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Introduction

International medical graduates (IMGs) are physicians who practice medicine in a
country other than where they attended medical school.  In the United States, IMGs
constitute approximately 25 percent of the nation’s physician workforce.  In 2001, the
countries contributing the largest numbers of foreign nationals were India, the Philippines,
Mexico, Pakistan and China.  However, one should note that approximately 10 percent of all
IMGs are U.S.-born.  Graduates of Canadian medical schools are not considered to be IMGs
in most research on the subject, because medical schools in both countries are accredited by
the Liaison Committee on Medical Education (LCME).  The LCME is sponsored by the
Association of American Medical Colleges (AAMC) and the American Medical Association
(AMA).

The motivation for this review of the literature is several-fold.  The authors and our
research colleagues are investigators in the Center for Health Workforce Studies at the
University of Washington, where we have undertaken a number of projects related to IMG
practice in the United States.  This literature review constitutes a deliverable product for our
primary funding agency, the Bureau of Health Professions in the Department of Health and
Human Services’ Health Resources and Services Administration.  It was also conducted,
however, to educate ourselves about the history of IMGs in the United States and about the
breadth and depth of research that came before us in the investigation of IMGs.

IMGs have played a contentious role in U.S. health workforce policy.  The debate
about IMGs rests primarily on the question of whether the United States has a physician
excess or deficit, whether they offer the same quality of medical care as U.S. graduates, and
whether IMGs fill relative shortages in specialties and/or locations.

Debate also arises about three other points, but less frequently.  First, some argue that
IMGs displace training and employment opportunities for U.S. citizens.  Second, the fact that
the United States relies quite significantly on foreign-national doctors raises concerns about
international equity, given that most of the country’s IMGs come from low-income countries
with much more drastic health care shortages (Hallock et al., 2003).  Finally, the clinical
competency of IMGs is periodically questioned.

Physicians first migrated to the United States in significant numbers just prior to
World War II.  There are many avenues and mechanisms by which foreign nationals come to
the United States to practice medicine, and some of these have changed over time.

Since the late 1940s, many foreign-national physicians come to the United States on
exchange visitor (J-1) visas to pursue graduate medical education (GME).  The U.S. State
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Department requires that J-1 visa holders return to their country of origin for two years
following the completion of GME.  However, this home return requirement can be waived if
the J-1 visa holder agrees to work in an underserved location for three to five years under the
aegis of several government agencies or a state department of health.  In addition, some
foreign-national IMGs who practice in a primary care specialty in an underserved area may
become eligible for permanent residency.

The rich policy debate about IMGs has generated a large body of published literature.
Mick and Pfahler (1995) prepared a synthesis of the literature on IMGs from 1980 to 1994 at
the request of the U.S. Health Resources and Services Administration.  This extensive review
provided an excellent overview of the history of IMGs in the United States and what was
known at the time about their overall supply, distribution and competence.  It concluded with
several comments about the likely future role of IMGs in U.S. medicine.

In the following chapters, we synthesize the literature discussing IMGs that has
appeared from 1995 on.  This literature falls into seven main areas:

(1) The overall U.S. supply of physicians.
(2) Profiles of IMGs.
(3) The IMG “pipeline.”
(4) Graduate medical education.
(5) The distribution and gap-filling roles of IMGs.
(6) IMG quality.
(7) Legal issues.

We drew the literature primarily from a Medline search of the keywords “foreign
medical graduate.”  We also searched LegalTrac, Expanded Academic Index, and Proquest
Research Library Complete for the terms “foreign medical graduate,” “international medical
graduate,” “foreign physician,” and “IMG.”  Finally, we searched the Web for unpublished
reports, again using the terms listed above.  The literature review that follows synthesizes the
articles and reports in the appended bibliography, but we also include a reading list of other
literature pertaining to this topic that isn’t specifically reviewed in this document.

Chapter 1 provides background information about the supply of physicians in the
United States.  It emphasizes that the United States faces both a surplus and maldistribution
of physicians.  This situation affects the perceived role of IMGs in the United States in
various ways.

Chapter 2 describes IMG demographics and characteristics, including countries of
origin, settlement patterns in the United States, and demographic and specialty information.
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Chapter 3 discusses the pipeline channels of IMGs to the United States.  It discusses
those factors that attract IMGs to the United States (“pull factors”) and those that drive them
away from their countries of origin (“push factors”).  It also discusses the legal mechanisms
by which IMGs come to the U.S.

Chapter 4 discusses U.S. graduate medical education and its role in attracting and
dispersing IMGs.

Chapter 5 examines the role of IMGs in the U.S. health care safety net, specifically
how IMGs are distributed to rural and underserved areas.

Chapter 6 considers the debate about the quality of IMGs in the United States.  It di-
vides studies and their conclusions into those that emphasize structure, process and outcome.

Researchers have produced a significant amount of new material on IMGs since the
Mick and Pfahler 1995 review.  The events of September 11, 2001, have had a significant
effect on migration to the United States generally.  As well, a decline in interest in primary
care has exacerbated the need for service to rural and underserved communities, potentially
generating increased demand for IMGs.  New measures of IMG competence have also been
introduced in recent years (i.e., the United States Medical Licensing Examination [USMLE],
a clinical skills exam sponsored by the Federation of State Medical Boards).

Despite the plethora of IMG research between 1995 and 2002, we recommend several
areas for future research.

(1) Globalization of trade (particularly through mechanisms like the North American
Free Trade Agreement [NAFTA] and the World Trade Organization [WTO]) are
decreasing barriers to licensure for foreign-trained physicians, particularly those
from Mexico.  The international standardization of medical education curriculum
has created a new climate for skills migration around the planet.

(2) IMGs face immigration restrictions and discrimination in a more significant way
than before September 11, 2001, and the current political administration,
especially for those from Middle Eastern countries.

(3) The Conrad 30 program as of now lacks sustained analysis of ramifications such
as longevity of IMGs placed in underserved communities.

(4) An area ripe for investigation is the motivation behind, and ramifications of,
large numbers of U.S. citizens training at foreign medical schools and then
returning to the United States.

(5) The implications of the loss of skilled professionals from poor countries who
migrate in a steady stream to rich countries have received little attention in the
health policy literature.  This comes at a time of emerging infections and
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growing concern about epidemics of AIDS, TB, malaria and other infectious
diseases.

(6) Additionally, we have heard little about the point of view of IMGs themselves.
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Chapter 1: Supply and Distribution of Physicians

The context of physician supply and distribution in the United States influences and
shapes IMG policy.  U.S. policy pertaining to physician training and placement rests on a
fairly general consensus there is an oversupply (as measured by need, if not demand) but a
maldistribution of physicians across the country.  The United States has almost 800,000
doctors.  This number translates into a ratio of 279 physicians per 100,000 population, one of
the highest in the world (AMA, 2002).

Despite the large numbers of physicians per capita in the United States, Mullan’s
(2002) observation that “white follows green” (doctors locate in relatively wealthier
communities) has been repeatedly demonstrated with regard to physician distribution,
leaving inner city and rural areas with shortages of physician care.

Over time, the primary focus of policy goals has alternated between reducing the
oversupply of physicians and correcting their geographic maldistribution.  The simultaneous
oversupply and maldistribution persists because the United States, in contrast to other
developed countries, leaves physician supply decisions (number of medical schools, number
of residencies) largely to the market, while public subsidies (public medical school subsidies,
residency position funding) support the market’s decisions.

Some commentators have recently suggested the country should increase the
production of U.S.-trained physicians.  The rationale for this new opinion comes from two
observations.  First, the market has an insatiable appetite for medical care, even in the
absence of rational public health goals (Cooper et al., 2002).  Second, IMGs comprise one-
fourth of our practicing physicians and an even larger portion of inner-city house staff in
several key states.  For example, 55 percent of house staff in New Jersey and 40 percent in
New York originate from overseas (Jaklevic, 1997).

Market and Nonmarket Influences on Physician Supply
and Distribution

Policy and market-driven influences on physician supply and distribution occur at
various points in the physician production pipeline.  However, the amount by which the
supply of physicians increases or decreases hinges largely on the number placed in graduate
medical education (GME) or residency training programs each year.  GME programs are the
required training programs for practically all specialties, financed almost entirely by the
federal Medicare program and Medicaid programs, jointly funded by state and federal
sources.  The number of residency positions increased by 19 percent between 1989 and 1993
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(from 80,935 to 96,469) (Stimmel, 1996).  There are approximately 25,000 residency
positions per year, a number significantly greater than the 16,590 MDs who graduate from
the 127 U.S. medical schools each year.  About 5,000 residents are IMGs.

Over the past four decades, federal support of GME programs produced rising
numbers of physicians.  Physician to population ratios were 115 per 100,000 in 1965, and
rose to 200 by 1990. Physician numbers increased 28 percent between 1980 (467,679
physicians) and 1990 (601,060 physicians) (Mick, 1993).  This increase occurred not because
medical schools produced more graduates, but because teaching hospitals increased the size
of their GME programs.  They did this because house staff provide a relatively inexpensive
way to deliver medical care to the poor people served in many of these facilities, and
because—until the 1997 Balanced Budget Act (BBA)—Medicare was willing to pay all the
costs for these house staff.  Once residents finished their programs, they became part of the
overall (maldistributed) physician population, but there were more residents in line behind
them.  Nationally, one-quarter were IMGs, but they comprised a much higher percentage in
some states and hospitals.

The BBA marked the first step away from the “blank check” for GME.  The Act
attempted to cap the number of residents at 1996 levels and reduce the continually escalating
increase in indirect medical education payments.

Cooper et al. (2002) point out that health expenditures as a portion of gross domestic
product (GDP) will reach 18 percent by 2020 if they continue to grow by 1.5 to 2 percent per
year.  Cooper draws a causal relationship between economic expansion and growth of
physician supply.  Moreover, he claims, we should factor in population expansion and the
reduction in effort by aging and female physicians, suggesting that the United States will
continue to require more physicians that it can train itself.  There has been a doubling of per
capita physician supply since 1929.  Current trends should translate into a need for almost
900,000 doctors by 2010 (283 per 100,000 population) and more thereafter.

Grumbach (2002) provides a counterpoint to Cooper et al.’s projections.  Grumbach
notes that our reliance on the market to drive physician supply has resulted in idiosyncratic
and irrational results.  He reviews the history of physician supply policy in the United States,
noting that government did not have much involvement in medical care before 1910.  At that
time, 160 medical schools enrolled 25,000 students; we had a doctor to population ratio of
175:100,000; and physicians made modest incomes and patients incurred their own costs.
After the Flexner report (1910), government involved itself in credentialing and training
quality issues.  Thereafter, the number of physicians per 100,000 persons decreased to 125
and their incomes increased.  The maldistribution of physicians began to be noticed.
Consequently, between the 1960s and 1990 government supported much more of the cost of
medical training and care.  In addition, it created the National Health Service Corps (NHSC)
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in the 1970s.  GME expenditures rose to $9 billion a year (Greene, 1999).  Policy makers and
interest groups discovered that increasing supply can co-exist with rising incomes, and that
government will spend money on medical education without regulating the supply of
physicians.

In 1980, the Graduate Medical Education National Advisory Committee (GMENAC)
advocated a needs-based workforce policy, projecting a surplus of 145,000 physicians by
2000.  The Reagan administration paid little attention to this projection in the 1980s.
Nonetheless, no new medical school expansions took place after that time.  Per Grumbach
(2002), the Fourth Council on Graduate Medical Education (COGME) report followed,
proposing an ideal of 60 to 80 generalists and 80 to 100 specialists per 100,000 population,
and capping GME positions at 110 percent of annual aggregate medical school graduates (no
more than 19,000 first year residents).  Congress financed the creation of departments of
family medicine during that decade.

Almost 20 years after the GMENAC report cautioned about a physician surplus, the
1997 BBA cut GME funding by $7 billion through 2003 (Greene, 1999).  The BBA included
no specific policy promoting primary care GME, and family practice declined after 1997.
Several medical interest groups (such as the AMA) are promoting an “all payer” GME
financing pool such as the one the Clinton health reform plan would have adopted, rather
than leaving all the financing of GME to Medicare and Medicaid.  Academic medical centers
object, however, citing the unreliability of such a pool.  The Association of American
Medical Colleges (AAMC) and AMA in 1996 called for a stop to Medicare funding of
residencies filled with IMGs.  The General Accounting Office (GAO) in 1996 issued a report
critical of J-1 visa waiver programs (Jaklevic, 1997).

Despite repeated calls for limiting the number of physicians produced in the United
States, there have been no limits on GME expansion until the 1997 BBA (and even those
were subsequently softened).  Grumbach (2002) says if we want a market-driven system, we
should ask the market to pay for GME without government subsidy.  Mullan (1997)
recommends awarding hospitals a specified number of GME slots with $100,000 per year of
NHSC funding, and loan repayment supports of $35,000 per resident per year.  With savings
from reducing GME financing for IMGs (26,000 of them), we could afford this.

After the failure of the Clinton Health Security Act, and the market flirtation with
managed care, some thought a decline in physician incomes would lead to a reduction in their
numbers.  Some specialties even saw a decline for a very short period, but there has been no
actual decline in physician numbers or their average salaries.  However, specialists now total
72 percent (Greene, 1999), after growing by 3.1 percent annually between 1987 and 1993
(Sullivan et al., 1996).  In 2000, Grumbach (2002) says we find physicians have “won,” and
we are back to more specialization, higher incomes, more supply and higher prices.
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Reinhardt (2002) responds to Grumbach that supply-side controls without financing
reforms (manipulation of the demand side) are doomed to result in perceptions of physician
shortage.  He argues that our current system wastes care on the rich at the expense of the
poor.  He questions how workforce planning alone will take care of those patients currently
left out of the system when physicians are not obliged to treat them.  According to Reinhardt,
perhaps medical education should be viewed as a publicly-financed investment in human
capital that produces quasi-civil servants with explicit social obligations.

Meanwhile, the Canadians followed a very different path.  The Hall Commission in
1964 recommended joint federal-provincial funding for health plans.  Canada adopted the
single-payer Medicare system in 1966 for all citizens.  The 1980 Hall commission
recommended reducing the number of medical students, which was done (by 10%).  The
1984 Canada Health Act made provinces the sole funders of medical care, and a 1991 act
(Barer-Stoddart) coordinated workforce management efforts among provinces.  Provinces
now limit medical school enrollments, restrict the number of billing numbers issued, and cap
physician payment levels.  In Canada, IMGs comprised 24 percent of the physician
workforce in 1970.  This number rose to 30 percent by 1976 and has since leveled off.

The Role of International Medical Graduates in National
Physician Supply

In the past, the focus of U.S. policy regarding physician numbers or distribution has
influenced how it treated IMGs.  When policy makers become concerned about physician
surpluses, they have sought to restrict the training and immigration of IMGs.  The AAMC
opposed the Pew Foundation’s recommendation to close medical schools to achieve a 20 to
25 percent reduction in medical school enrollment by 2005, and instead recommended a
reduction in GME slots going to IMGs.  Forty-five foreign graduates go into residencies for
every 100 American graduates (Greenberg, 1996).  Since residents are so inexpensive,
eliminating many of those positions would cause the total cost of care to increase, although
unequal pay for equal work based on citizenship is a “pernicious concept,” according to
Stimmel (1996).  He recommended a consortium of teaching hospitals that would be charged
with downsizing positions to between 110 percent and 120 percent.  IMGs have more trouble
finding positions when they finish their training than do U.S. medical graduates (USMGs):
one survey showed 14.2 percent of IMGs were unemployed immediately after residency,
compared to 4.8 percent of USMGs (Miller et al., 1998).

Kindig and Libby (1996) projected physician production numbers required to reach
the various physician to population ratios advocated in the literature (175 to 248 per 100,000
population; higher ratios assume more specialists).  At current rates, we will reach a ratio of
253 per 100,000 by 2020.  This assumes 25,000 GME graduates per year, 35 percent
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generalists, with the United States capturing 77 percent of the IMGs in GME; currently we
lose 28 percent back to home countries.  We would have to reduce between 226 (high) and
1,742 slots (low) per year for five years to achieve these target ratios.  Kindig recommends
any advocates for changing class sizes should specify the ratio targets desired.  For example,
to reach the middle or low ratios, we would have to eliminate all IMGs in GME and go
below U.S. medical school graduation class sizes.  The class size policy, therefore, can’t be
made independently of the IMG policy.

Cooper et al. (2002) propose that steadily increasing demand for physicians requires
more than 25 new medical schools in the next decade—a need that could be met in the
meantime (or instead) by increased IMG recruitment.  Mullan (2000), on the other hand,
concludes that we should offer more medical school seats to U.S. students and reduce the
number of IMGs who train to remain in the United States.

  The ramifications of policies that favor or discourage IMGs, which usually exist
side-by-side, constitute an important theme in the following chapters.
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Chapter 2: IMG Profiles

The most comprehensive and thorough piece in the IMG literature reviewing the
cycles of IMG research, the numbers of IMGs coming to the United States and their origins,
the reasons IMGs come here, and the kind of medicine they practice, is a paper delivered by
Stephen Mick to the international conference on medical workforce in San Francisco in 1999
(Mick et al., 1999).  Mick points out that while the number of IMGs has been steadily
increasing for 50 years, there is a “seasonal” aspect to the research and policy literature
addressing IMG issues. The literature tends to go in 10-year cycles, with little spurts of
activity followed by a decade of little attention to the issue.

The growth of IMGs showed a steady increase until the early 1970s, then dipped and
leveled off through the 1980s, but rebounded again during the 1990s.  One can attribute the
increase through the mid-1990s mostly to hosting more residents on exchange visas.  IMGs
residents—who each year typically numbered between 69,000 and 75,000—increased at an
annual rate of 16.7 percent between 1988 and 1996, leveling off recently.

IMGs usually refer to foreign-national physicians trained outside of the United States
who come to this country for GME training, and frequently stay to work.  There are several
variations on this theme, each of which is discussed in greater detail below.

• The foreign national non-U.S. citizen who attends medical school abroad, then
comes to the United States.

• The Canadian citizen physician who is treated differently than other foreign
nationals.

• The U.S. citizen who attends medical school abroad, but then returns to the
United States.

• Foreign nationals who attend U.S. medical school branch campuses abroad.

Sources and Characteristics of IMGs

Country of Origin

According to Mick et al.’s (1999) analysis of 1998 AMA Masterfile data, the greatest
number of IMGs came from India (19.7%), Philippines (10.6%), then Mexico, Pakistan, the
Dominican Republic, South Korea, Italy, Spain, Iran, the former Soviet Union, Egypt,
Grenada, Syria and Cuba.  Miller et al. (1998) noted that over 1,000 post-resident physicians
in the United States attended New Zealand and Australian medical schools.



- 16 -

Specialty Practice

Mick et al. (1999) found that IMGs display a stronger tendency than USMGs to select
a primary care specialty. Among IMGs, 40 percent work in primary care, compared to 32.7
percent of USMGs and 29.7 percent of Canadian MGs.  Half of IMGs (55.2%) specialize in
internal medicine, family practice, pediatrics, psychiatry, and anesthesiology, compared to
39.1 percent of USMGs and 43.5 percent of Canadians.  IMGs constitute 39.9 percent of
internists, 37.9 percent of family practitioners, 33.8 percent of pediatricians, 32.8 percent of
psychiatrists, 32.1 percent of obstetrician/gynecologists, 32 percent of anesthesiologists, 30.3
percent of general surgeons and 30 percent of radiologists.

Geographic Distribution

IMGs exhibit marked differences in distribution across states.  The states that attract
the majority of IMGs include New York, California, Florida, New Jersey and Illinois.  Sixty-
five percent of IMGs locate in the most urban of counties, compared to 55 percent of
USMGs.  Equal numbers of IMGs and USMGs work in the least populated counties.

Correlates of Distribution: Ethnicity

Following predictable associations between ethnic background, nationality and
language, Mexican physicians are more likely to come to Texas, Dominican Republic doctors
go to Florida, South Koreans go to California, Italians to New York and New Jersey,
Spaniards to Florida, Iranians to California, citizens of the former USSR to New York, and
Syrians to Michigan and Ohio.  Big cities also tend to draw some specific ethnic groups.

Major Professional Activity and Present Employment

IMGs are more likely than USMGs to be employed in hospitals, and less likely to be
in teaching or administration, and less likely to be in medical schools, the U.S. public health
service, or the armed services.  They are more likely to be in solo practice than in group
practices.  More IMGs work in public institutions: city, county, and state hospitals, public
health care organizations and the Veterans Health Administration.

Gender

Differences in the specialty distribution of IMGs are in part a function of gender.
Mick et al.’s (1999) analysis found female IMGs are in slightly greater proportion than
female USMGs, though Canadian women comprise a smaller proportion than either group.
The proportion of female IMGs in primary care is 44.4 percent, compared to male IMGs at
32.6 percent (male USMGs are at 28.6%, women at 40.9%).
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Age

IMGs tend to be older than USMGs; 46.8 percent of IMGs were 50 or older in 1998,
compared to 34.8 percent of USMGs.  This is not the case for some specific countries of
origin.

U.S. Citizens Who Attend Medical School Abroad

There are medical schools that train physicians not for their own domestic health
services, but for the intended benefit of other countries. The Latin American Medical School
in Cuba is one of these.  Eaton (2001) reports that the school (based at the site of a former
naval academy) offers seats to eight U.S. students.  The school offers a six-year curriculum to
high school graduates. It eventually hopes to offer 500 scholarships per year to American
students (250 of them black) who are from poor communities.  Five thousand students from
24 American and African nations now attend.  U.S. citizens who go to offshore medical
schools have typically come from New York, New Jersey and Connecticut (Mick et al.,
1999).
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Chapter 3: Pipeline for IMGs

IMGs come to the United States for a variety of reasons, which migration theory
classifies as “push” and “pull’ factors.  Educational benefits, pay differentials and conditions
of practice are attractors.  Various laws and logistics may either attract or deter IMGs.
Living and working conditions at home may be difficult.  The combination and interaction of
these factors influence whether IMGs come to the United States, and whether they stay.

IMG immigration began in the 1930s when Jewish physicians fled European
countries, and was boosted after WWII with the establishment of the exchange-visitor visa
(“J,” or student visa) via the 1948 Smith-Mundt Act.  U.S. hospitals welcomed the physician
labor with open arms, despite the explicit language in the bill that the J-visa category was not
intended to help hospitals meet staffing needs.  While IMG permanent visas declined (from
72.4% to 42.3%) from the mid-1980s to the mid-1990s, the number of IMGs on exchange
visitor visas increased (from 22.3% to 39.6%).

The 1965 Immigration Act had the effect of increasing the number of physicians
immigrating for residency programs and favoring Asian country immigrants.  In 1996, 27
percent of post-resident IMGs were trained in South Asian Countries (including India and
Pakistan), 22 percent in Latin America, 18 percent in Pacific Rim countries (including the
Philippines), 16 percent in Europe, 9 percent in the Middle East and 2.8 percent in Africa.

History

The Educational Commission for Foreign Medical Graduates (ECFMG) formed in
1956 to validate educational credentials and ensure that IMGs were prepared to undertake
residency training.  The State Department officially recognized the role of this organization
in performing these functions.  ECFMG’s testing mechanisms have evolved over the years,
and the commission gives the tests in 40 sites in the United States and 117 abroad.  The U.S.
Medical Licensing Exam (USMLE) is now taken by both IMGs and USMGs.

Starting in the mid 1970s, concerns about a severe surplus of physicians by 1990 led
to a series of proposals to reduce new IMG resident slots (Mick & Pfahler, 1995).  Not only
were those proposals unsuccessful, the numbers of IMGs actually increased since then.  The
focus of regulations pertaining to IMGs since then, however, has been to encourage their
practice in underserved areas of the United States.  Immigration policy in general is now
tempered by strong concerns about threats to national security.  Nonetheless, policy towards
physician immigration remains strongly favorable, with the exception that those from Middle
Eastern countries face the same special registration requirements of their fellow nationals.  A
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report in The Lancet (Greenberg, 2002) indicates that high-level U.S. officials are fully aware
about the possible consequences of a decline in IMGs to a wide variety of academic science
programs.  For example, foreign students pay $11 billion in tuition and fill the science and
engineering programs that USMGs don’t seek.  President Bush’s science adviser, John
Marburger, was quoted as saying: “A catastrophic loss of technical capability would ensue.”

Much of the immigration policy aimed at skilled professionals, especially physicians,
is described in a working paper published by the University of Washington’s WWAM Center
for Health Workforce Studies (Johnson et al., 2003) and is summarized below.

Examination Requirements

In order to enter into the United States to pursue GME, the IMG must have a medical
degree and become certified by the Educational Commission for Foreign Medical Graduates
(ECFMG).1  To become certified, the applicant must (1) present evidence of a final medical
diploma granted by a medical school listed in the International Medical Education Directory
of the Foundation for Advancement of International Medical Education and Research,
completing at least four academic years; (2) pass the U.S. Medical Licensing Examination
(USMLE) Step 1 (basic science) and Step 2 (clinical science),2 offered at ECFMG
examination centers throughout the world; (3) obtain a satisfactory score on the ECFMG
English test; and (4) pass the ECFMG Clinical Skills Assessment (CSA).3  The CSA consists
of 10 encounters between candidates and specially trained patients (usually actors) to assess
skills in medical history taking, physical examination, interpersonal skills and spoken
English proficiency.  A passing score on the CSA became an ECFMG certification
requirement on July 1, 1998 (Whelan et al., 2002).

Once the IMG has passed all of steps listed above, he or she is granted a Standard
ECFMG Certificate and may apply to any residency program accredited by the Accreditation
Council for  Graduate Medical Education (ACGME).  Upon entering an accredited U.S.
graduate medical education program, IMGs become eligible for permanent validation of the
ECFMG Certification.

                                                  
1 The examination is waived for IMGs who will be engaged in teaching or research that does not involve patient
care, who are of national or international renown in their field of medicine, or who were licensed and practicing
medicine in the United States before January 9, 1978.
2 The National Board of Medical Examiners (NBME) examination, the former Visa Qualifying Exam (VQE),
the former Federation Licensing Examination (FLEX) and the Foreign Medical Examination in the Medical
Sciences (FMGEMS) count as equivalents for the purposes of ECFMG certification.  Medical students may sit
for Step 1 after two years of medical school and take Step 2 if they are within 12 months of completion of the
full didactic curriculum.
3 Passing grades on the USMLE Step 1 and the TOEFL are prerequisites for taking the CSA.
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Licensing Requirements

Licensing requirements differ little between USMGs and IMGs, except that IMGs
must hold ECFMG certification (described above). GME applicants need to apply for and
obtain provisional state licensure concurrent to the residency application.  The USMLE Step
3, which ascertains whether a physician is suitably qualified to practice medicine
unsupervised, is a prerequisite for full licensing.  The examination is administered by each
state through its state licensing authority.  Examination requirements vary by state; some
permit IMGs to take the exam before any graduate training in a U.S. or Canadian hospital,
while others require up to three years of training.  However, all states require at least one
year of U.S. or Canadian training for licensure.  In order to sit for the USMLE Step 3, IMGs
must have an MD, DO or equivalent degree, hold ECFMG certification,4 have passed Steps 1
and 2 of the USMLE or equivalent examinations and meet any other state medical licensing
requirements.

Immigration Requirements

To complete a residency and/or provide patient care, IMGs must apply for a visa
suitable to their circumstances.  Under the Immigration and Naturalization Act, most foreign
nationals must obtain either a nonimmigrant (temporary) or immigrant (permanent) visa to
live and, in certain circumstances, work in the United States.  Nonimmigrant visas are
designated by letters of the alphabet ranging from "A" to "V."   Physicians may require one
type of visa for purposes of interviews and taking the CSA exam, if applicable, and then
another for purposes of employment or training. A chart summarizing the different visa types
used for IMGs is appended.

Hagopian et al. (2003) examined the experience of state health departments with what
is now called the “State 30 Program” that allows each state to recruit up to 30 IMGs per year
to work in federally-designated Health Professional Shortage Areas.  Although these IMGs
must ultimately have their J-1 visa waivers granted by the Bureau of Citizenship and
Immigration Services (formerly the Immigration and Naturalization Service, or INS), state
requests for these waivers for identified IMGs are rarely denied.  States report that most of
the IMG physicians are placed with private employers, who are believed to be quite satisfied
with the program.  Physicians in the program, who sometimes report problems with working
conditions, are reported to be somewhat less satisfied.  In addition, relations between the
                                                  
4 In 44 states, U.S. citizens or permanent residents who have successfully completed the Fifth Pathway program
do not need ECFMG certification.  The Fifth Pathway program is available to U.S. citizens or permanent
residents who complete their premedical work in a U.S.-accredited college, study medicine in a foreign medical
school listed in the World Directory of Medical Schools, complete all requirements for admission to practice
medicine except internship and/or social service and then wish to return to the United States for GME.  Thirty-
four states will endorse the Canadian certificate when held by an IMG.
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states and the federal immigration authorities were reported to be less than ideal.  The
average number of J-1 visa waivers granted during the 2000-2001 fiscal year (the year of the
study) was 13.5 IMGs per state, but that number will probably increase now that the program
lid has been lifted to 30 physicians from the previous 20.

Push Factors

Little has been written on the IMG push factors.  Mick and Pfahler (1995) found no
contemporary studies of any kind, but speculated that push factors include: lack of specialty
training available, political instability or repression, unpleasant living conditions, and the
lack of a satisfying health system that provides jobs.

Pull Factors

The most significant factors that attract IMGs to the United States include favorable
immigration laws, ample numbers of well-financed residency positions, post-residency
practice opportunities, standard of living norms, and a long tradition of immigration to the
United States.

Retention

Determining the annual numbers of physicians entering and leaving the United States,
including their residency training status, would require data not now made available from the
INS.  The seminal work in this area is worth reviewing, even though it pre-dates 1995.
Butter (1971) found the ratio of newly arriving IMGs vs. departing IMGs was 4:1 in the late
1960s.  As referenced by Mick and Pfahler (1995), the authors below have tracked IMG
resident tendency to remain in the United States after training.  Haug and Stevens (1973)
found 84 percent of IMGs who entered in 1963 still in the United States in 1971, and that 74
percent of those who entered for training were still here.  Another study cited by Mick and
Pfahler (Stevens, 1974) found 67 percent of 1964 residents were still here in 1971.  They also
cite Mason (1974), who tracked between 1957 and 1971, and thought 95 percent were still
here by the end of the period.  Once they arrive, between 66 percent and 95 percent of IMGs
will find a means to stay permanently.  Mick and Worobey (1984) found 76.2 percent of
IMGs still in the United States in 1983 after arriving for training in 1973.  Mick and Rubino
(1992) tracked those certified between 1969 and 1982 and found virtually all of them still
here in 1987, although 10 percent had unknown addresses.  The conclusion we can draw
from these studies is that IMG physician retention post-residency training is very high,
perhaps 90 percent.
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Mick and Pfahler (1995) suggest another approach is to use a global calculation:
IMGs total 3,761 more per year each year over 50 years.  Since 3,761 x 50 = 188,000, and
it is estimated that 157,000 IMGs are in the United States, retention is estimated to be
83 percent.

A recent publication by British researchers (Young et al., 2003) indicates the British
National Health Service identified the need for 7,500 more specialists and 2,000 more
generalists, along with 1,450 residents, by the year 2004.  A recruitment campaign was
launched to attract physicians from North America, Europe, Australia, and the Middle East.
The leading countries contributing to the influx of physicians to the U.K. between 1991 and
2000 were India (over 700 new physicians per year during the period), Germany (247 per
year), South Africa (208), Australia (193), Ireland (189), and Egypt (107).

Eckhert (2002) notes that one fourth of the physicians in the nations of Canada,
Australia, New Zealand, the UK and the United States are IMGs.  The migration of South
Asian physicians to the U.K. in the 1960s and 1970s was so high that health workforce
planners now fear a potential scarcity of heath services as these doctors approach retirement.
Eckhert also reviewed existing medical schools and did a survey of 130 medical schools
selected at random from the schools in the World Health Organization (WHO) world
directory for which the least data were available.  He found that 157 countries have medical
schools; 3 have more than 100 (China, India, United States).  Europe has the lowest
population ratio per medical school (1.67 million people per school) and sub-Saharan Africa
the most (9.09 million per school).  The United States has 2.19 million for allopathic schools
alone and 1.71million if osteopathic schools are included.  Growth in the number of medical
schools was strong between 1955 and 2001, with the highest rate in sub-Saharan Africa
(mostly since 1975).  Nigeria has 27 percent of the region’s medical schools.  Growth rates
are smallest in Europe and the former Soviet Union.

The Economist magazine published an article on skilled worker migration on 9/26/02.
The authors suggested strategies for countries losing talent:

• Make it more attractive to stay home.
• Build meritocratic systems that reward education.
• Pay more to those who have been abroad and come home (watch for inequalities).
• Remove educational subsidies.
• Tax the diaspora.
• Extend dual citizenship to encourage return.
• Encourage Internet brain circulation.
• Offer short-stay returns for project work.
• Provide opportunities, political stability, good leadership, rule of law.

The Economist also advises rich countries to restrain themselves:
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• Don’t recruit scarce health workers from poor countries.
• Invest in tertiary education in poor countries.
• Make migration simple but temporary (they’ll avoid leaving once they’ve entered

if it’s hard to come back).

Miller and Laugesen (1998) noted that physicians who emigrate to the United States
from New Zealand and Australia are typically older, more often men, likely to be from
Melbourne or Sydney, more likely to work in a medical school and not in a public hospital
and more likely to be specialists.  They go to urban places in the United States and end up
predominantly in California (17.3% New Zealand and 16.2% Australian), Massachusetts
(7.6% and 10.9%) and New York (7.6% and 11.7%).  American physicians earn 2.9 to 5
times more than the average American worker, and 3.2 times more than the Australian
physician.  Australian workers earn 2.2 times more than the average Australian’s salary.  The
United States has not discouraged physician immigration despite the problems this may be
creating for the nations from which they emigrated.

While Australia and New Zealand lose these physicians, these two countries also
import considerable numbers of physicians from other nations.  Factors attractive to foreign
students include: quality of medical schools, specialty training, and research opportunities.
Factors that push students to leave their home countries include: frustration with
advancement opportunities, dissatisfaction with organization and financing arrangements,
social unrest, political repression, violence, overpopulation and poverty.
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Chapter 4: International Medical Graduates and
U.S. Graduate Medical Education (GME)

As Chapter 1 emphasized, graduate medical education (GME) serves as the central
mechanism for determining numbers of physicians in the United States, including
international medical graduates (IMGs).  This chapter reviews the literature about IMGs and
GME in the United States, including numbers of IMGs enrolled in GME and GME financing.
It also reviews literature about IMG-dependent residency programs, nonaccredited medical
education in the United States and trends and current issues in GME for IMGs, including in
particular specialties.

Overview of IMGs in GME

In a 1996 health policy report in the New England Journal of Medicine, Iglehart
(1996) notes that between 1988 and 1994, the number of IMGs entering U.S. residency
programs more than doubled, from 2,201 to 5,891, whereas the number of U.S. medical
graduates (USMGs) remained relatively stable, at 17,000 per year.  GME financing comes
from public and private revenues, including Medicare.  In the 1980s there were several
attempts to reduce Medicare support for GME for IMGs in the United States, including
terminating all such support, limiting residency slots to 110 percent of the number of
USMGs, as well as a freeze on positions.  None of these measures were ultimately approved.
The (ongoing) debate over IMGs attracts interest from a wide variety of private and public
agencies, including teaching hospitals, the NIH and other biomedical researchers, federal and
state agencies, legislators, professional medical associations, academic bodies, immigration
lawyers and accreditation bodies. Most of these parties have narrow agendas, and rarely view
IMGs in terms of overall physician supply.  Iglehart also reviews the process by which IMGs
can train and work in the United States, including immigration and visa waivers.  New York,
in particular, is dependent on GME funding for maintaining the urban safety net and has in
the past, out of necessity perhaps, acted as a powerful pro-IMG lobby.  Finally, he reviews
possible expansions of the National Health Service Corps (NHSC) as an alternative to IMGs.

IMG-Dependent Residency Programs

Whitcomb and Miller (1996) compared residency programs that were dependent on
IMGs to fill their positions with those that were not. The authors analyzed data from the
National Residency Match Program (NRMP) to examine participation of IMGs and USMGs
in the 1995 match and compared the pattern of USMG and IMG applications to programs in



- 26 -

1989 and 1995.  Of 1,634 programs in six core specialties (internal medicine, family practice,
obstetrics and gynecology, surgery, pediatrics and psychiatry), 469 were IMG-dependent
programs, defined as those where at least 50 percent of first year residency positions were
filled by IMGs, and 1,165 residencies were non-IMG dependent.  Approximately 76 percent
of applications to IMG-dependent programs came from IMGs, compared to less than 14
percent of applications to non-IMG-dependent programs.  Almost 57 percent of applicants
ranked by IMG-dependent programs were IMGs, whereas less than six percent of applicants
ranked by non-IMG-dependent programs were IMGs.  By comparing data from 1989 and
1995, Whitcomb and Miller found programs that enrolled IMGs experienced a progressive
increase in the proportion of applications received from IMGs.  The number of IMG
applications to IMG-dependent programs increased by 88.7 percent between 1989 and 1995.
The authors conclude that once GME programs start attracting IMGs, they continue to do so
until they convert into IMG-dependent programs.  The authors debate whether this process is
reversible, i.e., whether IMG-dependent programs could recruit sufficient USMGs if the
supply of IMGs in the U.S. residency workforce declined.

In a further study of the effects of IMGs on U.S. student opinion of residency
programs, Riley et al. (1996) surveyed fourth-year medical students at 18 geographically
diverse U.S. medical schools.  They noted the proportion of IMGs in a residency program
does appear to factor significantly in U.S. medical students’ selection of hypothetical
programs.  However, students did not explicitly acknowledge that IMGs mattered to their
program selection.  This may offer some explanation for Whitcomb’s observation that
programs that attract some IMGs tend to attract increasing numbers.

Nonaccredited Medical Education in the United States

Kassebaum and Cohen (2000) offer an opinion piece on the comparison between the
accreditation process for U.S. medical schools, and those that occur for IMGs.  They review
the accreditation of U.S. medical schools by the Liaison Committee on Medical Education
(LCME), to which they attribute the high educational standards at U.S. medical schools.
Although the LCME is the only organization that accredits medical schools in the United
States, some foreign medical schools have organized accreditation mechanisms for rotations
by their students in the United States.  These include New York, New Jersey, and California,
which sanction clinical clerkships by students from certain foreign medical schools within
the states’ jurisdiction.  The foreign medical schools involved are mostly those situated in the
Caribbean, such as Grenada, Dominica, and St. Maarten (formerly Montserrat), as well as
Jamaica and the Dominican Republic.  Medical schools in these countries also have informal
relationships with many clinical sites in the United States for clinical clerkships, for which
host hospitals are reimbursed.
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Since 1966, the U.S. Department of Education has allowed U.S. citizens attending
foreign medical schools to obtain federally guaranteed student loans.  They report that an
estimated $129 million in such loans were processed for U.S. citizen IMGs between 1986
and 1991.  The authors report that the size of medical schools in these Caribbean countries
may be increasing.  Indeed, the number of ECFMG certificates issued to graduates of
medical schools on Dominica, Grenada and St Maarten increased from 371 in 1995 to 722 in
1998.  Kassebaum and Cohen feel that such medical schools circumvent LCME accreditation
procedures, with the implication that they are offering a lower grade of medical education.
They recommend more stringent standards of approval for students based in foreign medical
schools who wish to participate in U.S.-based educational programs.  These could include
ensuring that state medical board approval of foreign schools or clerkships is based on more
rigorous criteria and meets statutes governing medical licensure, and requiring the
Department of Education to use LCME standards when establishing eligibility for
participation in federally-guaranteed student loan programs.

Several letters to the Editor countered the arguments of Kassebaum, including letters
from faculty at several of the criticized medical schools (Angelakos, 2000; Deal, 2000;
Ferguson, 2000; Schmidt, 2000).  Counter arguments asserted that such medical schools do
receive some accreditation from U.S. bodies.  Authors also state that the reviews of medical
schools are in fact conducted by the states of New York and New Jersey, and that any clinical
clerkships in the United States are also subject to regular assessment.  Authors criticized the
policies of the LCME (a private, nongovernmental body), which has openly stated policies in
favor of reducing IMGs in the U.S. workforce.  Concerns were expressed that the LCME has
denied requests by at least two Caribbean schools for accreditation, despite the fact that the
LCME accredits other foreign schools (i.e., Canadian schools).  Faculty from Caribbean
schools are frustrated that while they feel that they have comparable educational standards,
admission criteria, and pass rates for USMLE to U.S. schools, they are denied LCME
accreditation and are simply grouped with all other foreign medical schools.  They argue that
they are filling an important gap in providing well-qualified medical students for the United
States.

Trends and Current Issues in GME Concerning IMGs

In Illinois, 35 percent of residents are IMGs, compared to the national average of 21
percent.  Cooksey and Harman (1998) examined Illinois’ growth in IMGs involved in GME
and analyzed all residents in GME programs in the state, with data obtained from the AAMC
GME tracking census.  These data include annual surveys of residency directors with
demographic and medical school location data for each resident from 1988 through 1996.
Over this eight-year period, the number of residents in Illinois increased by 1,662 (38%).
IMGs accounted for the large majority (71.2%) of this increase.  The number of IMGs
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increased by 127 percent compared to 14 percent for USMGs, so that by 1996, the proportion
of residents who were IMGs rose from 21 percent in 1988 to 35 percent in 1996.  The
specialty that experienced the largest growth in relative terms was emergency medicine (128
residents, or 121%), while internal medicine and family medicine had the largest absolute
increases (388 internal medicine residents, a 35% increase, and 179 family medicine
residents, a 47% increase).  This study of one important IMG state provides a striking view
of the large increases in GME positions filled by IMGs.

The National GME Census is a joint AMA-AAMC initiative which is administered
annually to program directors of all active Accreditation Council for Graduate Medical
Education (ACGME)-accredited and combined programs to obtain information on all
residents in their programs and recent graduates.

Summaries of the residents involved in GME programs are published yearly in
JAMA.  Details for 2001-2002 and the accompanying commentary are reviewed here
(Brotherton et al., 2002; Graduate Medical Education, 2002).  In the 2001-2002 academic
year, there were 6,885 active programs with a total of 96,410 resident physicians enrolled in
accredited GME programs.  Of these, 68.1 percent (65,661) were USMGs, 26.3 percent
(25,403) were IMGs, 0.4 percent (422) were Canadian, and 4.8 percent (4,658) were
osteopathic physicians.  Since 1996, the proportion of residents who are IMGs has remained
stable at 25 to 26 percent, the proportion who are DOs has increased from 3.4 to 4.8 percent,
and the proportion of USMGs remained stable at 68 percent.

For all IMGs currently in GME programs (25,403), GME (2002) noted that 5,404
(21.3%) were native or naturalized U.S. citizens, 6,823 (26.9%) were permanent residents,
5,473 (21.5%) were on J-1 or J-2 visa holders, 5,721 (22.5%) were of unknown status, and
smaller numbers have B-1 or B-2 temporary visitor visas (60, 0.2%), or F-1 student visas (57,
0.2%).  The overall number of PGY 1 positions filled by IMGs has decreased by 12.3 percent
from 6,727 in 1999-2000 to 5,898 in 2001-2002.  However, when only the 14,636 + 936
residents who enter GME immediately after graduation from medical school are examined,
the number of IMGs has tripled, from 310 in 1996-1997 to 936 in 2001-2002.  Moreover, the
number of IMGs in this group who are U.S. citizens or permanent residents has increased
from 253/310 to 611/936 over this period.  The majority (74.4%) of such U.S.
citizen/permanent resident IMGs were graduates of medical schools located in the Caribbean,
namely Grenada (27.2%), Dominica (27.6%), Montserrat (8.9%), and other Caribbean
countries (8.7%), compared to India (3.2%) and other countries (17.1%).  The authors also
noted that among the PGY1 IMGs for whom citizenship data were available, the proportion
with J visas decreased from 37.6 percent in 1997-1998 to 23.6 percent in 2001-2002.  The
citizenship status of the 5,188 IMGs in PGY1 positions with no prior U.S. GME experience
showed that 1,165 (22.8%) were U.S. citizens, 951 (18.3%) were U.S. permanent residents,
995 (19.2%) were non-U.S. citizens, and 2,077 (40.0%) had unknown citizenship.  A
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relatively greater proportion of IMGs were of Asian race or Hispanic ethnic origin, compared
to U.S. and Canadian medical school graduates.  The authors suggest that the growth in U.S.
citizen IMGs (as well as DOs) may be making up for an inadequate number of USMGs.  In
addition, they note that the declining number of J visa IMGs may be accompanied by a
decline in J-1 visa waivers, with possible implications for underserved areas.

IMG GME Issues Related to Particular Specialties

Anesthesiology

Grogono (Grogono, 2001) details the fluctuations in the contribution of IMGs to
anesthesiology programs since the 1960s.  From 1960-1972, the proportion of IMGs in
anesthesiology residency programs increased steadily to a peak of 58 percent (1,194/2,053)
in 1972.  From there it fell to a nadir of 9 percent (or 421/4,563) in 1988 and was relatively
stable until the mid 1990s.  Since that time, however, the proportion of IMGs increased
dramatically to another peak of 58 percent (or 2,285/3,963) in 1999.  However over recent
years the proportion has once again fallen to 41 percent (1,907/4,636) in 2001.  The author
speculates that the most recent increases in USMG interest in anesthesiology reflect the
waning of national interest in managed care and primary care.

Between 1994 and 1996, the number of USMGs entering anesthesiology residency
training fell dramatically (Schubert et al., 2001).  As a possible consequence, the number of
accredited anesthesiology residency programs decreased by approximately 20 percent from
125 programs in 1992 to fewer than 100 in 1998.  As a result, the numbers of anesthesiology
residents graduating annually continued to decline through 2000.  The number of graduating
anesthesiology residents decreased from 1,796 in 1995 to 919 in 2000 (Grogono, 2001).  It
was thought that student interest in this specialty had declined owing to projections of a rela-
tive anesthesiology surplus in the 1990s, coupled with the growth of student interest in pri-
mary care.  The shortfall in USMG applicants to anesthesiology residencies was taken up by
IMGs; by 1998 more than 50 percent of anesthesiology residents were IMGs, an increase of
more than 300 percent in five years.  The authors predict that the reduction in anesthesiology
programs, coupled with the rise in IMGs graduating from these programs, may give rise to a
significant and possibly lasting shortfall in the anesthesiology workforce, especially if current
trends in health care, clinical services and population demographics continue.

Pathology

U.S. student interest in pathology residencies declined substantially in the mid 1990s,
although there had been a trend of declining interest for the prior 10-15 years (Alexander,
2001).  Kant (2001) discusses the disparate standards that exist in recruiting USMGs and
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IMGs to pathology residency programs.  Overall, only 8 percent of USMGs do not
participate, or withdraw from the NRMP match, compared with 45 percent for IMGs.  In
pathology, Kant notes that this creates pressures on residency directors and applicants alike.
IMG applicants may exert pressure on programs to offer them positions outside of the match,
and residency directors may choose to offer positions outside of the match in order to make
sure that their program fills all training slots.  Residency directors face pressures to fill
programs in order to maintain the reputation of their program, and hence attractiveness to
USMGs.  The author speculates that these competing conflicts have resulted in a dual
recruitment system that is not only detrimental to the specialty, but also forces residencies to
operate outwith the spirit of the NRMP.

Physical Medicine and Rehabilitation

Although the number of residency positions in this specialty almost doubled, from
756 in 1984 to 1,302 in 1997, the proportion of positions filled by USMGs peaked at 94
percent in 1992 and declined to 73 percent in 1997 (American Board of Physical Medicine
and Rehabilitation, 1997).  A survey in 1997 of all 72 current PM&R department chairs
regarding resident recruitment found that 62 percent of chairs reported more difficulty
recruiting USMGs compared to two years prior (Braddom et al., 1998).  Survey respondents
noted they were having less difficulty recruiting IMGs, suggesting that the declining/plateau
in USMG interest in this specialty was being compensated by increasing numbers of IMGs.

Family Practice

The declining number and proportion of family practice (FP) residency positions
filled by USMGs has been well documented (Braddom et al., 1998; Pugno et al., 2000;
Pugno et al., 2001).  Koehn et al. (2002) examined the 1992-2001 NRMP results, the 2000
AMA Physician Masterfile and the 1992-2001 American Academy of Family Physicians
(AAFP) annual survey of family practice residency programs.  Overall, more than 95.5-97.8
percent of first year FP positions have been filled by July over this period.  However, the
proportion of total positions filled by USMGs has fallen from a peak of 79.1 percent in 1996
to 56.71 percent in 2001.  The remainder of positions are being filled by IMGs, with the
proportion of July PGY1 slots filled by IMGs increasing from 11.21 percent in 1996 to 29.41
percent in 2001.  While citizenship of IMGs entering FP residencies has varied over this
period, in 2001, 57.1 percent of such IMGs were U.S. citizens, and 43.1 percent were non-
U.S. citizens (i.e., permanent residents or nonimmigrant visa holders).  Over half (55.6%) of
FP programs in 1999 had at least one IMG, and of these, 48 (9.6%) were dependent on IMGs
(i.e., at least 50% residents were IMGs) and eight programs (1.6%) were entirely composed
of IMGs.  Nationally, 15.1 percent of FP residents are IMGs, however in several states this
figure exceeds 25 percent, including New York (48.8%), Michigan (32.0%), New Jersey
(30.5%), Illinois (28.3%), and Connecticut (27.8%).
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The authors note that U.S. citizen IMGs form an increasing percentage of the IMGs
entering FP residencies, with most of these physicians graduating from medical schools in
the Caribbean countries of Montserrat, Grenada or Dominica.  They express concerns about
the higher attrition rate generally for IMGs then USMGs in family practice residencies,
coupled with a possibly lower level of commitment to this specialty.  In an accompanying
commentary, Pugno and McPherson (2002) reiterate that many IMGs fill positions after the
Match, and may have a higher attrition rate than USMGs, suggesting that some IMGs may
choose FP opportunistically, i.e., simply because program slots are available, rather than due
to a specific commitment to this specialty.  The authors call for more research on the
comparisons between U.S. citizen IMGs and non-U.S. citizen IMGs.
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Chapter 5: Gap-Filling Roles of IMGs

The literature on how IMGs contribute to the health care safety net in the United
States is limited to a few authors.  The preponderance of the evidence is that IMGs are
somewhat more likely than their USMG counterparts to serve poor, rural, or otherwise
underserved patients, but there is no consensus position on this.

Broad Policy Pieces

Fitzhugh Mullan, who advocates reducing our IMG dependence and promoting a
National Health Service Corps expansion, wrote a piece for JAMA in 1995 reviewing the
history of IMG supply fluctuations in the United States, and IMG policy to date (Mullan,
1995).  He describes the pathways to immigration for IMGs, and notes that 40.1 percent of
internist residents are IMGs, as are 30.1 percent of pediatric residents.  Mullan says 5,000
IMGs join the permanent U.S. physician workforce every year.  He questions the justification
for the continued importation of this number of physicians at the expense of the nations that
send them.

John Iglehart (1996), in one of his policy survey articles for the New England Journal
of Medicine, assumes IMGs care for “millions of people, many poor, in inner cities and rural
communities.”  While this is undeniably true, if the import of IMGs were stopped or
curtailed, those positions might be filled by USMGs.  Iglehart does acknowledge that “once
they have completed their residency training, most graduates of foreign medical schools set
up office-based practices in densely populated urban and suburban areas and pursue medical
subspecialties with the same zest as their U.S. counterparts.”  Iglehart reports that half of all
IMGs in residency training are in New York, Illinois, Pennsylvania, and New Jersey.  These
states have “what is tantamount to veto power on this issue” when they have powerful
senators, which they did at the time of Iglehart’s article.  Iglehart also notes that teaching
hospitals make more money than they spend on residents, so the hospitals that provide high
levels of care to poor people are eager to hire residents to offer these services.  Cornell’s New
York Hospital estimated $190,000 per resident per year is put into hospital rates.

Overall Distribution of Physicians

A number of authors address the overall physician maldistribution issue. While 20
percent of the population lives in rural areas, only 9 percent of physicians practice there
(Geyman et al., 2000).  Rosenthal (Rosenthal, 2000) suggests rural training tracks are
successful in placing physicians in rural areas, but have very small enrollment (only 100
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graduates in the 1990s).  Some medical schools do a good job of meeting a generalist, rural-
oriented mission (Rabinowitz & Paynter, 2000).  Family practitioners are the only specialty
group that distributes itself proportionally to the population in rural and urban areas
(Rabinowitz & Paynter, 2002).  Known predictors of rural primary care practice choices
include rural background, plans to enter family practice before medical school, having a
NHSC scholarship, spousal influence, economic issues, rural clinical rotation and not being a
woman.  For inner city practice, predictors are prior expressed interest, being an
underrepresented minority, and having NHSC financing.

Kenneth Fink et al. (2003) analyzed the proportion of IMGs serving as primary care
physicians in rural underserved areas.  Using AMA Masterfile and Area Resource File data,
the authors found USMGs were more likely to be family physicians but less likely to be
internists or pediatricians.  IMGs were also found to be just as likely as USMGs to practice
primary care in rural underserved areas.

Hagopian et al. (in press) have described the role of IMGs in small, rural critical
access hospitals across the U.S.  They found 45 percent of 329 hospitals surveyed had one or
more IMGs on staff, that 24 percent of the entire physician pool serving these hospitals were
IMGs, and that more than half the responding hospitals had more than one IMG.

The Mick Series

Stephen Mick has a series of articles based on an analysis of the AMA Masterfile and
some linked demographic databases.  His basic formula is to dichotomize counties by several
measures of need (infant mortality, physician-to-population ratio, socioeconomic status,
nonwhite, metro/nonmetro, over the age of 65), declaring them “needy” counties or not.  He
then calculates the number of IMGs in the needy counties and divides by the number of
IMGs in the whole state.  Then the same calculation is made for USMGs.  The IMG
proportion is then subtracted from the USMG proportion to yield a difference of percentages.
A negative value indicates an IMG disproportion, and a positive value signals a USMG
disproportion.  Aggregating the values for the counties, each state gets a total “disproportion”
value.  The above technique, or a variant, is used in four different articles: Social Science &
Medicine (Mick et al., 2000), Health Affairs (Mick & Lee, 1997), Journal of Urban Health
(Mick & Lee, 1999b), and Journal of Rural Health (Mick & Lee, 1999a).  The underlying
null hypothesis in these studies is that IMGs are no differently distributed than USMGs when
it comes to locating in counties characterized as needy.

Mick describes the dichotomous theories about IMGs.  One theory is that IMGs
remedy the distributional imbalances of physicians generally and contribute to the safety net,
and the other is that the United States has too many physicians but not enough primary care
physicians, IMGs are crowding out USMGs, and we are paying too much for GME.  Mick
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acknowledges that safety nets have not been the sole domain of IMGs, and physician supply
has continued to grow (thanks to huge federal largesse), largely because of USMGs.
Allowing physicians total freedom to choose specialty and practice setting while subsidizing
those choices, has led us to where we are.

The general conclusion in this series of articles is that IMGs do disproportionately
contribute to the safety net in needy communities.  IMGs are disproportionately high in
counties with excess infant mortality, low socio-economic status, high minority proportions,
and nonmetropolitan status (Mick et al., 2000).  IMGs are also more likely to be found in
counties with high infant mortality and low physician-to-population ratios (Mick & Lee,
1997).  Calculations were done for only the rural counties (Mick & Lee, 1999b), with
findings similar to those above.  There were more primary care and even more specialty care
IMG disproportions than USMG disproportions across all five measures of need.
Socioeconomic status and physician-to-population were especially significant.

In Mick and Lee (1999a), calculations were done for U.S. cities stratified by
population.  The method was to divide the number of IMGs (and then again USMGs) in
high-poverty ZIP codes by the total number of IMGs (and then again USMGs) for the whole
city.  Combined, the proportions of IMGs in high-poverty areas of cities totaled 29.6 percent.
IMGs were distributed more or less like USMGs across poverty and nonpoverty areas, but
some cities had significantly more IMGs in high-poverty areas (New York, Chicago, Los
Angeles).  IMG presence in high-poverty ZIP codes corresponded more with the large
number of IMGs in the entire city, rather than with concentrations in poverty areas.  IMGs
were less likely to be found in smaller cities (perhaps because residency programs were more
likely to be in large cities).  Mick et al. (2000) notes that 29.5 percent of physicians in low
SES counties are IMGs, and half of physicians in Florida’s low SES counties are IMGs.  The
Midwest and South have higher IMG disproportions (Mick et al., 2000).  All doctors are
concentrated in urban areas, and 75 percent of IMGs are in only ten states (as are 52% of
USMGs): New York, California, Florida, New Jersey, Illinois, Texas, Pennsylvania, Ohio,
Michigan, and Maryland.  The vast majority of physicians, regardless of origin, are located in
nonpoor SES counties (Mick et al., 2000).  In places where the need for physicians is low,
IMGs may be exacerbating a surplus (Mick et al., 2000).

A cohort of physicians who finished training in 1982 was followed to determine their
practice locations in 1987.  Four census divisions had an excess of IMGs (beyond what
would be expected if distributed evenly), with the East South Central division having the
biggest difference (7.2%), and West North Central next (at 3.5%).  USMGs dominated in
New England (6%) and the Pacific (3.8%) (Mick & Sutnik, 1996).  The larger the proportion
of all medical graduates located in nonmetro counties in a census division, the more likely it
was there was an excess of IMGs; 18.4 percent of physicians in the smallest counties (under
10,000 population) were IMGs, compared to 16 percent in counties of 50,000 and higher.
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The Baer Series

Leonard Baer and colleagues have three publications in this area.  Baer et al. (1998)
looked at IMG service in rural Health Professional Shortage Areas (HPSAs).  Using the 1996
AMA Masterfile and the 1997 Area Resource File, the authors found 18.7 percent of all
primary care physicians were IMGs in nonmetro whole-county HPSAs, compared to 15.2
percent in nonmetro partial-county HPSAs, and 14.3 percent in nonmetro nonshortage areas.
Baer noted that factors that attract IMGs to underserved areas included the location of other
IMGs, employer preference, ethnic communities, and proximity to residency training sites
and immigration attorneys.  They concluded that IMGs are proportionately more likely than
USMGs to practice in rural, underserved areas, but there is lots of interstate variation.

For a University of North Carolina working paper (Baer et al., 2000), Baer and col-
leagues conducted interviews with a variety of health planners and physician recruiters in the
states of Florida, New York, North Dakota, and West Virginia (high IMG states), and AMA
Masterfile data were analyzed.  Almost a third (30%) of rural counties are “short” physicians
(per the Office of Shortage Designation), and this would rise to 44.4 percent if IMGs were
removed.  Twenty percent of now-adequately served counties would become shortage coun-
ties.  Fifty-one nonmetro counties would lose all their physicians if IMGs were removed (the
number of counties without any physicians would rise from 161 to 212 counties).  As an
alternative to IMGs, informants would welcome an expansion of the NHSC, but some states
had criticisms of NHSC, such as the fact that it relies on sometimes-artificial shortage area
designations, that it’s “top down” and bureaucratic, and that there is turnover among physi-
cians assigned to communities.  As a response to a potential loss of IMGs, multifactorial
solutions would be required and midlevel providers not perceived to be a replacement.

Baer et al. (1999) also did a survey of community health center administrators, and
learned that IMGs are easier than USMGs to recruit, they are no different than USMGs or
NHSC physicians with regard to retention, they accept lower salaries, and they are less
accepted by patients.  More than one in four community health center (CHC) physicians was
an IMG (27.5%), and a policy to cut back IMGs would be perceived negatively by this
group.  Administrators said 57 percent of their FTE positions currently held by IMGs would
be unfilled if not for IMGs, accounting for 15.7 percent of positions overall.  Twenty-three
percent of CHC administrators said their organizations were “dependent” on IMGs.

Teaching Hospital Dependency on IMGs

Blonski and Rahm (2003) compared the performance of family practice residents
selected through the National Resident Matching Program with those selected outside that
process, and that of USMGs compared to IMGs.  Surveys of residencies demonstrated that
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87.4 percent of residents were selected through the Match, and 89.2 percent were USMGs.
IMGs were found to be more likely than USMGs to leave their programs before graduating
(8% compared to 5.2%).

Michael Whitcomb, known to advocate the Association of American Medical
Colleges (AAMC) position of reducing the U.S. reliance on IMGs by reducing the number of
residency positions to more closely match the number of U.S. medical school graduates, did
a study (Whitcomb & Miller, 1995) to identify the number of teaching hospitals that are
“dependent” on IMGs for their medical house staff roles.  The study focused on six
specialties (internal medicine, family practice, obstetrics/gynecology, surgery, pediatrics, and
psychiatry).  To be considered IMG-dependent, the teaching hospital had to be the principal
teaching site for a GME program in two of the six specialty areas, and the hospital’s patient
population had to be at least 20 percent Medicaid (or equivalent).  “Only” 77 hospitals were
judged to meet both these criteria, and 26 of these were in New York.  Texas had 7, New
Jersey and Michigan had 6 each, and Illinois had 5.  Whitcomb says: “One third of IMG
physicians and 40 percent of IMG-dependent residency programs are based in hospitals that
don’t provide disproportionate care to the poor.”  The corollary, of course, is that the large
majority of IMGs and IMG-dependent programs ARE in facilities that serve the poor.

Medicaid Mill IMGs in New York City

In a footnote to the safety net literature, Gerry Fairbrother (Fairbrother et al., 1995)
examined “Medicaid mill” private storefront physicians in New York City, who were
estimated to account for 25 percent of all pediatric providers serving poor neighborhoods in
that city.  The Medicaid mill doctors were almost all (91%) IMGs, many of them Asian, and
more than half were female.  They were judged to be fairly low-quality physicians (only 42%
board certified, 49% had hospital privileges), and the concerns included the lack of well-
child preventive care, lack of immunization expertise or practice, and low volume of
screening.

Thompson et al. (in progress) are producing a paper describing the settlement patterns
of IMGs using a level of geographical analysis that suggests IMGs may be contributing more
to the safety net system than previously thought.  Mick et al. (1999) think the safety net (gap
filling) versus surplus arguments are the most compelling, and has satisfied himself that
IMGs fill gaps in the U.S. health care safety net.  They note that the Whitcomb and Miller
paper (1995) identified only 77 “serving the poor” hospitals that were IMG dependent and
would have very different results with slightly different measurement criteria.  While most
IMGs are not serving in underserved areas, they are more likely to do so than their USMG
counterparts.
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Chapter 6: Quality of International
Medical Graduates

Introduction

The quality of clinical care provided by international medical graduates (IMGs) is an
area of intense interest in the debate, based on the premise that physicians trained outside of
the United States or Canada (USMGs) circumvent the sequential stages of education and
training typical for such USMGs.  In the United States and Canada, physicians typically
undertake a four-year undergraduate college education, followed by four years of medical
school, before moving on to a three- to five-year graduate medical education (GME) or
residency program, sometimes with an additional one to three years of fellowship training.
In other countries, many students enter a five- to six-year medical school curriculum directly
after graduating from high school.  They may then undergo postgraduate training and clinical
practice in their home countries before applying for Educational Commission for Foreign
Medical Graduates (ECFMG) certification to allow them to move to the United States for
GME and fellowship training.  Although IMGs must graduate from a medical school
recognized by the World Health Assembly as a prerequisite for ECFMG certification, there is
considerable variation in educational standards even among these medical schools.  In
addition, proficiency in the English language may vary among graduates of non-English
speaking countries in comparison to USMGs.

For this review of post-1995 literature on the quality of IMGs, we utilize the
structure/process/outcome scheme of Donabedian (1988) to provide a framework to organize
these studies. Structural measures of quality attempt to determine what is important for a
physician to know to provide competent clinical care.  Test scores are one way to measure
this, however there are some forms of knowledge not assessed on tests.  Process measures
attempt to determine whether physicians perform the required processes of delivering care,
such as following recommended procedures or guidelines measures, focusing on the
application of knowledge and skills to clinical practice.  Finally, outcome measures attempt
to assess clinical outcomes such as mortality or complication rates.  It is thought that these
three aspects of quality of care follow in some continuum and are sequentially linked and
dependent on their precursor, so that, for example, patient care outcomes are dependent on
process elements, which are dependent on structural elements of care.

Much of the literature on the quality of IMGs focuses on structural measures.  While
initial ECFMG examinations were not as rigorous as those required of USMGs, in 1989
IMGs were required to take the same examination—the National Board of Medical
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Examiners (NBME) as USMGs. Some states also required IMGs to take an additional
examination for state licensure—the Federal Licensing Examination (FLEX).  However,
since 1991, the ECFMG has phased out these examinations and now requires IMGs to pass
the United States Medical Licensing Examinations (USMLE) steps 1 and 2 in order to apply
for ECFMG certification.

Medical licensure requirements attempt to ensure physicians in the state are qualified
to practice medicine, but licensure requirements vary between states, and often the standards
are different for USMGs than IMGs.  For example, years of training required in an accredited
GME program or the type of examination passed can be different for IMGs.  Many
physicians take one of the 23 specialty board examinations in the United States, each of
which has its own procedures for certification, as an attempt to “brand” their proficiency in a
particular specialty.

This literature review includes a summary of a recent comprehensive review by Mick
and Comfort (1997), and then reviews other studies published since 1995.

Mick et al. Review of IMG Quality Literature, 1997

Mick and Comfort’s (1997) extensive review of the literature between 1975 and 1997
on the quality of care provided by IMGs yielded 88 publications.  The majority of these
studies (46, or 52%) focused on structural measures of quality, while the remainder focused
on process measures (22, or 25%) or outcome measures (20, or 23%).  They reported on the
results of 48 of these studies in their review.  The 40 excluded were primarily of structural
measures that were based on previously published data and not original publications.

Structural Measures

The primary structural measure of quality used in the articles reviewed by Mick and
Comfort was examination scores.  Test performance by IMGs has been lower than that of
USMGs, and this has persisted over the course of changing examinations (FMGEMS,
NBME, FLEX, USMLE) for IMGs. It is clear that IMGs do not pass these examinations with
scores that are as high as the expected scores of USMGs.  However, IMGs have tended to
achieve approximately the same pass rates over the years despite the fact that examinations
have become longer and presumably more difficult.

Mick and Comfort quote the most recent data for step 3 of the USMLE, which indi-
cates pass rates of 94 percent for U.S. and Canadian graduates, compared to 58 percent for
IMGs. Such findings may indicate that there is a substantive difference between IMGs and
USMGs.  Alternatively, it may be that IMGs and USMGs have different goals in respect to
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such examinations; “merely” passing the USMLE may be sufficient for IMGs, and the score
that they achieve may be secondary, perhaps in contrast to USMGs, for whom test scores
may be of greater importance. In addition, almost all USMGs take USMLE steps 1 and 2
during medical school (and passing them is a requirement for graduation at many U.S. medi-
cal schools), in contrast to many IMGs, who may take these examinations after graduation
from medical school.  Taking the tests at this later date may place them at an academic dis-
advantage.  The USMLE examinations are now required for both USMGs and IMGs.

Mick and Comfort (1997) identified no studies that have used licensure as a means of
studying quality.  A number of the studies they reviewed are summarized below.  To
compare board certification rates, Mick and Rubino (1992) did find that 46.9 percent of
IMGs and 74.0 percent of USMGs were board-certified.  However, the data on practice
specialty (and board certification) obtained from commonly-used sources, such as the AMA
physician Masterfile, are flawed by the use of self report for this variable.

During residency training, many specialties have opportunities to help trainees assess
their preparation for board certification examinations.  The Internal Medicine In-Training
Examination (ITE) is a self-assessment examination taken each year by almost all second-
year internal medicine residents, as well as most first- and third-year residents.  It is thought
to be highly reliable and appears to be predictive of subsequent performance on the certifying
examination of the American Board of Internal Medicine.  Mick and Comfort cite a report of
the ITE for the period 1988-1993 indicates the average scores for IMGs were below those of
USMGs at each level of residency training (Garibaldi, 1994).  They also name a small study
from the Mayo clinic (Dupras, 1995) that compared internal medicine residents using an
“objective structured clinical examination” (OSCE), and noted no difference in the average
scores of IMGs and USMGs.  A study that retested practicing internists who had been board
certified 5-15 years earlier, also revealed significantly lower scores for IMGs compared to
USMGs.  A study of genetics knowledge has also indicated lower knowledge among IMGs
compared to IMGs.

In two reports from the American College of Physicians, Waxman reported on the
scores of USMGs and IMGs on the ITE held in 1995 and 1996 (Waxman, 1997; Waxman et
al., 1996).  In reviewing the mean scores on the ITE for USMGs (with 2,778, 3,277, and
2,056 residents in each of PGY-1, 2 and 3) with the scores of IMGS (2,803, 2,948, and 2,391
residents for PGY-1, 2 and 3 respectively), IMGs appeared to score significantly higher than
their USMG counterparts in each of the three years.  Moreover, the gap between the IMGs
and USMGs appeared to widen over this period with scores of 58.7 versus 61.0 (USMG
versus IMG PGY1), 64.3 versus 66.1, and, 67.9 versus 70.6.  These results suggest that the
large pool of IMGs who enter internal medicine training programs in the United States
appear to perform better than their U.S. counterparts, at least in this domain.  This may
reflect the fact that many IMGs have undertaken clinical training prior to coming to the
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United States for residency training.  These studies provide findings contrary to many of the
other studies on structural measures noted previously.

In sum, with the exception of two studies, all structural studies reviewed by Mick et
al. revealed that the medical knowledge of USMGs is greater than that of IMGs. What is not
clear is the meaning of such differences, their magnitude when compared to other factors,
and whether they predict any differences in quality of care.

Process Measures

Mick and Comfort’s (1997) review of process measures identified the Rhee studies
(1976-1981), which used a measure of physician quality—the Physician Performance
Index—to measure performance according to physicians’ compliance with medical norms.
These studies did not show any differences between IMGs and USMGs in both hospital and
ambulatory settings.  Rhee hypothesized that it is was the forces subsequent to medical
education that affected performance, which might include residency training, practice setting,
amount of experience, as well as present work environment.  The Saywell-Studnicki studies
(1976-1983) used two inpatient hospital audits to compare USMG and IMG attending
physicians and residents.  No differences were found between USMGs and IMGs; any
differences in physician performance were more strongly associated with hospital
characteristics than physician characteristics.

In 1998, the ECFMG implemented its Clinical Skills Assessment (CSA), a new
requirement for ECFMG certification.  The CSA consists of encounters with standardized
patients in order to assess skills in data gathering (i.e., taking history and performing physical
examination), composing patient notes, and doctor-patient communication.  IMGs can only
take the CSA after passing USMLE Step 1 and English language tests, and the CSA is
offered only once per year at a single U.S. location (Philadelphia).

Mick and Comfort (1997) identified only a single study (Conn & Cody, 1989) on the
then-new ECFMG Clinical Skills Assessment (CSA) that is now required of all IMGs.  This
study compared 635 IMGs and to 123 USMGs, and found that the clinical skills of 28
percent of IMGs were inadequate when compared to the USMGs.

Peitzman et al. (2000) compared the performances of a group of 71 U.S. citizen IMGs
(i.e., those U.S. citizens who chose to go overseas for medical school) with a group of 247
non-U.S. citizen IMGs.  This standardized OSCE-type examination utilized standardized
patients to test subjects’ skill levels in eight physical examination tasks and a single case
scenario.  U.S. citizen IMGs appeared to have significantly superior clinical skills than the
non-U.S. IMGs in four of the eight physical examination tasks and for the single case
scenario.  Unfortunately, this study did not compare IMGs with USMGs, and used only a
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limited set of basic standardized clinical tasks.  It is not clear whether the differences noted
would be significant in a clinical setting.

In a further comparison of the performance of IMGs and USMGs on standardized
clinical skills examinations, Ben-David et al. (Ben-David et al., 1999) compared a group of
33 foreign medical students (or graduates) who were in the process of applying for their
ECFMG certification, with 151 fourth-year U.S. medical students who took a clinical skills
exam in 1996 as part of pilot studies conducted by the NBME.  Using a series of 12 cases
involving standardized patients to assess four clinical skill areas (history taking, physical
examination, communication and interpersonal skills) the mean performance of the IMGs
was lower in all areas tested (significance not reported) compared to the U.S. students.

In a further study of internal medicine and pediatric residents’ clinical skills, Ozuah et
al. (2001) compared a group of 148 first year residents, of whom 113 were USMGs and 35
were IMGs. They used an observed examination of a single patient to compare residents’
skills in each of 13 skill areas.  In all skill areas, USMGs performed significantly worse than
the IMGs, with no differences noted between specialties or among residency training
programs.  Interestingly, the USMGs in this study, based on their medical school academic
performances, were in the top quartile of USMGs of that year.  The authors suggest the
IMGs’ superior performance may be a direct result of their having passed the clinical skills
assessment examination that is now required in order to gain ECFMG certification.
Alternatively, this may be due to the fact that the IMGs may have undertaken clinical training
and practice in their home countries prior to coming to the United States.

Yao and Wright (2000) conducted a survey of all 404 internal medicine residency
directors to gain a better understanding of the prevalence, identification, management and
prevention of problem residents.  Of the 298 (74%) who responded, directors were asked to
identify the personal characteristics of residents who were more likely to be problematic. The
perception of program directors was that residents who were older than 35 years, IMGs, or of
an underrepresented minority group were at greatest risk of being identified as a problem
resident.  However, as the percentage of older residents, minorities and IMGs increased in a
program, program directors were less concerned about the potential for poor performance of
these residents.  Indeed, in programs with high proportions of IMGs, they were significantly
less likely to be identified as problem residents.

In a survey (Yao & Wright, 2000) of 201 of the 414 directors of internal medicine
residency programs (response rate 49%), the majority (83%) rated IMGs’ performance as
good or outstanding.  However, 58 percent would like more careful scrutiny of IMG
applicants, and 21 percent would support legislation that eliminates funding for IMGs.
Reported advantages of IMG applicants appeared to be their previous clinical experience and
work ethic, while reported disadvantages included cultural and language barriers and the
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possible denigration of a program’s reputation.  Furthermore, a significant minority (37%)
felt that pre-residency training of all IMGs was needed. This study was limited by the low
response rate and a survey that treated all IMGs as a homogeneous group.

A more recent study (Whelan et al., 2002) aimed to determine the effects of the CSA,
as well as the more recent computerization of the USMLE exams, on the pool of IMGs
attempting to gain ECFMG certification.  The authors examined ECFMG records of IMG
performance in USMLE, CSA, and English language tests for the period 1995-2001.   The
number of IMGs taking USMLE Step 1 decreased by 45.5 percent from 136,983 (1995) to
16,828 (2001).  Similarly, the numbers taking Step 2 decreased by 38.1 percent from 31,751
(1995) to 12,122 (2001).  Consequently, the number of ECFMG certificates issued fell by
approximately half, from 9,525 to 11,814 per year during 1995-1998, to only 5,211 to 5,934
per year since 1999.

The demographics of those IMGs sitting the CSA since 1999 show relative stability
of gender (approximately 60% male) and ethnicity (30-40% white, 30-40% Asian).  In 1999,
immediately following the introduction of the CSA, the majority (40.9%) of IMGs were U.S.
citizens, with smaller proportions from India (11.7%), Pakistan (3.2%), or China (2.7%).  By
2002, however, these proportions were 22 percent, 20 percent, 7 percent, and 3.4 percent
respectively.   In addition to fewer overall ECFMG certificates being issued, the countries to
which these certificates were mailed show a trend towards a decreasing proportion being sent
outside the United States or Canada.  This suggests that increasing numbers of IMGs
(perhaps U.S. citizen IMGs) are residing or taking examinations in the United States.

The authors also examined pass rates for Step 1, Step 2, and the CSA for IMGs
overall, U.S. citizen IMGs, USMGs, and non-U.S. citizen IMGs.  They noted that the pass
rate for IMGs overall sitting Step 1 for the first time increased from 57.5 percent in 1997 to
65.7 percent in 2001, and that the pass rate for non-U.S. citizen IMGs increased from 57.6
percent to 68.3 percent.  However, the Step 1 pass rates for U.S. citizen IMGs did show some
increase from 1997-1999, but in 2001 fell to 55.4 percent, the lowest in the study period and
lower than the other two groups.  The pass rates for Step 2 also increased between 1997 and
2001 for IMGs overall and non-U.S. citizen IMGs (from 53% to 79%-80%) and U.S. citizen
IMGs (56.9% to 76.1%).   Finally, although the CSA did undergo some changes in standards
over this period, overall pass rates fell from 96-97 percent in 1999-2000 to the current levels
of 80 percent.  U.S. citizen IMGs have significantly higher overall pass rates in the CSA
compared to non-U.S. citizen IMGs (88.6% vs 79.7%), largely due to higher pass rates on the
doctor-patient communication component of this test.  The authors conclude that the overall
decrease in the numbers of IMGs seeking ECFMG certification may be attributable to the
addition of the CSA.  This may reflect lack of familiarity with this type of testing, or
logistical and financial impediments to taking this test.  The authors also note that first time
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pass rates for USMLE exams have generally increased in recent years, perhaps reflecting a
self-selection process of better prepared candidates.

Outcome Measures

Although Mick and Comfort (1997) did not identify any outcome studies to explicitly
compare IMGs and USMGs, Burns and Whotley (1991) examined the correlation of medical
school location (among other characteristics) on length of hospital stay and mortality rates
for16 medical and surgical conditions.  They found that IMG vs. USMG status had little
influence on the odds of patient mortality or length of stay.  A study examining
complications following carotid endarterectomy (Brook et al., 1990) found a significantly
higher complication rate for surgeons who were not graduates of U.S., Canadian or Western
European medical schools.  Finally, a study examining rates of Caesarian section (Tussing &
Wojtowycz, 1993) performed for deliveries in New York State found a significantly higher
rate of this procedure for IMGs compared to the sample overall.  Seven studies reviewed by
Mick and Comfort examining medical malpractice have not indicated any differences in the
rates of litigation between USMGs and IMGs.

Summary

This review of the literature since 1995 on the quality of care provided by IMGs,
builds on the extensive review published by Mick and Comfort in 1997.  Previously,
structural measures of quality of care by IMGs all appeared to indicate lower test
performance by IMGs in ECFMG examinations, in-training examinations, and board
certification rates.  However, recent studies offer evidence to the contrary, with several
reports of higher test scores by IMGs.  The reasons for this apparent change in these (albeit
limited) structural measures is unclear, but this may indicate improved screening of IMGs by
the ECFMG certification process, particularly the new CSA, improved quality of IMGs
entering the United States, or selection bias in specific circumstances.  As noted earlier, the
relationship of higher or lower test scores to actual clinical performance and patient
outcomes is unclear and has not been resolved by any of the reviewed studies.  Additionally,
as noted by Rhee (in Mick & Comfort, 1997) over two decades ago, it may be that medical
education itself has a very limited effect on process and outcome measures, and that it is the
ongoing practice environment that is of more importance in providing quality of clinical care
for both USMGs and IMGs. The few studies that have assessed process measures, limited to
clinical skills, provide conflicting evidence regarding the quality of IMGs clinical skills
compared to those of USMGs. However, all these studies have involved standardized type
test situations, and none have used any hospital or ambulatory measures of “real life” clinical
performance.  Finally, there are no studies to add to the previous literature on clinical
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outcomes comparing IMGs with USMGs.  In conclusion, it appears that evidence regarding
the quality of IMGs in comparison to USMGs is perhaps even more ambiguous than
previously reported.  This stems from the difficulties that researchers have had in measuring
quality and in linking structure with process with outcomes.
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List of Acronyms

BBA Balanced Budget Act of 1997

CSA Clinical Skills Assessment

GME Graduate Medical Education

ECFMG Educational Commission for Foreign Medical Graduates

FLEX Federal Licensing Examination

FMG Foreign Medical Examination

IMG International Medical Graduate

LCME Liaison Committee on Medical Education

NBME National Board of Medical Examiners

NRMP National Residency Match Program

USMG United States Medical Graduate

USMLE United States Medical Licensing Examination
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Appendices

Table 1:  Timeline of Key IMG-Related Policies

1933-1948 European IMGs immigrate as refugees in relatively small numbers.

1948 Exchange visitor program lets IMGs train in U.S. Many stay.

1956 AMA and others create IMG-certification system, the ECFMG.

1965 Immigration Act of 1965 loosens immigration quotas based on national origin,
particularly for physicians, increasing the number of IMGs.

1971 IMGs get quicker job clearances for permanent residency status.

1972 Department of State restricts occupations eligible for the J visa and requires
J-visa recipients to return home for two years following completion of training.

1976 Congress raises immigration barriers against IMGs fearing impending
physician surplus; inflow of new IMGs decreases and then levels off in 1980s.

1980 Federal study recommends IMG limits.

1985 Federal legislation proposed to cut off GME funding for IMGs. Fails.

1990 Immigration Act of 1990 excuses physicians working in the “national interest”
from traditional certification requirements of application for permanent
residency.

1996 President Clinton signs the Illegal Immigration Reform and Immigrant
Responsibility Act into law in 1996.

1998 Growing pattern of denials of national interest waivers for foreign physicians.

1999 November 12, 1999, President approves enactment of the Nursing Relief for
Disadvantaged Areas Act of 1999, Public Law 106-95 (Nursing Relief Act);
national service role of physicians working in MUAs reaffirmed.

2000 September 6, 2000, INS releases final rule on matter of immigration under the
National Interest Waiver for Physicians in Underserved Areas.

2001 USDA withdraws from J-1 Visa Waiver Program as an interested government
agency (IGA).

2002? HHS expands its role as an IGA to physicians.

2003 Delta Regional Commission announces it will serve as an IGA.

Sources:  AMA, 1999; Polsky et al., 2002; Mick & Pfahler, 1995.   
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Table 2:  Important Events in the J-1 Waiver Program

1994 USDA becomes an IGA

1994 Conrad State 20 program enacted by Immigration and Technical
Corrections Act of 1994

1996 President Clinton signs into law Illegal Immigration Reform and
Immigrant Responsibility Act of 1996, which includes several J-1 waiver
program changes.

December 13, 1996 HUD permanently withdraws from program

May 28, 1997 USIA enacts new rules to create uniformity among interested
government agency (IGA) sponsorship procedures

September 1999 USIA folds into State Department

2001 USDA withdraws from J-1 Visa Waiver Program as an IGA

October 2002 Congress passes Department of Justice Authorization bill which
reauthorizes Conrad State 20 program

December 2002 HHS announces it will serve as an IGA for the J-1 Visa Waiver Program
(previously restricted to researchers)
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