assigned to U.S. hospitals and retain all, or the 

major portion of, the tuition while providing little or no educa- 

tion or supervision. 

THE PROVISION OF INDIRECT FEDERAL SUBSIDIES TO FOREIGN MEDICAL 
SCHOOLS THROUGH GUARANTEED STUDENT LOANS AND VA BENEFITS TO 
U.S. CITIZENS STUDYING MEDICINE ABROAD . 

The General Accounting Office estimates that 45 million 

dollars in guaranteed student loans have been provided to U.S. 

citizens studying medicine abroad and that 12 million dollars 

or more have been expended in the past decade to meet the federal 
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THE PROVISION OF "CLINICAL EDUCATION" TO U.S. FOREIGN MEDICAL 
STUDENTS BY HOSPITALS IN THE UNITED STATES 

The report particularly 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 in the clinical disciplines. To accomplish 

this, U.S. schools own, operate , or are affiliated with 

hospitals dedicated to patient care, teaching, and advancing 

medical knowledge. These institutions and their faculties are 

the central facilities for both undergraduate and graduate 

medical education. 

None of the foreign schools studied by the GAO has the 

clinical facilities and resources needed to educate the number 

of students they enroll. As a consequence, U.S. citizens 

attending these schools seek to gain clinical experience in 

U.S. hospitals. In the case of three of the study schools, 

St. George's, Nordestana, and Guadalajara, school officials 

have actively sought agreements with U.S. hospitals to provide 

clinical education. The report confirms that most hospitals 

which either accept U.S. citizens who individually seek a 

clinical experience or who have entered into agreements with 

foreign schools are not recognized as teaching hospitals. 

Further, students who participate in clinical activities are 

largely placed in an observer status. Students in accredited 

U.S. medical schools personally participate in the work up, 

diagnosis, and treatment of patients to which they are assigned. 
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programs of many of our schools. A greater reduction would 

render many of them nonviable. 

Although our national policy of encouraging international 

exchange and educational experiences is basically sound and 

should continue in other disciplines, the continuation of 

guaranteed student loans and GI benefits to U.S. citzens studying 

medicine abroad should be exa-rined. 

The Graduate Medical Education National Advisory Committee 

has recommended that both state and federal loan and scholarship 

support for the study of medicine in foreign schools 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 international exchange is being exploited. The Associa- 

tion iS convinced that U.S. citizens who gain entrance to meritor- 

ious foreign schools will be able to find the resources necessary 

to support their education. The Congress should amend P.L. 86-698, 

the Higher Education Act of 1966, to exclude students enrolled in 
. 

medical schools not accredited by the Liaison Committee on Medical 

Education. 
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obligations to this program. Veterans Administration educa- 

tional benefits are estimated to be 5 million dollars. The 

provision of guaranteed student loan support and VA benefits to 

U.S. citizens studying in foreign universities is appropriate 

and, doubtlessly, many students have benefited from having had 

the opportunity to obtain part or all of their higher education 

in colleges and universities in many countries. However, continuing 

guaranteed student loan support and VA educational benefits for 

U.S. citizens studying medicine abroad must be examined in light 

of their peculiar distribution in foreign medical schools and the 

growing recognition that U.S. medical schools are more than 

supplying the need for physicians to serve our citizens. 

The Graduate Medical Education National Advisory Committee 

(GMENAC), which was chartered in 1976 by the Secretary of HEW, 

estimates that by 1990 there will be an excess of 69,750 

physicians in the United States. The Committee has recommended 

that U.S. medical schools reduce their entering class size by 

1984 to a level of 10% below that of 1978. The Committee's 

report goes on to say that an expected 4,100 annual influx of . 
foreign medical graduates must be severely curtailed or the 

entering size of domestic schools will have to be even more 

severely restricted. The recommendation of a class size of 

10% below 1978 would require an 18% reduction in the projected 

domestic class for 1982. This could distort the educational 
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In addition to requiring graduation from an accredited 

domestic medical school, state licensing boards also require 

passing an acceptable examination, either the three-part 

National Board of Medical Examiners sequence or the Federation 

Licensing Examination (FLEX). The National Board of Medical 

Examiners' examinations are available only to students enrolled 

in or graduates of U.S. and Canadian medical schools. Thus, the 

FLEX examination is the only one available to graduates of foreign 

schools, whether they are U.S. citizens or aliens. This means 

' that all graduates of foreign schools must meet the same examina- 

tion standards. This is appropriate, and further efforts on 

the part of the Federation of State Medical Boards and its 

constituent boards to ensure that a uniformly high standard is 

achieved and maintained in every jurisdiction should be encouraged. 

The Federation and its constituents should take especial 

cognizance of the GAO's finding that the clinical education of 

foreign medical graduates is particularly deficient. The assess- 

ment of the clinical knowledge and skills of students in accredited 

U.S. medical schools is accomplished by the faculties through 

close contact and direct observation of how students perform in 

their daily interactions with. patients. Because similar clinical 

education and evaluation of performance is rarely required by 

foreign schools, all foreign medical school graduates, including 

U.S. citizens, should be required by state licensing boards to 

170 



APPENDIX XXII APPENDIX XXII 

SETTING STANDARDS FOR ENTRY INTO GRADUATE MEDICAL EDUCATION 
AND MEDICAL PRACTICE IN THE UNITED STATES 

The General Accounting Office points out that a universal 

requirement for entry into graduate medical education and/or 

practice for physicians who art educated in the United States 

is that they be graduates of an accredited medical school. 

All U.S. jurisdictions require that their schools be accredited 

by the Liaison Committee on Medical Education (LCME) in order 

for graduates to be considered for licensurt. The report points 

out the paradox that had the American University of the Carribean 

remained in Ohio, its graduates would not have been eligible 

for a medical license under any circumstances, but because the 

school moved to the island nation of Montstrrat, its graduates 

can potentially be licensed in the United States. The first 

alternative proposed by the General Accounting Office is to 

have the LCME (or another body) accredit foreign medical 

schools. Doubt is cast on the practicality of having a U.S. 

agency enforce its accreditation authority on a foreign institution. 

Further, many schools with only a few U.S. students would not 

seek accreditation, thereby eliminating some international 

educational opportunities. These issues, in addition to the 

difficulties and the cost of mounting a worldwide accreditation 

program, make the accreditation of foreign medical schools by 

a U.S. authority an unsatisfactory solution. 
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The General Accounting Office, in its presentation of the 

third alternative for evaluating the education and training 

received in foreign medical schools, 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.S. medical schools. This is a problem which has plagued 

both medical educators 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 foreign 

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 

who satisfactorily complete a series of clinical clerkships to 

go on to graduate medical education. Neither program has 
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take a special examination to demonstrate their clinical knowledge 

and their ability to solve 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 control in most foreign institutions. Graduates 

of meritorious foreign schools 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.S. 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.S. 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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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. 

6 The Graduate Medical Education National Advisory 

Committee recommends that 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. 

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.S. citizens attending foreign medical schools which 

do not provide an education comparable to that received by 

students in U.S. medical schools expect to be accorded the 

privilege to practice medicine in a U.S. jurisdiction. A 

proposal is made to provide educational rehabilitation to foreign 

medical graduates similar to programs tried by the Educational 

Commission for Foreign Medical Graduates and the Fifth Pathway. 
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proven to be a satisfactory solution. Both raise the expecta- 

tions of U.S. 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. 

SUMMARY 

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 skewed distribution of U.S. 

citizens in a few foreign medical schools. 

United States citizens studying abroad are eligible for 

federally guaranteed student loans and veterans are eligible 

for VA educational benefits if their education is comparable to 

the education they would receive in this country. Although the 

exact figure is not known, many U.S. students in foreign medical 

schools are recipients of guaranteed student loans and VA benefits. 

The concentration of U.S. citizens in a few schools of dubiou% 

quality is a clear distortion of our national policy encouraging 

international educational exchange. The Graduate Medical Education 
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EFFECTS OF GMENAC'S RECOWENDED REDUCTION IN FIRS1 'EAR ENROLLKHT 

Fully-Accredited Medical Schools 

Alabama 

Alabama, South 

Albany 

Albert Einstein 

Arizona 

Arkansas 

Baylor 

Boston University 

Bownan Gray 

c-l Brown 

is! U. California, Davis 

U. California, Irvine 

U. California, Los Angeles 

U. California, San Diego 

U. California, San Francisco 

1978' 1982 Projection2 
1st Year Enrollment 1st Year Enrollment 

169 170 

70 70 

128 128 

186 188 

88 89 

138 145 

167 169 

141 139 

107 113 

62 60 

102 100 

106 109 

145 146 

' 129 129 

159 159 

: v 

i 

10% Reduction3 Projected 19824 
1978 1st Year Enrollment 

1st Year Enrollment Reduced by 18% 

152 139 

63 57 

115 105 

167 154 

79 73 

124 119 

150 139 

127 114 

96 93 

56 49 

92 82 

95 89 

131 119 

116 106 

143 130 

'Source: AAMC Medical School Admission Requirements, 1980-81. 

2 For fully-accredited medical schools 1979 first year enrollment was used as a projection for 1982 first year enrollment. 
For provisionally-accredited schools the 1982 first year enrollment projection was based on figures from Medical Schools 
of the U.S.A., Status of Accreditation, June 20-21, 1980. 

1 
GMENAC's recomnendation is for a 10% aggregate decrease in first year enrollment based on 1978 entering class size. 

4 An 18% reduction from 1982 first year enrollment is required to meet GMENAC's recomnendation for a 10% aggregate decrease 
from 1978 first year enrollment figures. 
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This proposal is founded on the concept that this country 

has special obligations to remedy the educational deficiencies 

of graduates of 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 meet the same standards for entry into 

graduate medical education and licensure in this 

country. 

8 That State Medical Boards be encouraged to establish 

uniformly high standards for licensure in all juris- 

dictions and develop rigorous practical clinical 

examinations for graduates of foreign schools. 
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1978 
Fully-Accredited Medical Schools 

1982 Projection 
1st Year Enrollment 1st Year Enrollment 

Indiana 320 318 288 261 

Iowa 175 177 156 145 

Jefferson 235 223 212 183 

Johns Hopkins 121 120 109 98 

Kansas 202 202 182 166 

Kentucky 110 110 99 90 

Loma Linda 149 150 134 123 

Louisiana, New Orleans 183 192 165 157 

Louisiana, Shreveport 106 104 95 85 

Loyola--Stritch 153 152 138 125 

Maryland 181 181 163 148 

Mayo 41 41 37 34 

Meharry 149 156 134 128 

Miami 144 180 130 148 

Michigan State 117 110 105 90 

U. Michigan 247 244 222 201 

Minnesota--Duluth 48 48 43 39 

Minnesota--Minneapolis 243 251 219 206 

Mississippi 154 153 139 125 

Missouri, Columbia 113 111 102 91 

Missouri, Kansas City 83 84 75 69 

Mount Sinai 102 103 92 84 

Nebraska 152 154 137 126 

Nevada, Reno '49 49 44 40 

10% Reduction 
1978 

1st Year Enrollment 



Fully-Accredited Medical Schools 

U. Southern California 

Case Western Reserve 
Chicago Medical 

U. Chicago--Pritzker 
Cincinnati 

Colorado 
Columbia 

Connecticut 

Cornell 
Creighton 

w 
4 Dartmouth 
4 Duke 

Emory 

Florida 

Florida, South 

Georgetown 
George Washington 

Georgia 

Hahnemann 
Harvard 

Hawaii 

Howard 

Illinois 
Illinois, Southern 

1978 
1st Year Enrollment 

1982 Projection 
1st Year Enrollment 

10% Reduction 
1978 

1st Year Enrollment 

Projected 1982 
1st Year Enrollment 

Reduced by 18% 

136 144 122 118 
147 146 132 120 
120 119 108 98 
104 104 94 85 
199 198 179 162 
128 129 115 106 
150 149 135 122 
83 82 75 67 
96 105 86 86 

109 113 98 93 
67 65 60 53 

120 119 108 98 
115 112 103 92 
116 117 104 96 
96 99 86 81 

205 206 185 169 

155 152 140 125 

181 185 163 152 
192 190 173 156 

167 166 150 136 

68 68 61 56 

139 143 125 122 

344 354 310 290 

74 73 67 60 
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Fully-Accredited Medical Schools 

South Dakota 

Stanford 

Temple 

U. Tennessee 

U. Texas, Dallas 

U. Texas, Galveston 

U. Texas, Houston 

U. Texas, San Antonio 

Texas Tech 

Tufts 

Tulane 

Uniformed Services 

Utah 

Vanderbilt 

Vermont 

Virginia, Eastern 

Virginia, Medical College of 

U. Virginia 

Washington U. (St. Louis) 

U. Washinyton 

Wayne State 

West Virginia 

Wisconsin, Medical College of 

Wright State 

Yale 

1978 
1st Year Enrollment 

68 

86 

184 

221 

207 

208 

159 

214 

62 

151 

150 

108 

102 

104 

83 

80 

168 

138 

128 

175 

256 

88 

180 

79 

102 

10% Reduction 
1982 Projection 1978 

1st Year Enrollment 1st Year Enrollment 

66 61 

86 77 

187 166 

215 199 

207 186 

206 187 

214 143 

208 193 

84 56 

149 136 

151 135 

129 97 

100 92 

106 94 

93 75 

99 72 

168 151 

143 124 

124 115 

181 158 

257 230 

89 79 

201 162 

?06 71 

102 92 

Projected 1982 
1st Year Enrollment 

Reduced by 18% 

54 

71 

153 

176 

170 

169 

175 

171 

69 

122 

124 

106 

82 

87 

76 

81 

138 

117 

102 

148 

211 

73 

165 

87 

84 

t 



Fully-Accredited Medical Schools 

New Jersey Medical 

Rutgers 
New Mexico 

New York Medical 

New York University 

SUNY--Buffalo 

SUNY--Downstate 

SUNY--Stony Brook 
SUNY--Upstate 

North Carolina 

North Dakota 

Northwestern 
Ohio, Medical College of 

Ohio State 

Oklahoma 

Oregon 
Pennsylvania, Medical College of 

Pennsylvania State 

U. Pennsylvania 
Pittsburgh 

Rochester 

Rush 
St. Louis University 
South Carolina, Medical Univ. of 

/ 1st Yea!-g:Slrollment 

154 

114 
75 

180 
171 

142 

221 

63 

150 

161 

67 
177 

133 

251 
. 178 

117 

102 
97 

160 

136 
101 

122 
155 

I 169 

1982 Projection 
1st Year Enrollment 

ID% Reduction 
1978 

1st Year Enrollment 

179 139 

110 103 
73 68 

181 162 
173 154 

138 128 

225 199 

60 57 

150 135 

162 145 

68 60 
173 159 

142 120 

258 226 

176 160 

116 105 

104 92 
99 87 

160 144 

139 122 
97 91 

120 110 
155 140 
167 152 

Projected 1982 
1st Year Enrollment 

Reduced by 18% 

147 

90 
60 

148 

142 
113 

185 
49 

123 

133 

56 
142 

116 

212 
144 

95 

85 
81 

131 
114 

80 
98 

127 

137 

. 
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AMERICAN HOSPITAL ASSOCIATION 
840 NORTH LAKE SH3RF @RIVE C r*l!‘A,r 8, .Il.i,l: I, 1t,’ 1 II ,!‘,‘, *.t - f 

.‘) i.,, ,\R .J .G Is- .., m. 6412 

September 26. 1980 

Gregory J. Ahart 
Director 
U.S. General Accounting Office 
Washington, DC 20548 

Dear Mr. Ahart 

I write in reply to your August 15. 1980 letter to Mr. McMahon requesting 
the comments of the American Hospital Association (AHA) on the draft of 
a GAO staff report: Policies Renar&g U.S. Cy 
Abroad are in Need of Careful eand Staff members have 
reviewed the report in detail and we are pleased to respond to your 
request . Our cormrents are divided into three sections: first, general 
considerations in response to the substantive issues 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 
detailed 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.S. citizens, who having studied medicine abroad in unaccredited medical 
schools, return to the U.S. 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 students 
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 to the increasing 
number of requests from U.S. students in foreign medical schools for 
clinical clerkship positions in U.S. hospitals; further. 

To urge that hospitals and physicians assess most carefully (1) the 
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Provisionally-Accredited 1978 1982 Projection 
Medical Schools 1st Year Enrollment 1st Year Enrollment 

Morehouse 

East Carolina 

Northeastern Ohio 

Oral Roberts 

Puerto Rico, Ponce 

Puerto Rico, Escuela de Medicine 
de Cayey 

Ei U. South Carolina 
P East Tennessee 

Texas A 6 M 

Marshall University 

27 64 22 52 

37 64 33 52 

49 100 44 82 

25 48 23 39 

28 60 25 49 

80 80 72 66 

37 64 

24 72 

32 96 

26 48 

TOTALS 16,501 18,151 14,851 14,883 

102 Reduction Projected 1982 
1978 1st Year Enrollment 

1st Year Enrollment Reduced by 16% 

33 

22 

29 

52 

59 

79 

23 39 

. 
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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 excisions would increase 
the cogency of the report. 

III. Detailed Remarks 

1. Chapter 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 estimate. In the 
absence of accurate data, the source of an estimate is important. 

2. page 1 line 15 

The opening of the third paragraph would be strengthened if the 
individuals or organizations expressing concern and raising questions 
were Identified. It is left for the reader to assume that the 
concern and question ultimately translate into a threat to the ’ 
safety and welfare of the public. 

3. page 7 linesl-6 

Insofar as this paragraph addresses undergraduate education, it is 
substantially correct. However, the term teaching hospital is 
generally used to refer to hospitals that participate in programs 
of graduate medical education, and the assertion in the final 
sentence is not true of all hospitals with graduate medical education 
programs. 

4. Chapter 2 page 22 

The discussion following the heading “Clinical Training for U.S. 
Citizen Foreign Medical School Students in U.S. Hospitals” seems 
to blur the distinction between credentialing individuals by 
licensure, a function of state medical licensing boards, and 
credentialing of educational programs, a function of an approved 
accrediting 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 
statutory authority these officials took the action. 

6. page 27 line 7-19 

It would be helpful to the reader if the screening examination 
referred to was more definitively identified. Was this the 
ECFMG examination or one devised by an individual hospital for 
the purpose? 
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I 

I” c -, 
.’ --/. 

individual qualifications and educational backgrounds of the prospective 
participants, (2) the quality of the educational program at the 
Individual’s foreign medical school, and (3) the relative value of the 
clerkship experience to the participant, the hospital. 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. 

(For your information I append the policy document referred to in the 
final psrt of the action.) 

In the debate that preceded the adoption of this motion. members of 
MA’s policy making bodies Identified a need for colleboration in 
solving a complex problem. Ihemany to&swith legitimete interest in 
standard setting for medical education will need to develop mechanisms 
jointly while remaining sensitive to the rights of individuals. The 
AHA as a representative of many hospitals that provide the locus of 
clinical training for both undergraduate and graduate medical education 
will be willing to work collaboratively with private sector and public 
governmental bodies to reduce the members of U.S. citizen foreign medical 
school students who seek to receive all or part of their clinical 
training in U.S. hospitals. Individual hospitals are not equipped to 
determine the quslity of medical education but as the site for educational 
experiences hospitals have a legitimate claim to participate in the 
process. The AHA is in broad agreement with the major conclusions 
identified in the central paragraph of page 71 but when, on page 74, 
the parties which may develop solutions sre identified, we believe that 
hospitals should be included. 

In response to the elaboretion of alternative evaluation mechanisms, 
the MA 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 psrity for all medical students--U.S. and alien--whether 
trained abroad or within the U.S., and the third would focus specifically 
on those students currently giving rise to the problem. We do, however, 
advise caution with respect to the third suggestion since in a climate 
of extreme fiscal stringency and with s projected surplus of U.S. 
educated physicians, the motivation to implement a new credentialing 
mechanism requiring extensive collaboration will not be high. This 
motivstion may be further reduced by the recommendations expected to 
emanate from the report to the Secretary of Health and Human Services 
by the Graduate Medical Education National Advisory Committee. 

. 

II. Cenersl Editorial Suggestions 

While the reader who is unfamiliar with the system of medical education 
will undoubtedly be better informed as a result of reading the report, 
we suggest that the introduction of some graphic materials would improve 
the text and enhance its clarity. For instance, in the passages 
describing elternate 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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535 NORTH DEAREORN STREET . CHICAGO. ILLINOIS 60610 . PHONE (312) 751.6000 l TWX 910 221 0300 

\. ’ 

September IS, 1980 

Gregory J. Ahart 
Director 
Human Resources Division 
U.S. General Accounting Office 
Washington, D.C. 20548 

Dear Mr. Ahart: 

The American Medical Association is pleased to have been offered the opportunity 
to provide its comments on the draft’of GAO’s proposed report “Policies Regard- 
ing U.S. Citizens Studying Medicine Abroad Are in Need of Careful Review and Re- 
appraisal .” This report renders a valuable public service by providing on-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 outside of 
the United States and Canada. 

It is our view, as indicated in the attached comments, that although the federal 
government has a valid interest in assuring proper usage of tax dollars for 
higher 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 education in the U.S. The 
report does not adequately recognize existing safeguards through state respon- 
sibilities for licensure to practice medicine that in general are based on: 

1. character of the applicant; 
2. an examination; 
3. completion of an appropriate educational program. 

Likewise, admission standards to graduate medical 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 fails to emphasize that undergraduate clinical education 

should be an experience provided under the most stringent academic supervision 
in order 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 inappropriate to 
institute further federal regulation. 

JHS/dap 
Attach. 

. 
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7. 

8. 

9. 

10. 

page 29 

Under the heading “Curriculum”, there is not sufficient distinction 
made between the two types of clerkship. Since the five basic 
clinical specialties identified are listed under both programs, 
it appears to the reader that length of program rather than content 
is the substantive issue. Was this the intention? 

page 30 lines 18-20 

We find the final sentence of the second paragraph obscure 
in that medical citudent notations rarely become part of the 
patient record. The purpose of documenting medical student 
history and physical examinations is its educational value for 
the student; such records are not routinelv considered part of 
patient rare unless carried out under supervision and countersigned 
by the physician responsible for patient care. 

page 31 lines 7-10 

Many physicians without medical school teaching appointments 
participate in teaching programs for U.S. students. 

Chapter 3 page 33 

The exposition of &he four separate routes for the entry of U.S. 
FMGs vould be enhanced if all five routes to the practice of 
medicine were identified. We assume that graduates of U.S. schools 
is the first pathway. The term “fifth pathway” could then be 
described in fifth position. 

Where ambiguities have been identified, we have discussed them as they 
occur in the main body of the text without referencing them in the 
digest. I hope that this response Is helpful to you. If 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 to review the draft. 

Sincerely yours 

Vice President 

mm 

185 

* 



APPENDIX XXIV APPENDIX XXIV 

While the number of positions in U.S. medical schools has risen 

dramatically in the last two decades, this increase has not kept pace 

with the number of students who desire to attend. Competition for space 

has been extraordinary with many well-qualified individuals having 

failed to gain admission. Many of these highly motivated and competent 

individuals chose foreign educatioh in the hope of returning to the U.S. 

(through the fifth pathway programs, advanced standing transfer, or 

graduate medical education) for a career in medicine. It should 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.S. medical school even with space available. 

In our view, the interests of the federal government concerning 

foreign medical education should be synonymous with its interests con- 

cerning any foreign higher education program entered into by its citizens. 

Since medical iicensure is a purely State function, the competence and 

skills necessary to practice medicine in a jurisdiction are established by 

the State ilcensing authorities alld are not In direct federal domain. No 

jurisdiction allows the practice of medicine without proof that an indi- 

vidual meets its established criteria for iicensure. States have met 

their responsibility by accepting certain objective indicators of compe- 

tence for foreign medical graduates, such as passage of the ECFHG examination, 

completion of an approved residency, and in at least one state, Specialty 

Board Ccrt if icat ion. Foreign-trained physicians are not unusual to many 

states. For most of our history some U.S. citizens have obtained ail or part 
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COMMENTS 

of the 

AMERICAN MEDICAL ASSOCIATION 

to the 

General Accounting Office 

Re: “Pal icies Regarding U.S. Citizens 
Studying Medicine Abroad are in 
Need of Careful Review or Appraisal” 

September IS, 1980 

The AMA is pleased to have been offered the opportunity to comment on 

the above referred report. The report correctly recognizes this subject 

as an issue of Increasing magnitude since there is a greater number of U.S. 

citizens who desire a medical education than there are places in U.S. 

school s. The report points out that there are many high quality foreign 

medlcal 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.S. citizens 

to attend. 
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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 Statesand Canada 

l i i undergraduate medical education programs are accredited 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 geographic site under 

the direct supervision of selected faculty and occasionally at a remote 

site also under the direction of full time faculty. Clinical components 

of the curriculum are accredited only as a 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 GAD report notes that there is a lack of clinical facilities at ail 

six schools visited and that, to a great extent, so called “clinical 

rotations” must be arranged by the students themselves. These “clinical 

rotations” are analogous in intent to the core clinical clerkships of U.S. -- 

and Canadian medical schools. 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 

facui ty. During the fourth year or final period of an accredited program 

students may be permitted to select an elective course or experience at 
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of their mccical education in other countries. What is 

years is the situation described in the report--increas 

citizens receiving educations abroad. 

The federal government does have a valid interest 

dlfferent in recent 

ng numbers of U.S. 

n assuring that tax 

dollars are being properly spent. This interest specifically relates to 

the use of higher education loans and VA education benefits. Therefore, 

the report is significant in pointing out the failure of the Department 

of Education (ED) in following through on attendance verification require- 

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 methadology used in determining compara- 

bility of foreign educatlonal programs offering non-medical training. The 

report also fails to address how the Veterans ’ Administration (VA) evaluates 

non-medical forelgn 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 

en H.D. degree?” In the United States a medical school is an academic 

institution. It is not a vocational school for teaching technical skills 

only. The student matures in a mllieu of thought and investigation under 

the guidance of a faculty carefully chosen for their abilities and skills, 

end capable of devising an integrated curriculum (didactic and cTlnica1). 

presenting lt, monitoring It, end evaluating it, as well as evaluating the 

progress of the student. That faculty is responsible for certifying that 
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for iicensure 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 the Liaison Committee on Medical 

Education or other recognized accrediting body, should accredit foreign 

medical schools. Only graduates of accredited schools could qualify for 

undergraduate clinical training in U.S. hospitals, graduate medical 

education, or licensure in the U.S. 

In addition to the problems outlined in the report there are three 

additional factors that would militate against its adoption. 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 

accredited residency program must have admission standards that are 

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 recognize the right of the States 

to establish the level and type of education required for licensure. 

Finally, it must be remembered that a large number of alien foreign medical 

come to the U.S. for residency training so that they can develop additional 
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another Institution. tn no case, however, Is responslbllity for the 

students’ education vested in another totally unrelated institution. 

The report (Alternative 3) suggests that a mechanism be devised for 

approval of U.S. hospitals to provide undergraduate clinical training to 

students in foreign schools. This in essence would create clinical schools 

of medicine in the U.S. outside of a total academic program and could 

encourage further development of foreign basic science proprietary schools 

targeted at U.S. 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 at 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 report (pages 74-79) presents three alternatives for consideration 

deslgned to establish a method for readily determining whether the medical 

education provlded by a foreign medical school meets a mlnimum standard for 

(I) 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 above, it is our view that because of State responsibility 
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programs for undergraduate medical education in the U.S. (i.e., clinical 

clerkships). It also inappropriately establishes federal prerequisites 

for ticensure and for entry into graduate medical training. Finally, it 

fails to recognize the fact that the ECFMG was established as a voluntary 

private sector program to do just such a screening of candidates. 

In sununary,both alternatives 2 and 3 address qualifications for 

entering U.S. 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 representatives of the medical profession and state licensing 

authorities to develop and implement mechanisms to ensure that all foreign 

medical graduates demonstrate skills comparable with those of U.S. 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 llcenslng 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 reglstratlon of residents) and by the programs themselves to assure that 

the concerns of patient care and safety are mot. We do not view this as an 
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skills for practice on returning to their home countries. This 

alternative would irrevocably damage this type of educational opportunity. 

Alternative 2 

This alternative suggests that a new, more comprehensive standardized 

examination be created--with passage a prerequisite to graduate medical 

education and licensure in the U.S. 

While a sponsoring organization of the Educational Commission for 

Foreign Medical Graduates, AMA will defer to it to provide definitive 

cements on the quality and reliability of the ECFHC’s program for verifying 

the credentials of foreign medical graduates. However, we will address 

three polnts. First, the ECFHG 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 to address the 

entry of alien foreign medical graduates. Finally, determination of the 

qualifications for an individual to obtaln 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 

dallvered is vested. 

Al tcrnat lve 3 . 

This alternative would establish within the Department of HHS. or a 

private agency, a bureaucracy to evaluate the credentials of each foreign 

medical graduate. 

UC believe this alternative is the least desirable of those suggested. 

First, It Improperly places the federal government In the role of accrediting 
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and other interested parties, possible mechanisms for meeting the 

statutory mandate. 

We concur with the GAO in the second recommendation for proper 

accountabii ity of U.S. students attending foreign medical schools. 

Recommendation for the Administrator of the VA 

This recommendation calls upon the VA to accept the Department of 

Education’s findlng of comparability of foreiqn medical schools for 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.S. 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.S. citizens at foreign schools. 

We do, however, believe that the report fails to recognize the 

important role that the States have in ensuring quality medical care through 

their conditions for iicensure. Llkewise, 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 

patient care and a meaningful educational experience. 
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area appropriate to or in need of Congressional involvement. The 

publication of this report, by calling attention to this issue has been 

an important Congressional response to the issues of concern. 

Recommendations to the Secretary of HHS 

This section recommends that the HHS Secretary, in cooperation with 

the medical profession and State licensing authorities, should address the 

current practice whereby students in some foreign medical schools receive 

clinical training in the U.S. 

We believe that the report ra 

the ANA would be pleased to partic 

issue. 

Ises a valid concern for 

ipate in any forum for d 

Recommendations to the Secretary of Education 

review and 

iscussing this 

This section recommends that the Secretary of Education issue 

regulations as necessary to carry out its statutory duty to ensure that 

foreign medical schools are comparable to U.S. medical 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. cltlzens 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 guaranteed 

student loans to students in non-medical disciplines attending foreign 

universities would be acceptable for the purposes of medical education. 

If not acceptable, the AMA would be pleased to discuss with the Secretary 
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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 
providing any clarification or further information, please let me know. 

Again. our thanks for the opportunity to review and comment upon this important docu- 
nlent. 

Sincerely, 

President and Director 

EJL: kh 
Enclosures 
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September 8, 1980 

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, I wish to express our appreciation 
for the opportunity to comment upon the GAO draft of its proposed report to the Congress 
on U.S. citizens studying medicine abroad. This comprehensive, well documented draft 
report clearly delineates the complex issues relative to education In foreign medical 
schools and the subsequent implications this has for entry Into 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 comments and suggestions are confined to those segments of the report 
that relate to NBME programs and activities. To facilitate your review, our comments 
and suggested modifications are provided on individual pages identified with the page 
and paragraph numbers in the draft report. Suggested changes and/or additions have 
been underlined for your ready consideration. Also, copy of the corresponding page 
from the draft report Is attached to each NBME comment. The enclosures represent 
comments on pages 33, 34, 35, 36, 40, 41, 42, 44, 45, 46, 47, 49, 50, 51, 52, 74-81, 
84. 85, 153. 157, 159, 160, and 161 of the GAO draft report.L/ 

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 GAO staff was gathering 
information and data for this report, the MSKP Program was in a developmental stage. 
In view of the fact that this program has become operational, with the first examina- 
tion adminlstered in June 1980. it would seem appropriate for the GAO Report to include 
the results of this examination as well as an additional appendix to describe the 
HSKP Program. We are enclosing the following informational materials for your consi- 
derat ion: 

(1) The NBME Annual Report for 1979, with excerpts providing the background and 
rationale for the Jntroduction of this new program to replace the COTRANS Program 
which involved the use of the Part I examination (see pages 14-15); and a descrip- 
tion of the objectives and the content of the MSKP examination (see page 24). 1/ - 

(2) Copy of the Bulletin of Information for the MSKP Examination which was provided 
to applicants; and 1/ - 

(3) Copy of a brochure on interpretation of scores provided to individual examinees 
along with their score reports. 

-- .- 

. 

A/This material has been deleted from their comments. 
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Alternative 3 proposes a uniform examination system that would apply to both 

U.S. and foreign medical graduates, with appropriate acknowledgement that such an 

examination in the case of foreign medical graduates could not substitute for the 

rigorous supervised training which U.S. Jraduates undergo. However, this alternative 

does not propose any mechanism for assessing the quality of the educational program 

of these foreign medical school graduates. 

Alternative 3, like alternative 1, proposes a mechanism for accreditation of 

foreign medical schools but has comingled this responsibility with the responsibility 

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.S. system, e.g., entry into undergraduate clinical training (in this 

section, confusingly referred to as “additional hospital training”), entry into 

graduate medical education, or entry into the practice arena via independent licensuro. 
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General Coranents Concerning Alternatives and Recommendations 

(Pages 74-81 of GAO Draft Report) 

The three alternatives as presented seem to propose mutually exclusive strategies 

for evaluating the education and training received in foreign medical schools. These 

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 capabilities on the other. The accreditation process 

is concerned with evaluating the quality oc an educational program or institution, 

but it cannot assure the competence and capabilities of each individual who has 

participated in a given educational program. An examination system on the other 

hand is directed toward assessing the knowledge and competence of individuals, 

and aa such, the examination system cannot assure the quality of the educational 

program itself. Because of the separate and distinct purposes, both procedures 

are required in order to assure the qualifications and demonstrated competence 

of physicians to provide health care to the public. 

Another distinction that needs to be clarified within this section of the 

report relates to the separate mechanisms and needs of qualifications for entry 

into educational programs (whether at the undergraduate or graduate level) as opposed 

to the qualifications and mechanisms for achieving licensure for independent practice. 

Aa 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 proposes a mechanism for accredita- 

tion of foreign medical schools, but does not propose the mechanism for assessment 

of individuals either for entry into U.S. educational programs or entry into the 

practice of medicine via licensure in this country. 
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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 score 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. All 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 dlstribution at specified positions. The MSKP reference group does not 
meet these conditions with total precision (which is usually the case with any 
distribution) so stanine score norms are also provided for each of the eight 
subject scores for the MSKP reference group. 

Figure A 

Interpretation of Stanine Scores 

& 
Stanine Score 12 

?O% 
- 
5 6 7 8-9 

Standard deviation 
units from the mean -1 

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 above. The norm tables allow the 
comparison of any MSKP score with those of the MSKP reference group (Table A) 
and with the predicted performance of a sample of students from U.S. 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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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 
examination 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, 
"Bulletin 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 included 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 is no 
total test score or overall average and no pass/fail 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 schools 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 converted 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 havinp slightly 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 small 
differences in raw score do not reflect true differences in the amount of 
knowledge possessed by different examinees and should not be critical in any 
decisions based in part on test scores. 

However, information about the precision with which the current MSKP subtests 
measure the examinees' knowledge indicates that the odds are at least 2:l that a 
difference of one point on the stanine scale represents a true difference in 
knowledge, and the odds approach 1OO:l that a two point difference in stanine 
scores represents a true difference. 

The stanine scores are based on the performance of the FlSKP reference group which 
is made up of all MSKP examinees who reported on their application that they: 
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N 
0 
Ip 

Anatomy Beh. Sci. 
At & At Below - -- 

9 4.6 95.4 2.0 98.0 

8 5.3 90.1 6.3 91.7 

7 14.0 76.1 15.8 75.9 

6 18.1 58.0 19.1 56.8 

5 15.9 42.1 20.5 36.3 

4 19.0 23.1 14.4 21.9 

3 11.5 11.6 11.7 10.2 

2 8.2 3.4 4.5 5.7 

1 3.4 0.0 5.7 0.0 

Avg. 5.0 5.0 5.0 5.0 5.0 5.0 5.0 5.0 

S.D. 2.0 1.9 2.0 2.0 2.0 2.0 2.0 2.0 

TABLE A 

Percentage of the 1980 MSKP Reference Group 
(Approximate N = 1,300) Scoring &or Below Each Stanine Score 

Biochem. 
At--- Below 

4.2 95.8 

7.6 88.2 

14.8 73.4 

14.3 59.2 

15.9 43.2 

20.4 22.8 

11.2 11.6 

7.9 3.7 

3.7 0.0 

I.C.D. Micro. 
At Below At Below -- -- 

2.9 97.1 2.8 97.2 

8.3 88.8 9.5 87.7 

12.6 76.2 12.3 75.4 

16.7 59.5 16.9 58.5 

20.8 38.7 17.4 41.1 

15.4 23.3 14.7 26.4 

11.4 11.9 15.4 11.0 

7.9 4.0 7.0 4.0 

4.0 0.0 4.0 0.0 

Pathology Pham. 
& Below &#I 

3.1 96.9 3.5 96.5 

8.8 88.1 8.5 88.0 

12.0 76.1 12.3 75.7 

15.1 61.0 18.1 57.6 

20.6 40.4 18.5 39.1 

17.7 22.7 16.2 22.9 

11.3 11.4 10.9 12.0 

6.7 4.7 7.9 4.1 

4.7 0.0 4.1 0.0 

Physiology 
At Below -- 

2.8 97.2 

7.2 90.0 

14.2 75.8 

18.1 57.7 

17.7 40.0 

15.9 24.1 

11.6 12.5 

8.1 4.4 

4.4 0.0 
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1980. These students also took the National Board Part I examination in June 
1980.' Because MSKP questions have appeared either in Part I examinations or 
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 column and 
note the corresponding entries in the two columns for the appropriate subject. 
For example, assume a score of 6 in Anatomy. To determine how this score 
compares with those of the MSKP reference group, locate "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 6. The 58.0 
in the second column is the percentage of the group that obtained scores lower 
than 6. The same procedure is used for the remaining columns of Table A and 
for Table 8. 

Tables A and B also list the average and standard deviation of the stanine 
scores for the MSKP reference group and U.S. sample respectively. As shown 
by a comparison of the mean scores, the predicted performance of the U.S. 
sample on the MSKP examination is higher than the performance of the MSKP 
reference 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.S. 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 to 15 percent at the 8 and 9 levels. When the same 
scaling procedure is applied to the U.S. sample, essentially none of the group 
scores at the 1 or 2 levels while 20 to 45 percent score at the 8 and 9 levels. 

'The sample of U.S. medical students is not, and should not be confused with 
the National Board Part I reference 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.S. medical students 
taking Part I for the first time. 
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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 in the 
.60's and .7O'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 level in all of the 
subtests but that each subtest contributes some uniqueness of content. 

Any test score has 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 of 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 FlSKP examination with no 
experience betweentestingsthat would be likely 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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Anatomy 
At- Below 

9 8.6 91.4 

8 16.1 75.3 

7 24.4 50.9 

6 26.4 24.5 

5 13.6 10.9 

4 9.1 1.8 

3 1.3 0.5 

2 0.5 0.0 

1 0.0 0.0 

Avg. 6.5 

S.O. 1.5 

TABLE B 

Predicted Percentage of a Sample of Second-Year U.S. Medical Students 
(Approximate N = 1,000) Scoring & or m Each Stanine Score Level 

Beh. Sci. 
& Below 

15.6 84.4 

25.3 59.1 

28.8 30.3 

17.1 13.2 

8.9 4.3 

3.2 1.1 

1.1 0.0 

0.0 0.0 

0.0 0.0 

7.1 

1.5 

Biochem. I.C.O. 
At Below At Below -- -- 

8.8 91.2 17.4 82.6 

15.5 75.7 27.7 54.9 

27.3 48.4 27.5 27.4 

23.4 25.0 15.0 12.4 

13.9 11.1 9.3 3.1 

7.9 3.2 2.3 0.8 

2.9 0.3 0.8 0.0 

'0.3 0.0 0.0 0.0 

0.0 0.0 0.0 0.0 

Micro. Pathology Pharm. 
At- Below fi Below At- Below 

8.2 91.8 5.1 94.9 7.1 92.9 

17.4 7A.4 15.6 79.3 14.5 78.4 

24.8 49.6 26.0 53.3 21.5 56.9 

24.3 25.3 24.7 28.6 25.1 31.8 

14.5 10.8 19.5 9.1 18.8 13.0 

7.6 3.2 7.2 1.9 9.3 3.7 

3.2 0.0 1.9 0.0 3.0 0.7 

0.0 0.0 0.0 0.0 0.7 0.0 

0.0 0.0 0.0 0.0 0.0 0.0 

6.4 7.2 6.5 6.3 6.2 

1.5 1.4 1.5 1.4 1.5 

Physiology 
At Below -- 

8.4 91.6 

21.6 70.0 

28.4 41.6 

24.4 17.2 

12.8 4.4 

3.1 1.3 

1.1 0.2 

0.2 0.0 

0.0 0.0 

6.8 

1.3 
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EDUCATIONAL COMMISSION for FOREION MEDICAL ORADUATES 

3624 MARUETSTREET, PHILADELPHIA. PENNSYLVANIA 10104. U.S.* 0 PHONE:215StUS@O0 0 CABLE: EDCOUNCIL. PHILADELPHIA 

Septelnber 26, 1980 

Gregory 3. Ahart 
Director 
Human Resources Division 
Unrted States General Accounting Office 
Washington, DC. 20548 

Dear Mr. Ahart: 

This is in response to your earlier request for comments regarding the 
Unrted States General Accounting Office proposed report to the Congress, “Policres 
Regarding U.S. Citizens Studying Medicine Abroad Are In Need of Careful Review 
and Reappraisal.” 

The Educational Commission for Foreign Medical Graduates has 
reviewed the report but will comment only on certain technical aspects of the 
sections pertaining to ECF,MG examination results, as follows: 

The final paragraphs on pages 44 and 153, state, “Over the past five 
years (1975-79), the pass rate for U.S. citizens ranged frorn 34 to 
48 percent.” In this 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 I and II examinations, 97 to 98 
percent of these students would pass the ECFMG examination if they 
took it.” 

I 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 underlmed), 
“The NBME estimated that, based on US. medical school performances 
on the NBME Parts I and II examinations, approximately E percent of 
these students would pass the ECFMC examination if they took it near 
the end of medical school.” 

Let me know if you have any questions about these comments. 

Sincerely, 

Ray L. Casterline, M.D. 
Executive Director 

RLC:leh 

CC: hlr. Robert Wilson 
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TABLE C 

Intercorrelation Coefficients, Reliability Coefficients, Number of Items 
And Standard Error of Measurement for Subject Scores 

1980 MSKP Reference Group 

Anatomy 

Behavioral Sciences 

Biochemistry 

Intro. Clin. Diag. 

Microbiology 

Pathology 

Pharmacology 

Physiology 

Anat. Beh. Sci. Biochem. I.C.D. Micro. 

.86* .49 .JJ .68 .78 

.74* .51 .57 .53 

.89* .62 .79 

.87* .68 

.89* 

Nuder of items 

Std. Error of 
Measurement 

88 83 91 

0.7 1.0 0.7 

*Coefficient Alpha Reliabilities 

154 93 
b 

0.7 0.7 

Path. 

-76 

.57 

.75 

.76 

.78 

.86* 

90 

0.7 

Pharm. 

.73 

.52 

.75 

.Jl 

.53 

.79 

.85* 

80 

0.8 

Phys. 

-78 

.55 

.81 

.67 

.79 

.76 

.75 

.87+ 

87 

0.7 
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