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The Council on Graduate Medical Education

g8 he Council on Graduate Medical Edu-
cation (COGME) was authorized by

81:  Congress in 1986 to provide an ongo-
ing assessment of physician workforce trends and
to recommend appropriate federal and private sec-
tor efforts to address identified needs, The legisla-
tion calls for COGME to serve in an advisory capac-
ity to the Secretary of the Department of Health and

Human Services (DHHS), the Senate Committee on -

Labor and Human Resources, and the House of Rep-
resentatives Committee on Commerce. By statute,
the Council was to terminate on September 30, 1995,
It has been extended through the end of FY 1998 by
appropriations legislation,

The legislation specifies 17 members for the
Council. Appointed individuals are to include
representatives of practicing primary care physicians,
national and specialty physician organizations, inter-
national medical graduates, medical student and
house staffl associations, schools of medicine and
osteopathy, public and private teaching hospitals,
health insurers, business, and labor. Federal repre-
sentation includes the Assistant Secretary for Health,
DHHS; the Administrator of the Health Care Financ-
ing Administration, DHHS; and the Chief Medical
Director of the Veterans Administration.

Charge to the Council

The charge to COGME is broader than the
name would imply. Title VII of the Public Health
Service Act, as amended by Public Law 99-272 as
amended by Title T of the Health Professions Ex-
tension Amendments of 1992, required COGME to
provide advice and make recommendations to the
Secretary and Congress on a wide variety of issues:

[, The supply and distribution of physicians in the
United States,

2. Current and future shortages or excesses of physi-
cians in medical and surgical specialties and sub-
specialties,

3. Issuesrelating to international medicat school grad-
uates.

4. Appropriate federal policies with respect to the
matters specified in items 1-3, including policies
concerning changes in the financing of undergrad-
rate and praduate medical education (GME) pro-
grams and changes in the types of medical educa-
tion training in GME programs. '

5. Appropriate efforts to be carried out by hospitals,
schools of medicine, schools of osteopathy, and

accrediting bodies with respect to the matters spec-
ified in items 1-3, including efforts for changes in
undergraduate and GME programs,

6. Deficiencies and needs for improvements in ex-
isting data bases concerning the supply and dis-
tribution of, and postgraduate training programs
for, physicians in the United States and steps that
should be taken to eliminate those deficiencies,

In addition, the Council is to encourage enti-
ties providing graduate medical to conduct activi-
ties to voluntarily achieve the recommendations
of this Council specified in item 5.

COGME Heports

Since its establishment, COGME has submit-
ted the following reports to the DHHS Secretary
and Congress:

+  First Report of the Council, Volume I and
Volume 11 (1938)

* Second Report: The Financial Status of
Teaching Hospitals and the Underrepresen-
" tation of Minorities in Medicine (1990)

+ Scholar in Residence Report: Reform in
Medical Education and Medical Education in
the Ambulatory Setting (1991)

¢ Third Report: Improving Access to Health
Care Through Physician Workforce Reform:
Directions for the 21st Century (1992)

*  Fourth Report: Recommendations to Iimprove
Access to Health Care Through Physician
Workforce Reform (1994)

+  Fifth Report: Women and Medicine (1995)

*  Sixth Report: Managed Health Care: Impli-
cations for the Physician Workforce and Med-
ical Education (1995)

+  Seventh Report: Physician Workforce Fund-
ing Recommendations for Department of
Health and Human Services’ Programs (1995)

+  Eighth Report: Patient Care Physician Sup-
ply and Requirements: Testing COGME Rec-
ommendations (1996)

¢ Ninth Report: Graduate Medical Education
Consortia: Changing the Governance of Grad-
nate Medical Education to Achieve Work-
force Objectives (1997)

*  Tenth Report: Physician Distribution and
Health Care Challenges in Rural and Inner-
City Areas (1998)
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EXECUTIVE SUMMARY & RECOMMENDATIONS

It has lonig been the position of the Council
on Graduate Medical Education (COGME) that
the United States has too many physicians and
these physicians are not appropriately distributed
across medical specialties and geographic loca-
tions, In recent years the growth of managed care
organizations has reduced the demand for physi-
cians’ services and magnified the size of the pro-
jected physician oversupply. To achieve a better
balance between physician supply and demand and
more appropriate distributions across specialties
and locations, COGME has advocated three broad

policy goals: (1) reduce the number of first year

GME positions from 140 percent of the number
of graduates of accredited schools of medicine and
osteopathy to 110 percent; (2) encourage half the

Table 1
All Residents in Aliopathic Programs
Academic Foreign- U.S. Cltizen

Year Born IMGs IMGs Total IMGs USMGs Total
1988-89 7,227 4,329 11,656 71,235 82,791
1989-80 8,726 4,595 13,321 73,675 86,996
1990-91 10,949 5,067 16,016 75,762 91,778
1991-92 12,881 5,258 18,139 77,016 95,155
1992-93 15,621 5,272 20,893 77,718 98,609
1993-94 18,658 5,162 23,720 78,562 102,282
1994-95 21,189 4,481 25,680 78,074 103,754
1995-96 22,565 4,198 26,763 77,849 104,612

Source: Resldency data from Assoclation of American Medical Collages
_ Table 2
All Residents in Allopathic Programs
Academic Temporary All Other

Year Visa IMGs* IMGs*  Total IMGs USMGs Total
1988-89 2173 9,383 11,656 71,235 82,791
1989-90 2,299 11,022 13,321 73,675 86,986
1 9_90-91 3,615 12,401 16,016 75,762 91,778
1991-92 5,041 13,098 18,139 77,0186 95,155
1992-93 6,787 14,106 20,893 77,716 98,609
1993-94 9,325 14,395 23,720 78,562 102,282
1894-95 11,068 14,612 25,680 78,074 103,754
1995-96 11,545 15,218 26,763 77,849 104,612

Sources: Residency data from Association of American Medical Colleges; J-1, J-2, &
H-1B temporary data from varlous Journal of the American Medical Association medical
education issues.

* This category includes IMGs on J-1, J-2, and H-1B visas

+This category Includes both permanent resident and U.8. citizen IMGs

residents completing their training each year to
enter primary care specialties; and (3) continue
support for residency programs that provide care
to substantial numbers of underserved people.

Despite these recommendations, there has
been continued growth, especially since 1990, in
the number of GME positions, Some experts be-
lieve that this growth has been driven by an in-
creasing demand for residents by teaching hospi-
tals, fueled in part by Medicare payments for resi-
dency training, and an ample supply of IMGs to
fill those positions.

With a nearly fixed number of U.S. medical
schoo! graduates entering GME each year, the
marked increases in recent years of graduates from
schools outside the U.S. entering graduate train-
ing in this country has been a major contributor to
the increased number of residents, As shown in
Table 1, most of the increase in the number of to-
tal residents since the 1988-89 academic year has
been due to a large increase in the number of for-
eign-born IMGs. Many IMGs remain in the U.S.
because they are permanent residents. Likewise,
while IMGs on temporary visas usually return
home when their visas expire, many ultimately
return to the United States to permanently add to
the physician workforce,

The increase in the total number of IMGgs has
been generated for the most part by the large num-
ber of foreign-born IMGs entering residency pro-
grams with temporary J-1, J-2, and H-1B visas as
shown in Table 2. Past data have suggested that a
high percentage of J-1 exchange visitors have ul-
timately returned to the United States., H-1B visa -
holders may become eligible for conversion to per-
manent resident status, through family- or employ-
ment-based petition.

As aresult of the observed growth in the num-
ber of IMGs, it has been suggested that policies
designed to curtail the influx of these trainees could
be used to reduce the number of first-year physi-
cians entering the workforce, and thus move to-
ward the objective of reducing the number of train-
ees to 110 percent of the number of graduates of
U.S. medical schools. In its Seventh Report,
COGME recommended reducing Medicare pay-
ments to teaching hospitals for IMGs by 75 per-
cent over a 4-year period. Both the Council on
Medical Education of the American Medical As-
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sociation! and the Institute of Medicine® also have
advocated focusing Medicare GME funding on the
support of U.S, medical school graduates.

However, after further examination of poten-
tial policies that would begin to reduce the size of
the pool of trainees, including policies relating to
~ IMGs, COGME has come to believe that a policy
that restricts Medicare GME funding to USMGs
would be fraught with potential legal complexi-
ties if it discriminates against IMGs who are ei-
ther naturalized U.S. citizens or permanent U.S,
residents. As a result, COGME has reconsidered
its prior recommendations with respect to IMGs
and developed new recommendations to the Con-
gress and the Secretary of Health and Human Ser-
vices.

The new recommendations are designed
around two basic concepts: (1) modifications to
the exchange visitor program; and (2) changes in
financial incentives that would encourage hospi-

!AMA Council on Medical Education, Report 1-1-96

tals to reduce their training activities. COGME
recommends that the United States should continue
to sponsor exchange visitor training in accord with
the original intent of this program to strengthen
international relations and further mutual under-
standing through educational and cultural ex-
changes.

The new recommendations were issued on
June 4, 1997, Subsequently, the Congress passed
and the President signed the Balanced Budget Act
of 1997, P.L. 105-33. This legislation contains the
first major reforms of Medicare GME financing
in over a decade. A number of the GME-financ-
ing recommendations in this report, also made by
the Administration and reflective of the direction
of thinking by other bodies, were enacted in vary-
ing degrees in the Act. These reforms are the cul-
mination of a debate since COGME’s Third Re-
port, issued in 1992, urging physician workforce
reforms,

*nstitute of Medicine, The Natioi's Physician Workforce: Options for Balancing Supply and Requirements, National Academy

Press, Washington, D.C,, 1996
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COGME’s 1997 RECOMMENDATIONS ON THE PHYSICIAN
WORKFORCE — INTERNATIONAL MEDICAL GRADUATES AND
GME PAYMENT REFORM

REDUCE THE NUVIBER OF
GRADUATE MEDICAL EDUCATION
(GME) POSITIONS

Eliminate both Medicare direct graduate
medical education (DME) and indirect
medical education (IME) payments for
new exchange visitor (J-1 Visa) residents
beginning the year following implemen-
tation of this provision. Fund new ex-
change visitor residents from alternative
sources, such as home country financing
or foreign aid. Continue to make DME
and IME payments for those exchange
visitor residents who entered training
prior to implementation.

COGME believes that Medicare GME pay-
ments should be available only 1o those res-
idents expected 1o become part of the U.S.
physician workforce. The original intent of
the physician exchange visitor program was
to strengthen international relations and
Jurther mutual understanding through edu-
cational and cultural exchange; the pro-
gram was not intended to add physicians
to the U.S. physician workforce. This rec-
ommendation would apply only to new ex-
change visitors; Medicare GME payments
would continue to be made for exchange
visitor residents already in the training
pipeline.

COGME believes that GME funding for ex-
change visitor residents should come from
either foreign sources or U.S. provided non-
Medicare sources such as foreign aid or pri-
vate sector sponsored assistance. Funding
from sources such as the Agency for Inter-
national Development (AID) or the private
sector can provide a continuing U.S. com-
mitment to preserving the exchange visitor
program.

Base hospitals’ resident counts for both
Medicare DME and IME payment deter-
minations on a 3-year rolling average be-
ginning with the two years prior to im-
plementation of this provision. This

would provide a temporary financial
cushion and incentive to reduce the num-
ber of residents reimbursed by Medicare.

*  On a hospital-specific basis, cap the
total resident counts for both DME and
IME payment determinations, and ei-
ther

- cap the non-primary care resident
~ count;

- maintain or increase the primary care
proportion of residents,

at the level in the year prior to imple-
mentation of the cap, to limit further
increases in the number of residents
reimbursed by Medicare while protect-
ing the number or proportion of pri-
mary care residents,

s Cap the individual resident-to-bed ra-
tio (IRB) ratio on a hospital-specific
basis at the leve! prior to implementa-
tion of the cap, to prevent the hospi-
tal’s IRB ratio and IME payments
from increasing because of a decrease
in the hospital’s inpatient bed capacity.

Computing Medicare payments on a
three-year rolling average of annual res-
idents would reduce payments propor-
tionately less than the number of resi-
dents, The rolling average provides hos-
pitals with a limited incentive fo reduce
the number of residents and enable a
smoother transition foward reducing the
number. COGME believes that this
“cushion” will provide resources for hos-
pitals to restructure their organizations
more efficiently, be less dependent upon
residents for services, and include the
appropriate use of other health profes-
sionals. By lagging the payment response
to changes in resident numbers, this rec-
ommendation also provides an incentive
not to increase the number of residents.

Capping residency counts eligible for
DME payment facilitates market forces
by removing the hospital’s incentive to

Xi
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increase the number of residents, Cap-
ping the IRB ratio removes any incentive
hospitals might have to increase the num-
ber of residents or decrease the number
of beds in order to raise the ratio. Addi-
tionally, capping non-primary care posi-
tions prevents any resident reductions
Jromimpacting disproportionately prima-
1y care residents, and allows flexibility
to expand the training of primary care
residents.

C.  If recommendations LA, and LB. are not
enacted, encourage additional demonstra-
tions analogeus to New York GME Dem-
onstration Project, especially in states with
high resident per-capita ratios. -

A small number of states are especially de-
pendent upon service delivery by residents.
Hospitals in these states may need additional
support to make a transition to an ambulato-
ry-based service and training environment.
The New York Medicare GME Demonstratio

Project provides:, ‘

s incentives for hospitals to reduce the size

of residency training programs in the state
while providing transition funds to sup-
port the reorganization of service deliv-
ery and use of replacement personnel re-
guired, and :

*  a somewhat smaller required reduction
in resident counts if hospitals agree to
promote primary care or to participate
in a formal consortia with coordinated
GME programs.

D. If, within three years of implementation of
these recommendations, significant
progress has not been made toward reduc-
ing the number of first-year residency po-
sitions to 110 % of 1993 U.S. medical school
graduates, consider stronger policies aimed
at reducing DME and IME payments that
would result in a decrease in first-year res-
idency positions to 110 % of 1993 U.S. grad-
uates.

COGME believes that the use of financial in-
cenfives, such as those proposed, is the pre-
ferred method to adjust the market produc-
tion of residents, particularly at a time of rapid
change In the health care industry. However,
there is a need to reduce both the number of
[first-year residents and the cost of GME. If
the combination of Recommendation I.B. and
the market does not accomplish the necessary
reduction in residency positions and produce

a better balance between physician supply
and future requirements as advocated by
COGME’s “110%"” recomniendation, other
measures may need to be considered to ac-
complish that goal,

. SUPPORT FOR COMMUNITIES
AND SHORTAGE AREAS
AFFECTED BY LOSS OF
RESIDENTS

Use a portion of the savings from these recom-
mendations to support programs such as Com-
munity or Migrant Health Centers and the Na-
tional Health Service Corps, where a substan-
tial decline in residents creates continuing se-
vere service shortages,

A substantial decline in the number of physician
residents in communities that rely heavily on their
services may proditce severe seirvice shortages.
Allocating a portion of Medicare savings to com-
munity-based service delivery programs, partic-
ularly “safety-net” programs, will permit hospi-
fals to move to a more appropriate service deliv-
ery environment for both training and care.

lll. REVISE THE TEMPORARY VISA |
PROGRAMS

A, Phase out over a 4-year period the grant-

ing of J-1 waivers for purely service rea-
sons as a move toward restoring the ex-
change visitor program to its original pur-
pose. At the same time, the policy of con-
sidering waivers for uniquely qualified re-
searchers in nationally and international-
ly significant research efforts should be
continued.

The four-year phase out of the service-based
waivers would allow development of domes-
tic program strategies to provide long-term,
permanent solutions fo alleviate physician
mialdistribution. On the other hand, waivers
Jor researchers will encourage medical and
health related research of an advanced tech-

- nological nature that would produce benefits
to both the Nation and the international com-
munity,

B. Increase the J-1 visa return-home period
from 2 to 5 years for exchange visitor phy-
sicians,
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V.

A five-year minimum return home period allows
J-1 visa holders sufficient time to contribute the
benefits of U.S. training to their home country
Physician workforce and permits reasonable
time for reacculturation. This should reduce the
probability that J-1 visa holders will return to
the U.S.

Eliminate use of the H-1B visa program for
physician residency training.

The elimination of H-1B visa program would
stop the use of the H-1B visa to circumvent
the J-1 visa “return home” requirement,

ENHANCE PRIMARY CARE
RESIDENCY TRAINING

Provide Medicare DME payments to a wide
variety of ambulatory teaching settings,
including managed care plans.

Include time spent in ambulatory settings
outside the hospital in the calculation of
Medicare IME payments to hospitals.

Make Medicare IME payments to ambu-
Iatory settings outside the hospital when
ambulatory cost estimates have been devel-
oped.

Identify and remove the DME and IME
components of the Average Adjusted Per
Capita Cost (AAPCC) from Medicare cap-
itation rates and utilize these funds specif-
ically for GME purposes. ‘

Practitioner competency is dependent upon
training in appropriate settings such as in
community-based gmbuiatorjy sites. Physi-
cians trained to provide primary care in am-
bulatory settings can provide comprehensive,
continuing, longitudinal care to patients. The
policy of providing direct and indirect GME
payments only for hospital-based residents or
DME payments to residents rotating in hos-
pital based ambulatory clinics has restrained
appropriate training for all physicians, gen-
eralists in particular, to provide such care.
Medicare IME payments to ambulatory set-
tings would provide a strong incentive to ini-
tiate such training,

The AAPCC payment system for Medicare risk
HMO contractors presents a difficulty in fi-
nancing HMO residency training. AAPCC
payments include equivalent amounts of DME
and IME for a relevant geographic area, but
these GME dollars are not identified in the

AAPCC and are paid regardless of whether
the HMO engages in residency training, Asa
result, Medicare GME funds are spread
among all HMO contraciors, without being
focused on those that actually have teaching
programs or necessarily use teaching hospi-
tals for services.

These amounts should be removed from the
AAPCC and made available for GME in a
wide variety of teaching settings, including
teaching hospitals and managed care orga-
nizations and HMOs with teaching programs,
to help rectify possible inequities to teaching
hospitals and eliminate the current disincen-
tives to HMOs who wish to establish or ex-
pand residency training activities but do not
currently receive explicit reimbursement Jor
their efforis.

Support Public Health Service Act Title VII
education programs, which have ulfimate
underserved practice as a geal.

Efforts need to be strengthened to encourage
the domestic production of competent gener-
alists who will serve in these areas. Most Ti-
tle VII physician education programs oper-
ate under a statutory funding preference for
applicants who demonstrate success in plac-
ing graduates in underserved communities.

Encourage new generalist residency pro-
grams by permitting exceptions to Medi-
care GME payment caps (as proposed in
recommendation LB.) for new primary
care residency programs in geographic ar-
eas with shortages of physicians, including
residents,

If Medicare GME payment caps are enacted,
there should still be opportunities for Medi-
care DME and IME payments to encourage
primary care residency programs in areas
where relatively few or no programs exist.
Residents frequently remain near the hospi-
tal where they received their residency train-
ing. The competency of primary care practi-
tioners is dependent upon fraining in the prop-
er settings such as in ambulatory sifes in com-
munity-based hospitals. Promotion of new
primary care residency programs can provide
this type of training to physicians. These pri-
mary care physicians can offset the adverse
impact of residency reduction and changes in
the health service delivery environment by
providing continuing, longitudinal, compre-
hensive general care to Medicare beneficia-
ries and vulnerable populations.

xiii
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G. For DME, reinstate the 1994-1995 freeze on

non-primary care per-resident amounts for
a twe-year period, while continuing the
Consumer Price Index for Urban Areas
(CPI-U) updates for primary care per-res-
ident amounts,

Such a freeze has historical precedent. Freez-
ing paymenis io non-primary care training
programs while continuing for two years the
CPI adjustment for primary care programs
creates a payment differential in favor of pri-
mary care programs, carried forward as the
CPI adfustments are resumed for both prima-
ry and non-primary care training programs
payments. COGME believes that this differ-
ential in payments will motivate hospitals to
shift the specialty training more in favor of
primary care residency training or at least not
reduce primary care training. This differen-
tial should be examined periodically for ef-
Jectiveness,

It is COGME’s intention that this freeze not

adversely affect the recruitment and refention
of minority residents in any specialty.
COGME is on record as considering under
represented minority participation and ad-
vancement in medicine as particularly criti-
cal for the Nation,

V.

THE UNITED STATES ROLE IN
INTERNATIONAL MEDICAL
EDUCATION

Recommend to the World Health Organi-
zation that other countries engage to a
greater degree in physician workforce anal-
ysis and planning,

The U.S. government should cease to sup-
port undergraduate medical education of
U.S. students in foreign countries through
loans,

Currently, the Department of Education is in
the process of reviewing the credentialing re-
guirements for medical schools in other coun-
tries. The purpose of this review is to ascer-
tain if credentialing requirements are similar
to those of the Liaison Committee for Medi-
cal Education (LCME). Eligibility of foreign

‘medical schools to participate in the Federal

Family Education Loan program for U.S. cit-
izen medical students would be accorded only
to those schools with LCME-like credential-
ing requirements. U.S. citizens who receive
medical training in such schools would im-
prove their likelihood of becoming ECFMG
certified and accepted into a residency train-
ing program. Satisfaction of LCME-like re-
guirements would reduce the number of for-
eign medical schools eligible to provide U.S.
government funded support for U.S. citizen
students.
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INTRODUCTION

COGME developed an analytic agenda to fur-
ther examine IMG issues, This agenda included
the following goals:

¢ To identify and analyz¢ the cause(s) of the
" recent rapid influx of IMGs into U.S. residen-
cy programs and the factors that result in many
IMGs becoming part of the permanent U.S,
physician workforce;

¢« To analyze the comparative distribution of
IMGs and USMGs with respect to location,
specialty, and mode of practice;

¢+ To identify potential immigration policy op-
tions to meet national physician workforce
goals, to assess their effectiveness, and to re-
view the legal consequences of these and other
workforce policy options recommended by
COGME and other organizations; and

+  To develop a long-term research agenda re-
garding IMG supply/demand issues.

COGME examined specific aspects of IMG en-
try into the U.S. for GME and their subsequent prac-
tice decisions. In addition, during its March 1996
meeting, COGME sponsored a series of presenta-
tions by experts involved in various facets related to
IMGs. These experts included representatives from
the Educational Commission for Foreign Medical
Graduates (ECFMGQ), the Federation of State Medi-
cal Boards (FSMB), the Greater New York Hospital
Association, the Tmmigration and Naturalization
Service (INS), the U.S. Commission on Immigra-
tion Reforms, and the Departiment of Health and
Human Services (DHHS). The discussion covered
the role of IMGs in residency training and the vari-
ous visa categories, e.g., naturalized citizens and per-
manent residents, and non-immigrant categories such
as the J-1 and the H-1B visas.

As aresult of further deliberations, COGME
has adopted herein a new set of recommendations
that supersede those of the Seventh Report. These
recommendations remain consistent with the long-
standing goals of reducing the number of GME
positions to 110 percent of the number of gradu-
ates from LCME accredited schools, increasing

the proportion of positions in primary care spe-

cialties, and providing continuing support for in-
stitutions that provide care to substantial numbers
of poor and uninsured people.

The new recommendations propose a dual
strategy for reducing the number of GME posi-
tions: (1) restructuring financial incentives to en-
courage teaching hospitals to reduce the number
of GME positions offered; and (2) reemphasizing
and strictly enforcing the terms and conditions of
the temporary visas under which most IMGs enter
the country for GME, A major advaniage of the
recommendations is that they leave decisions about

‘eliminating or reducing program size, and which

applicants to accept, in the hands of the medical
educators, and the decisions on which programs
to apply to in the hands of the applicants. Thus,
they reinforce the emphasis on educational con-
tent and quality in decisions about GME, while at

. the same time encouraging a GME system both

more appropriately sized for future workforce re-
quirements and troer to the original intentions of
policies to provide advanced training for IMGs.

‘With respect to the restructuring of financial
incentives, COGME believes that Medicare GME
payments to teaching hospitals, especially indirect
medical education payments (IME), have been a
major incentive for these institutions to increase
the number of residents in their accredited resi-
dency programs. Medicare supports GME through
two types of payments. One type of payment is
intended to reimburse hospitals for Medicare’s
share of the direct costs of GME, including resi-
dents’ salaries and fringe benefits. Allowable di-
rect medical education (DME) payments are cal-
culated on the basis of the number of full time
equivalent residents in approved training programs.
The second type of payment, IME, is based on the
concept that care provided in teaching hospitals is
more costly because of teaching programs, To
adjust for this, payments to teaching institutions
are increased by an amount that is “determined by
its individual ratio of residents to beds and an ad-
Jjustment factor, which is based on a statistical re-
lationship between teaching hospital costs and the
number of residents per hospital bed.™

However, the level of IME payments has heen
high relative to the statistical relationship between
teaching hospitals’ costs and the number of resi-
dents they train. The March 1997 Report to the
Congress of the Prospective Payment Assessment
Commission (ProPAC) stated that hospital costs
rise about 4,2 percent for each 0,1 increase in the

3Association of American Medical Colleges. Medical Payments with an Education Label: Fundamentals and the Future

(1996), pg. 21
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ratio of interns and residents to beds (IRB ratio),
while the actual payment factor was 7.7 percent
through FY 1997, The factor is now being phased
downward, beginning October 1, 1997, by the Bal-
anced Budget Act of 1997 (BBA).

IME payments, which increase with the num-
ber of residents in approved programs, have been
a major source of many teaching hospitals’ rev-

- enue. This may have created a strong incentive
for residency programs to increase their number
of residents. In an earlier report, the Institute of
Medicine (IOM) cited Medicare GME payments
as “a major incentive for teaching institutions to
keep their numbers of residency positions high and
expanding.”® The IOM report suggests that cne
way of addressing the potential oversupply of phy-
sicians would be to change the Federal support of
GME,
~ In this report, COGME makes some recom-
mendations, listed below, that would restructure
these financial incentives. Some, as indicated,
have been enacted in the BBA:

+  Elminate Medicare direct and indirect GME
payments for new exchange visitor (J-1 Visa)
residents.

»  Base Medicare GME payments on a three-
year rolling average number of residents to
provide a temporary cushion for hospitals that
elect-to reduce the number of residents they
train. (The BBA instituted a rolling average
Jor the resident count, averaged over a 2 year
period in the first cost-reporting year and
over a 3 year period in each subsequent
year.)

¢ (Cap resident counts on a hospital-specific
basis, and either cap the non-primary care

resident count or require hospitals to main-
tain or increase the proportion of residents
they train in primary care specialties. In ad-
dition, cap the IRB ratio on a hospital-spe-
cific basis to prevent increases in IME pay-
ments resulting from a reduction in a hospi-
tal’s bed capacity. (The BBA instituted both
a national aggregate, and hospital-specific,
cap as well as an IRB cap, but without any
primary care residency requirements,)

COGME further recommends that the U.S.
should continue to sponsor exchange visitor train-
ing in accord with the original intent of this pro-
gram to strengthen international relations and for-
ther mutual understanding through educational
and cuttural exchanges. This program should not
be used as a pathway. to permanent entry into the
U.S. physician workforce. '

COGME recommendations relating to immi-
gration policy include:

*  Phase out, over 4 years, the granting of J-1
visas for purely service reasons as a move to
restoring the exchange visitor program to its
original purpose, but continue to consider
wativers for uniquely qualified researchers in
nationally and internationally significant re-
search efforts.

*  Increase the J-1 visa return-home period from

2 to 5 years; and

*  Eliminate use of the H-1B visa program for
physician residency training.

In addition to these policies, the recommen-
dations included in this report also address strate-
gies for enhancing primary care residency train-
ing and the role of the United States in interna-
tional medical education.

“Prospective Payment Assessment Commission. “Report and Recommendations to the Congress, March 1, 1997.” Washing-

ton, D.C., March 1, 1997. p 29,

Anstitute of Medicine. The Nation's Physician Workforce: Options for Balancing Supply and Requirements (1996), pg.7.
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EVOLUTION OF COGME’'S POSITION CONCERNING IMGS

Of the ten reports COGME has issued since
it was authorized by Congress in 1986, three —
the First, Third, and Seventh — have included rec-

ommendations specificalty related to IMGs. These.

have been couched in the context of recommen-
dations that addressed a much broader set of is-
sues, including: (1) the United States has an ad-
equate physician-to-population ratio and further
increases in the supply of physicians are neither
desirable nor necessary; (2) the United States has
too few generalists and too many specialists; (3)
despite overall adequate supply, problems of ac-
cess resulting from the maldistribution of physi-
cian supply persist in some areas of the nation;
and (4) the nation lacks both a national physician
workforce plan and a medical education financ-
ing scheme that would enable the aforementioned
problems to be resolved.

In its First Reports, COGME addressed the
issues of equity and fairness in access to GME,
Individual merit rather than group membership,
nondiscrimination based on country or origin or
other characteristics, and single standards of test-
ing were the key elements buttressing its position
for equitable access. COGME recommended eg-
uity in testing cognitive and clinical skills, and
requiring these examinations of all medical gradu-
ates, including USMGs.

At the same time, COGME was concerned
over the implications of cutbacks in IMG trainees

to U.S. hospitals and institutions heavily reliant

upon thern, In the First Report, COGME recom-
mended that plans be developed ir advance of any
IM( cutbacks to find suitable substitutes for such
organizations, and that a series of processes be
implemented to assist IMG-reliant organizations
in the transition from reliance, Together, these rec-
ommendations were intended to reduce the hard-
ship on both the institutions and the populations
they served should laws be enacted that in some
unspecified way produced a reduction in IMGs.

In relation to the exchange visitor visa pro-
gram, the First Report recommended that the U.S.
maintain a genuine role in international medical

education and that this role should not be jeopar-
dized by GME restrictions. Exchange visitor train-
ees should be treated the same as all other train-
ees. This report also included a proposal to in-
crease, from two to five years,.the time required
of a former exchange visitor visa holder before he
or she could return to the United States in a
“nonvisitor” status. This was based, in part, in the
belief that a longer petiod of time would discour-
age exchange visitors from immigrating to the
United States.

In its Third Report’, COGME returned briefly
to the IMG issue with recommendations made
within the context of proposals to achieve a broad

‘reconfiguration of the entire physician workforce,

and address the imbalance in the distribution of
physicians and the needs of the minority popula-
tion and minority physicians. Apart from noting
that IMGs were beginning to account for an in-
creasing proportion of GME positions, IMGs re-
ceived little explicit mention in the Third Report.
Rather, the emphasis of the analysis, findings, rec-
ommendations, and goals all intersected to bring
about, almost as a by-product, a reduction in the
number of IMG trainees. The emphasis in this
report was to move toward a “50-50” standard of
the ratio of physicians entering primary care prac-
tice to physicians entering specialty practice, and
the “capping” of first-year entry residency posi-
tions to 10 percent more than the combined num-
ber of allopathic and osteopathic medical school
graduates. Implicit in this latter recommendation
was the concept that the number of IMG trainees
would need to be reduced o achieve this goal.

Finally, the Seventh Report® concentrated on
the funding of graduate medical education. It in-
cluded recommendations for a phased reduction
in both direct and indirect Medicare GME pay-
ments to residents who were IMGs, but not those
who were USMGs. The report included support
for the idea that each graduate of a U.S. medical
school should be guaranteed suppori in a GME
position. The report also recornmended that di-
rect and indirect GME Medicare reimbursement

$Council on Graduate Medical Education. First Report of the Council, VoI II, Rockville, Maryland: July 1, 1988,

"Council on Graduate Medical Education, Third Report: Improving Access to Health Care Through Physician Workforce Re-
Jorm: Directions for the 21st Century, Rockville, Maryland: Qctober, 1992.

8Council on Graduate Medical Education. Seventh Report: COGME 1995 Physician Workforce Funding Recommendations for
Department of Health and Human Services Programs, Rockville, Maryland: June 1995

)
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should be used to foster training both of general-
ists {primary care physicians) and residents out-
side of hospital settings. The “5(-30 recommen-
dation,” that half of all physicians completing train-
ing each year should be in primary care special-
ties, was reiterated. As in the First Report, the
Seventh also included a proposal to establish a tran-
sition program to assist “IMG dependent” institu-

tions in reducing the number of residents, includ-
ing strategies such as the National Health Service
Corps loan repayment program, initial funding for
physician assistant and nurse practitioner replace-
ments, and outright transitional grants to institu-
tions with small numbers of primarily IMG resi-
dents that cease residency training altogether.
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iIVIGs IN THE UNITED STATES

Contribution to the Physician
Workforce

The practice of medicine in the United States
by IMGs (formerly known as foreign medical gradu-
ates, or FMGs) is at least as cld as the Republic. A
nation of immigrants has always included an inflow
of persons trained in medicine. While, historically,
the number of physicians immigrating to the United
States has been small, IMGs have constitated an in-
creasing part of the physician workforce as the 20th
Century nears its end, in a trend evident since the
early 1950s* (Graph 1). By 1995, of a total active
physician workforce of 646,022, 153,792, or 23.8
percent, were IMGs.!® According to data from the
Association of American Medical Colleges, there
were 26,763 IMG resident physicians, accounting
for 25.6 percent of all residents in that same year,!!

A dramatic increase in firsi-year IMG residents
occurred between the 1988-89 and 1995-96 training
years. With the number of U.S. medical graduates
remaining nearly constant, total first-year allopathic
residents incteased at an average annual rate of only
2.0 percent. In contrast to this moderate increase,
the number of first-year IMG residents nearly
doubled, rising at an average annual rate of 9.5 per-
cent. ‘The major effect of this was that, by 1993, the
number of first-year IMG residents reached a num-
ber equal to about 40 percent of the number of U.S.
medical school graduates in 1993. While this per-
centage has decreased slightly since then, it has still
remained in excess of 36 percent of the number of
graduating USMGs each vear. This is approximately

| -equivalent to an additional 45 average-sized medi-

cal schools in the United States.

Number of Physicians

Number of IMGs and IMG Residents in the United States, 1950-1996 *

Graph 1
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*Data on total number of IMGs include only "active" physicians or estimates of active physicians. Sources: Data on residents comae from various
"Medical Education" issues of the JAMA, and McCormack JE. "The problem of the foreign physician,” JAMA 1854155 818-823. Data on total number
of IMGs come from AMA, Fareign Medicai Graduates, 1986 Edition, 1986; Bureau of Health Resources & Development, The Supply of Health Manpower,
1894, Seventh Report to the President and Congress on the Status of Health Personnel in the United States, 1930; and unpublished AMA Physician
Masterfile data, selocted years including 1896,

SMick 85, An Overview of the IMG situation in The United States with a Review of COGME Positions on IMGs, Summaries of
Three Recent Studies, and COGME Recommendations, October, 1996, pg.1.

OIMGs include both alien as well as native U.S. citizen graduates of foreign medical colleges. The numbers for U.S, citizen
graduates are included in the toial number of IMGs, both for all active physicians and residents. Data for each group are
difficult to obtain, 1U.S. citizens IMGs, however, account for a small proportion of each group.

"Residency data from Association of American Medical Colleges.

|
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‘While the number of U.S. medical school
graduates remained relatively stable over the pe-
riod 1988-1995, total residents increased by 3.4
percent annually over the seven-year period. To-

.tal IM@ resident growth accounted for about 70

percent of the overall increase in residents, hav-
ing risen at an average annual rate of 12.7 per-
cent, with some slackening toward the end of the
period. During this period, the number of USMG
allopathic residents grew more modestly, from
71,000 to 78,000, or a 1.3 percent average annual
growth rate. The higher rate of increase of both
IMG and USMG total residents compared with
first year residents (3.4 percent vs. 2.0 percent)
may result from several factors, including the
ripple effect of increased firsi-year residents, phy-
sicians reentering training later in their profes-
sional career, and possibly an increasing tendency
(of both USMGs and IMGs) to subspecialize,

In 1996, exchange visitors'? filled a signifi-
cant proportion, 36.4 percent, of residency posi-
tions held by IMGs® (Table 3). Nearly all the

Table3

Citizenship/Visa Status of IMG Residents (Numberlpercent)
Year 1988 1990 1992 1993 1994 1995 1096
Native US 3357 2817 2393 2366 2053 2057 1926
Citizen (27.0) (18.9) (125) (104) (8.7) (82) (7.8
Naturalized | 1774 2200 2622 2690 2232 1973 1891
US Citizen | (14.3) (14.8) (137) (11.8) (950 (7.9) (7.8)
Permanent | 4134 4974 6192 6982 6772 6985 7782
US Resident | (33.3) (33.4) (32.4) (30.7) (28.8) (28.0) (31.5)
Exchange 2098 3470 6009 8045 9006 9183 8986
Visitor (16.9) (23.3). (31.5) (35.4) (38.3) (36.8) (36.4)
Other 1070 1444 1868 2623 3436 4784 4118

(8.6) (9.7) (9.8) (11.5) (14.8) (19.1) ' (16.7)
Total 12433 14914 19084 22706 24399 24982 24703

(100.0) (100.0) (100.0)

(100.0) (100.0) (100.0) (100.0)

Source: JAMA Medical Education Issues

other IMG residents were either permanent resi-
dents or naturalized citizens, Because permanent
residents are very likely to remain in the United
States, and because historically many exchange
visitor residents have ended up back in this coun-
try, the great majority of IMG residents appear to
be destined to be permanent additions to the U.S,
physician workforce, !

At the same time, the IMGs who do retuimn to
their home countries, as expected from their ex-
change-visitor agreements, fulfill a most important
role in disseminating and providing care based upon
the advanced medical training obtained in the U.S.

IMG Countries of Origin

IMGs come from almost every country of the
world. Until 1965, most came from other coun-
tries in the Western Hemisphere and from Europe.
From 1965 on, IMGs from Asian countries have
predominated,

This shift in the origin was due to a change in
the Immigration Act of 1965, which abolished the
traditional system of quotas based on national ori-
gin. The Act set 4 ceiling of 120,000 immigrants
per year from countries of the Western Hemisphere,

and a ceiling of 170,000 for immigrants from out-

side the Western Hemisphere, No more than
20,000 citizens of a single country could immi-
grate. The law allowed a higher preference for
physicians and surgeons than for most other occu-
pations. The overall effect was both to produce
greater numbers of physicians arriving on perma-
nent resident visas and to favor immigration from
Asian countries.

In 1996, of all active post-resident IMGs, 27.0
percent had attended medical school in South Asian
countries {(e.g., [ndia, Pakistan), 21.9 percent had
attended medical school in Latin American coun-
tries, 18.2 percent, in Pacific Rim countries (e.g.,
Taiwan, South Korea, Philippines), 15.9 percent
in Western Buropean countries, 9.3 percent in
Middle Eastern countries, 2.8 percent in Africa,
and 0.7 percent in Anstralia,’s

2 Exchange visitor physicians are in the U.S. as non-immigrants for the purpose of participating in U.S. accredited graduate
medical education programs. They hold J-1 visas and, upon the completion of their training, are expected to return to their
home country for at least two years before changing their immigrant states. A number of alien physicians are entering the U.S.
to engage in residency training on the basis of another temporary visa, the H-1B. This visa has no return home requirement.
This visa status was not identified in the JAMA residency data until 1995, Prior to this date, these residents were classified in
the “miscellaneous category.” In 1995, residents in the visa status numbered nearly 10 percent of the total of IMG residents.

B Journal of the American Medical Association, 1996 Medical Bdition Issue, page 743.
“Mullan F, Politzer RM, Davis CH, “Medical Migration and the Physician Workforce,” Journal of the American Medical

Association. 1995; 273(19).

BMick 88, Lee Y-S D. Final Report: An Analysis of the Comparative Distribution of Active Post-Resident IMGs and USMGs in
the United States in 1996. University of Michigan, Report to the Bureau of Health Professions, Health Resources and Services
Administration, U.S. DHHS, Rockville, Maryland, October 1996.
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“Push” and “Pull” Factors Affecting
the Immigration of IVMIGs

IMGs come to the United States for many rea-
sons. Some may be fleeing conditions, either po-
litical or economic, within their countries of ori-

gin. Others may come, in spite of reasonable con-

~ ditions at home, to seek out better opportunities
for training and employment.: We refer to these
two opposing sets of reasons for immigtating as
the “push” and “pull” factors.

Many studies have enumerated the “push” and
“pull” factors that contribute to IMGs’ coming to the
United States for residency training and, for many,
staying here permanently. However, there are few
historical and comprehensive studies that substanti-
ate these points (see Mejia, Pizurki, & Royston, 1979,
for an exception'®), and no contemporary studies of
any kind. Among “push” factors, i.e., those emanat-
ing from the countries of origin of IMGs, the follow-
ing are often identified as important:

«  Many countries lack training facilities and
expertise in specialty medicine. Although
most developing countries have medical
schools that can train physicians in the fun-
damentals of medicine, fewer have the capac-
ity or range of specialty programs to accom-
modate all of their students.

»  Political repression, unrest, and violence
sometimes lead to the departure of physicians
from a given country.

¢ Over-population and almost endemic pover-
ty in some developing countries induce the
well-educated professionals to emigrate in
search of a better life.

e Some countries appear to train more physi-
cians than their health care systems can em-
ploy. Bewer resources may be needed to train
a physician than to create the components of
ahealth care system that make use of the phy-
sician. Such components include hospitals
“and clinics, research and teaching institutions,
financing methods to cover the costs of health
care delivery to the population, and so forth.

» A sense of dissatisfaction with a given coun-
try’s health care system—whether it serves
the population well or not—can induce phy-
sicians to emigrate.

‘ These “push” factors are undoubtedly interre-
lated which makes them all the more difficult to
change with the objective of stemming the outflow

of professional migration. They are key to large
scale migratory flows that involve large numbers
of people around the world. They are deeply em-
bedded in population growth, economic develop-
ment, and national and regional conflict, How best
to develop and implement policy in the specific
area of professional migration has been the sub-
ject of some controversy for years and the con-
tinual flow of physicians to the United States sug-
gests that much progress is still to be made,

On th_e_ other hand, “pull” factors—those
within a host country that attract IMGs—are within

. the purview of the host country’s government and

professional organizations, and may be more ame-
nable to policy manipulation. The following “pull”
factors have been cited as being important:

»  The'U.S. Information and Educational Exchange
Actof 1948 was, and is, an important legal mech-
anism in physician migration. '

*  Atno time since the end of World War II have
all the hospital residency training positions of-
fered been filled, although this nearly happened
in the mid-1980s. U.S. medical schools gradu-
ate about 17,000 medical students each year, a
number which is much smaller than the number
of first year residency positions that actuaily get
filled. Aggregate unfilled demand by hospital
residency programs has existed through periods
of relative physician shortages {roughly 1950
throngh 1975-80) and the more ample physician
supply that has existed since. IMGs have al-
ways had, therefore, the opportunity to find train-
ing in the United States.

«  Bothhistorically and at the present.time, there
has been a maldistribution of U.S. medical
graduates across various dimensions of prac-
tice (e.g., location, specialty, and employment
seiting). This has permitted, even encouraged,
anyone — including IMGs —- to find a post-
residency practice site in the United States.
Hence, despiie a consensus of an oversupply
of physicians, geographical and specialty
maldistributions afford ample opportunity for
establishing medical practices.

+  Degspite the concern of almost every public and
private agency that health care costs are too
high and are increasing too rapidly, the gen-
erous financing of both residency and of post-
residency positions has underwritten an in-
crease of physicians in the workforce.

»  The tradition in the United States of welcoming

5Mcjia A, Pizurki H, Royston R, Physician and Nurse Migration: Analysis and Policy Implications. Geneva; World Health

Organization, 1979,
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~ foreign nationals to its shores is a strong one.
Every nonnative American has his or her roots
in foreign soil. The international migration of
IMGs can be compiehended better within the
context of the movement of all migrants seek-
ing to improve their economic and social op-
portunities.

Many private and public health policy analysts
who consider the current supply of physicians in
the U.S. more than adequate have viewed the aug-
mentation of the U.S. physician workforce by
IMGs with concern. Educators and various pri-
vate and public officials involved in medical edu-
cation and workforce planning have likewise ex-
pressed concern about the fact that many of the
IMGs who have been trained in U.8. GME pro-
grams have been allowed to contribute to the pu-
tative projected surpius of physicians in the United
States, In some cases, it appears as if sentiment
has developed which faults the IMG for contribut-
ing to this potential surplus. In fact, the sithation
is much more complex. In many individual cases,
as is true with other immigrants, IMGs are respond-
ing to favorable economic and educational oppor-
tunities available in the United States.

Factors Causing Renewed Concern
about IVMIGs and the Workforce

The burst of growth in IMG residents over the
last one-half decade has raised many issues, some
new but many of which evolved and were evident
throughout the nearly 50-year history of IMG train-
ing and practice in the United States. Long-standing
issues include: . :

1. The worry that the United States has too many
physicians.

2.  Growth in the IMG suppiy of residents when
USMG resident growth is now flat seems
counterproductive,

3. Theargument that notencugh primary care phy-
sicians are being educated, and its corollary, that
too many specialist physicians may have been
produced. Any increase in specialization by
IMGs, whether or not in greater proportion than
USMGs, is a cause for concern,

-4, The notion that the country is paying too much,

for graduate medical education, especially
through the Medicare Program (U.S. General
Accounting Office, 1989). The Congressional
Budget Office recently argued that because IMG
residents are, for the most part, not U.S. citi-
zens, the Federal Government has no business
paying hospitals for their graduate education
under periods of budget deficit (Congressional
Budget Office, 1995).

A more recent concern about the number of
physicians entering the workforce arises out of the
growth of managed care plans, particularly since
the eatly 1990s. Because managed care plans use
physicians more efficiently than fee-for-service
medicine and use many non-physician substitutes,
itis expected that fewer overall physicians will be
needed in the workforce, contributing further to a
projected oversupply. This perception has led to
several major recommendations to restructure and
slow the growth of the U.S. physician workforce.

- Certain of these potentially affecting IMGs in-

cluded recommendations to reduce the number of
first-year residency positions (in addition to
COGME reports, see Physician Payment Review
Comimission, 1993, the Pew Health Professions
Commission, 1995, the Institute of Medicine,
1996, and the 6-organization Consensus Statement
of the AMA, AAMC, AOA, AACOM, AAHC, and
NMA, 1997).1%181920 The Pew Health Professions
Commission also called for reducing the nymber
of entering medical school students by closing
some medical schools.

In sum, the intersection of a doubling of IMG
residents in about one-half decade with widespread
increases in the presence of managed care plans
has reinforced a number of older concerns about
IMGs specifically and the size and composition
of the 1.8, physician workforce generally. To an
extent not seen for many years, both state and fed-
eral governments, several professional medical as-
sociations, and many academic experts have fo-
cused their attention on IMGs as a key part of the
physician workforce that deserves re-examination.

"Physician Payment Review Commission. 1993 Annual Report to Congress. Washington, D.C., 1993,

'8Pew Health Professions Commission. Critical Challenges: Revitalizing the Health Professions for the Twenty-First Century:
Third Report of the Pew Health Professions Comntission, San Francisco: University of California at San Francisco Center for

the Health Professions, 1995.

YInstitute of Medicine. The Nation's Physician Workforce: Options for Balancing Supply and Requirements. Washington, D.C.:

National Academy Press, 1996.

DAACOM, AMA, AOA, AAHC, AAMC, and NMA. Consensus Statement on the Physician Workforce. Paper issued at a joint

press conference, February 28, 1997, Washington, D.C.
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- LEGAL ISSUES AND POLICIES RELATING TO IMGS

In recent years a number of organizations, in-
clnding COGME, have proposed policies that
would restrict the access of IMGs to training op-
~ portunities in the United States. However, in many
cases, such proposals raise complex legal issues
that are beyond the usual scope of consideration
in discussions of physician workforce policies.
These issues include questions regarding the con-
stitutionality of some proposals, and questions re-
lating to the details of immigration law and policy.

To enhance its understanding of these con-
siderations, COGME commissioned a study to ex-

amine legal issues relating to IMGs and related .

policy proposals.?! This type of analysis inevita-
bly involves many interpretations of law, and le-
gal experts may differ in their views. While
. COGME does not endorse particular legal inter-
pretations, this information was important in the
consideration and development of the current set
of recommendations. Itis presented here as back-
ground to the current recommendations, and to en-
hance a broader discussion of these issues.

Constitutional Issues

One proposal that has emerged from discus-
sions of methods to limit the entry of IMGs into
the U.S. physician workforce is to restrict govern-
ment-funded (e.g., Medicare) GME payments for
IMG residents. The impact of such a restriction
would be significant upon a large nuomber of alien
physicians residing in the U.S. who are seeking
residency training. Any application of a restric-
tion on GME funding against atl IMGs would be
prejudicial to the ability of these individuals per-
manently residing in the U.S. to earn a living from
their chosen occupation.

There are several legal issues stemming from
constitutional law that might derive from a *“dis-
criminatory” reimbursement program with the ob-
jective of eliminating or substantially restricting
the ability of IMGs—or the hospitals that employ
them—to receive reimbursement for services per-
formed principally under the Medicare and Med-
icaid programs. There are two background points
that must be considered when examining these
proposals. First, not all government-based dis-
crimination is unlawful or unconstitutional. Dis-

crimination only becomes a concern if certain le-
gally protected rights are violated. IMGs form a
heterogeneous group in regard to citizenship and
visa status. IMGs who are U.S. citizens and per-
manent residents could be largely immune from
policy changes that involve non-immigrant aliens,
particularly changes with respect to the exchange
visitor visa program.

In general, two primary constitutional doc-
trines are central o policy deliberations regarding
discriminatory reimbursement proposals separat-
ing IMGs and USMGs in GME. The first doc-
trine concerns the Equal Protection Clause, a con-
stitutionally-based doctrine creating limits to fed-
eral and state actions that discriminate on the ba-
sis of certain proscribed classifications, Courts
have examined three facets of this doctrine:

The nature of the discrimination
The class at whom discrimination is aimed

The relationship between the discriminatory
action and the objective of the action.

The second doctrine concerns due process.
This derives from the belief that substantive gov-
ernment action and the procedures undertying it
should be based on essential elements of fairness
0 as not to impinge on individual rights.

Likely Constitutional Doctrines
Evoked

Discriminatory Medicare or Medicaid reim-
bursement policy vis-d-vis IMGs probably would
not result in the courts concluding that IMGs are
a class of persons subject to a “full-blown™ analy-
sis stemming from discrimination based on race,
national origin, and other similar factors. This
view is based on the observation that physicians
— and by extension IMGs — do not receive pro-
tection as an occupational group. IMGs® varia-
tion in origin and citizenship do not define them
as a tightly knit group defined along alienage lines.
In addition, IMGs do not constitute the “discrete
and insular minority” that such constitutional pro-
tection requires,

On the other hand, the courts might examine

" the legality of discriminatory reimbursement

# Aronson, RD, Legal Considerations in Evolving Policy Determinations Toward Internationat Medical Graduates (iMGs),

August 1996, prepared for COGME
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policy if they felt that there would be disparate
impact leading to undue burdens on a potential
(“suspect”} classification of persons. In this case,
the government would have to show a compelling
reason and interest in restricting IMGs from reim-
bursement; specifically, the government would be
required to show that the reimbursement reguia-

tion did not result from a discriminatory purpose.

The text of some proposals suggests that this would
be exceedingly difficult to do since the fundamen-
tal purpose of recommendations limiting GME re-
imbursement is to limit the training opportunities
for IMGs. A more broadly based regulation limit-
ing reimbursement to reduce overall physician sup-
ply and not specifically aimed at IMGs would
probably be less likely to cause the courts to in-
voke the disparate impact doctrine.

Finally, concerning the disparate impact doc-
trine, potential constitutional issues might be raised
about Medicare and Medicaid populations falling
into a “discrete and insular minority” (see next
section). '

Areas of Putential‘dudicial Concerﬁ

There are at least eight different grounds upon
which judicial review of a government regulation
limiting GME reimbursement to IMGS might be
based.

Disjunction Between Means and Ends — 1t
is considered a moot point whether the ultimate
objective of controlling GME enrollment and phy-
sician supply justifies restricting IMG admission
to GME via constraints on government funding of
GME for IMGs. The intended purpose may not
be seen as rationally served by the specific carv-
ing out of a subgroup whose distinguishing char-
acteristic is alien national origin. This is so par-
ticularly in view of the alternative of broader
across-the-board restrictions in GME funding with-
out specifying IMGs for particular discriminatory
treatment,

Negative Iinpact on “Beneficiary Classes” —
This concern is simply whether Medicare benefi-
ciaries and Medicaid eligibles-—and the institutions
that serve them—would be detrimentally affected
by IMG reductions due to specific GME reimburse-
ment treatment. The legal view suggests that lim-
its on reimbursement rather than their total eradi-
cation might be viewed more favorably.

Other Avenues To “Discrete and Insular Mi-
nority” Status — 1t is improbable that IMGs would
fall into this status for reasons ouflined above.
However, the “immutable characteristic” of hav-

ing obtained a medical degree abroad coupled with
IMGs’ lack of influence over the democratic pro-
cess (for non-U.S. citizens) could prompt some
courts to rule that IMGs are a “discrete and insu-
lar minority,” eligible for the protection that the
law provides them, '

Prohibition of IMG Practice of Medicine —
Courts are likely to view negatively any blanket
provision prohibiting IMGs—particularly U.S. citi-
zens and permanent residents—from practicing
medicine in the United States. Sufficient and well-
accepted mechanisms to gauge and evaluate pre-
paredness for GME, for judging competence, and
for control of guality exist in the United States, so
no argument could be made that GME reimburse-
ment restrictions relate to the reduction in the clini-
cally incompetent. A blanket provision solely to
control supply is not likely to be viewed favor-
ably.

Education and Exclusion — Historically
courts have ruled against any regulation that re-
duces access to educational opportunities, and to
the extent that GME reimbursement mechanisms
may be viewed as linked to educational opportu-
nity, so there is likely to be a certain activism of
courts in this area.

Privacy and Health Care — If regulations
reducing GME reimbursement to IMGs were
shown to be negatively linked to Medicare ben-
eficiaries” and Medicaid recipients’ access to care,
this could lead to the jeopardizing of other consti-
tutionally protected rights and interests. For ex-

. ample, the right to privacy between IMG provider

and patient could be construed to be violated by
GME restrictions if it reduced access to provid-
ers. :

Right of Travel — This would relate mostly
to U.S. citizen IMGs in that the right to travel could
be resiricted should GME reimbursement limita-
tions effectively reduce the travel involved for a
person seeking a medical education abroad.
Whether courts would see this point as an accept-
able burden or as an oufright prohibition is un-
clear.

Discrimination in the Workplace — Stem-
ming from the Civil Rights Act of 1886 and the
Antidiscrimination Provision in the Immigration
and Nationality Act, an IMG could go to coutt on
the basis of discriminatory employment practices
by U.8. hospitals implementing a restrictive GME
reimbursement regulation.

~ In summary, it is difficult to predict whether
proposed discriminatory government-funded




ELEVENTH REPORT OF COGME

GME reimbursement would be upheld or struck
down by the courts. However, there would be a
susceptibility to judicial challenge along one or
more of the lines described above. If, on the other
hand, reimbursement restrictions were applied
evenly, without specific reference to IMGs or any
subclass of IMGs, e.g., exchange visitors, the prob-
ability of legal challenges would be much less.
That is, to achieve national goals of limiting phy-
sician supply, a non-discriminatory proposal or
proposals specifying neither IMGs nor USMGs
" could be developed and enacted that would not be
overturned by the counrts,

Immigration Issues

COGME reviewed a wide range of immigra-
tion issues. A key contextual feature of immigra-
tion law in the United States is the perceived re-
iuctance of Congress to make major substantive
changes to the system of legal immigration. Based
on the available evidence, it appears that Congress
has concluded that the general numerical limits and
underlying grounds for admission, including em-
ployment and professional classifications, serve the
national interest in their present form. If true, this
would imply that no material change in immigra-
tion law altering the legal channels of alien physi-

_cian immigration is likely to occur.

Whether or not many locales and segments of
the U.S, population are well served by IMGs and
foreign-trained physicians, immigration appears to
be a critical issue. Some government programs
have linked immigration of physicians to provid-
ing service in areas of pronounced medical need,
such as the efforts of the U.S. Department of Agri-
culture and, until recently, the Department of Hous-
ing and Urban Development to relocate IMGs into
medically underserved rural and urban communi-
ties. Hence, agencies like these have adopted a
position based on the physician workforce prob-
lem of maldistribution.

Nonetheless, there may be conflict between
the separate objectives of reducing the supply of
physicians by limiting the supply of IMGs versus
the desirability of using IMGs to rectify the
maldistribution of physicians, This conflict is par-
ticularly significant if Congress is reluctant to en-
act legislation with the former objective unless the

second objective is simultaneously and effectively
addressed. As noted by Iglehart in his assessment
of the political arena in which IMG proposals have

- been recently debated, legislators have specific

aims:

Congress. .. [does] . .. not consider the ques-
tion [physician immigration] in the context of the
overall supply of physicians. Instead, they address
narrow interests, such as expanding residency po-
sitions to generate revenue and provide services,
staffing rural practices, or pressing the legal cases
of individual doctors seeking entry into the United
States.?

The key will be to execute a fair, evenhanded
proposal to deal with the abundance of physicians
while also finding ways to deal effectively with
maldistribution and with increasing the attractive-
ness of medical practice in areas traditionally
avoided,

IMGs as Temporary Visitors: Educa-
tional Exchange and the “J” Visa

The IMG “phenomenon” has its roots in the
arrival in the 1930s of roughly 5,000 to 7,000 for-
eign-trained physicians, often Jewish, who fled
European countries threatened by anti-Semitism 2
The establishment after World War II of the U.S.
Information and Educational Exchange Act of
1948 (the Smith-Mundt Act) and its exchange-visi-
tor visa (J-visa) program gave birth to the mecha-
nism that would enable many more thousands of
IMGs to train in the United States.

The exchange visitor program provides pro-
fessional or technical training to foreign nationals
for the purpose of enhancing the knowledge level
or transferring skills to the home country of the
exchange visitor. The exchange visitor program
is conducted under the auspices of the United
States Information Agency. The ECFMG is a
sponsoring institution under this program. For-
eign trained physicians wishing to acquire gradu-
ate medical education (GME) are tested, and if
certified as eligible, are sponsored by the Educa-
tional Commission for Foreign Medical Graduates
(ECFMG) when accepted into a GME position.
The ECFMG arranges for the issuance of a J-1
visa. These physicians are expected to return to
their home country (or last country of residence)

Pglehart, IK. “The Quandary Over Graduates of Foreign Medical Schools in the United States” The New England Journal of

Medicine June 20,1996 (334:25):1680-1683,

#Hdsall, DL, Patnam, TJ. “The Emigre Physician in America, 1941,” Journal of the American Medical Association, 1941; 117

(November 29): 1881-1888.
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for at least two years after completion of the resi-
dency training. However, this requirement may
be waived for exceptional circumstances or at the
request of an “interested Federal or State govern-
ment agency.” Exceptas aresultof a waiver, the J-
1 visa cannot be altered to & permanent visa status.

The U.S. exchange-visitor program, having
taken effect in July 1949, allowed foreign students,
including medical graduates seeking residency
training, who were able to enroll in a U.S. gov-
ernment-approved program, to come and stay in
the United States until their training was finished
{but not to exceed 7 years), For U.S, hospitals,
the willingness of foreign students to come to the
United States for advanced study was an unex-
pected but happy conjunction with their need for
physician personnel. By 1954, roughly 800 hos-
pitals had obtained approval by the U.S. Depart-
ment of State (which still runs this program) for

the training of IMGs.?! 1t is important to note that
the law explicitly stated that students in the J-visa
category were not intended to help hospitals, or
other organizations, to meet their staffing needs.

Table 4 and Graph 2 illustrate the role that the
J-visa program (and other statuses) has played in
recent years, From 1986 to 1995, IMG residents
on permanent resident visas (visas other than J)
declined from 72.4 percent to 33.3 percent of total
IMG residents while the total IMG residents in-
creased by over twofold. By contrast, IMGs on
exchange visitor visas increased from 22.3 percent
to 43.8 percent of the total. Immigrant and refu-
gee visa statuses have fluctuated and now appear
to be declining in relative importance, having
dropped to 4.1 percent of the total in 1995. The
miscellaneous category has grown from a handful
of IMGs to 18,7 percent, most of whom presum-
ably are H-1B visa holders.”

Year
1986
1988
1989
1990
1991
1992
1993
1994
1995
1996

n
4,480
4,134
4,107
4,974
5,845
6,192
6,982
6,772
6,985
7,782

Distribution of IMG Residents by Visa Status, 1986 - 1996*
Permanent Resident

%
724
58.3
56.4
52.4
49.7
445
40.4
36.3
33.3
37.3

Tahle 4

Exchange Visitor Immigrant/Refuge
n % n %
1,378 223 314 5.1
2,098 29.6 779 11.0
2,204 30.2 882 121
3,470 36.6 904 2.5
4,460 37.9 881 7.5
6,000 432 925 6.7
8,045 46.6 960 5.6
9,006 48.2 838 45
9,183 438 862 41
8,986 43.0 116 6

Miscellaneous Total
n % n %
15 2 6,187 100.0
75 1.1 7,086 100.0
95 1.3 7,268 100.0
145 15 9,493 100.0
581 4.9 11,767 100.0
777 5.6 13,803 100.0
1,280 7.4 17,267 100.0
2,062 11.0 18,678 100.0
3922 187 20,952 100.0
4,002 19.2 20,886 100.0

12

%Diehl S, Crosby, EL, Kaetzek PK. “Alien Physicians Training in Hospitals in the United States.” Journal of the American

Medical Assaciation 1954; 156(1):1-2,

BThe recent growih of IMGs correlates with growth both in exchange visitors (5.7-fold increase from 1986 to 1995) and in the
“miscellaneous” category (260-fold increase over 1986-1995). Among foreign-born IMG residents in 1995-1996, there were

2,363 who held various H visas. Before 1990, the H-1B visa was rarely used by physicians except for a small number of

internationally renown academic physicians involved in teaching and research. The Immigration Act of 1990 allowed clinical
medical practice to be included in the H-1B status, eliminating the distinction between teaching and research versus clinical
peactice, This change resulted in the increasing popularity of the H-1B visa.
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Percent IMGs in Each Visa Category

- Graph 2
Percent IMG Residents by Visa Status, 1986-1995*

B Exchange Visitor Miscellaneous O Immigrant/Refugee B Permanent Resident
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Year
*Omits U.S.-citizen IMGs; data for 1987 unavailable
Source: Various "Medical Education" issues of the Journal of the American Medical Association

13




ELEVENTH REPORT OF COGME

The Educational Commission for Foreign Medical Graduates

14

In 1956, the Educational Council (now Com-
mission) for Foreign Medical Graduates (ECFMG)
was established to develop and implement a sys-
tem of (1) validating the educational credentials of

. foreign-trained physicians, and (2) establishing the

preparedness of IMGs to undertake graduate medi-
cal education in U.S. hospital residency programs.
The tactic chosen to meet the second objective was
the development and administration of a standard-
ized examination. The U.S. Department of State
has recognized the ECEMG as the official agency
to undertake this task. By March 1958, the ECFMG
administered its first examination to about 300 can-
didates at centers in the United States (Smiley,

1962). By 1982 the semi-annual one-day test was .

given in 40 U.S.-based centers and 117 centers
abroad. The examination was based on questions
prepared by the National Board of Medica! Exam-
iners (NBME).

“Inthe years that followed, the ECFMG exami-
nations have evolved through a number of changes.

‘These include the Visa Qualifying Examination

(VQE), a two-day examination given between 1977
and 1984, subsequent to Federal legislation that
foreign nationals seeking U.S. training had to at-
tain passing scores on this examination to become
eligible for either the exchange-visitor visa or the
permanent resident visa. In 1984, both the VQE
and the old standard one-day examination were
replaced by the Foreign Medical Graduate Exami-
nation in the Medical Sciences (FMGEMS), a two-

day examination entirely like the VQE but which
was now required of both foreign-national and
U.8.-citizen IMGs. In a move to develop a single
licensure examination for all medical graduates
for GME candidacy, the FMGEMS was phased
out in the late 1980s, overlapping with the institu-
tion of the NBME series (Parts I, II, and III) of
national board examinations which were previ-
ously reserved solely for graduates of U.S. and
Canadian medical schools. The latest and current
version of the ECEMG’s examinations, established
in 1992, comprises Parts 1 and 2 of the three-part
United States Medical Licensing Examination
(USMLE), now taken by both IMGs and USMGs.
In most States Part 3 of the USMLE is not given
to residents until after the completion of their resi-
dency training. '

The ECEMG has developed a Clinical Skills
Assessment {CSA), to be part of its certification
process. The CSA tests a medical graduate’s abil-
ity to gather and interpret clinical patient data and
communicate effectively in the English languoage.
It will attempt to assess whether the examinee can
obtain a relevant medical history, perform a fo-
cused physician examination, and compose a writ-
ten record of the patient encounter. CSAs will be
administered by the ECFMGQG in Philadelphia, be-
ginning July 1, 1998. The effect this will have on
the number of ECFMG@G certifications for residency

‘training is uncertain at this point,
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Woaiver of the J-1 Return-Home Requirement

The use of waivers by interested government
agencies to provide physicians for medically
underserved areas has been controversial. Differ-
.ent agencies have established individual policies
with respect to these waivers. DHHS does not
consider the use of the waivers for J-1 visa hold-
ers as appropriate to alleviate physician shortages
in underserved areas. DHHS only requests J-1
waivers for persons of outstanding merit who are
involved in projects of national interest, the suc-
cess of which would be compromised were these
individuals not retained. In contrast, the Appala-
chian Regional Commission, the Department of
Agriculture, and the Department of Housing and
Urban Development (HUD) have requested waiv-
ers to provide physicians to underserved areas, al-
though HUD has ceased requesting waivers as of
this writing, Many communities and institutions
requesting waivers on behalf of J-1 visa holders
assert that their diligent efforts to recruit qualified
U.S. trained physicians have been futile,

In 1994, Congress expanded the concept of
interested agencies to include the public health de-
partments of States. This provision, provided in
The Immigration and Nationality Technical Cor-
rections Act of 1994 (Pub. L. 103-416), allows
public health departments of individual states to
request up to 20 waivers per state up through 1996,
This date was extended in subsequent legislation.
DHHS was required to determine the eligible short-
age areas in which these waivered physictans can
serve, and has designated both Health Professional
Shortage Areas (HPSAs) and Medical Underserved

Areas/Medical Underserved Populations (MUAs/
MUPs) as appropriate shortage areas for physi-
cian placement.

The number of J-1 waivers requested annu-
ally by the various interested agencies, at least 90
percent of which are for service-based reasons,
increased from 70 in 1990 to 1,746 (including
149 State requested waivers) in 1996, The num-
ber of agencies requesting such waivers increased
from one in 1990 to about 30 in 1995, Reporting
on its assessment of this waiver program, the GAQ
stated:

No agency has clear responsibility for ensur-
ing that the placement efforts are coordinated. . .
federal agencies are now working together infor-
mally, they still have ditfering policies, overlap-
ping jurisdictions, and varying communication
with the states. . . . .controls are somewhat weak
for ensuring that physicians continue to meet the
terms of their agreements.”

Many other individuals and organizations in-
volved in issues of physician supply, including the
Pew Foundation and the Institute of Medicine,
have expressed concern that the waiver program
is contributing to an oversupply of physicians in
the United States while depriving the home coun-
tries of these physicians with needed talent and
expertise. Questions also have been raised as to
whether allowing waivers for physicians trained
in U.8, GME programs under the exchange visi-
tor program subveris the original intention and pur-
pose of this program,

*Information provided by the Waiver Review Branch, United States Information Agency.

UCarrespondence from the United States Tnformation Office.

HGeneral Accounting Office. Foreign Physicians: Exchange Visitor Program Becoming Major Route to Practicing in the. U.S.
Underserved Areas GAO/HEHS-97-26 (December 30,1996), pg 3.
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Like the J-1, the H-1B visa is a temporary,
nonimmigrant visa. Prior to enactment of the Im-
migration and Nationality Act (INA) of 1990, alien
physicians could enter the United States with an
H-1B classification only at the invitation of an edu-
cational or research institution to teach or to con-
duct research or both. These physicians were pro-
hibited from engaging in patient contact except
under supervision. The 1990 Act removed these
restrictions, which then allowed alien physicians
to obtain an H-1B visa to enter the U.S. témpo-
rarily for the purpose of providing physician ser-
vices if visa and licensure requirements are met,
Subsequently, INS reported an inctease in the num-
ber of physicians admitted under the H-1B cat-
egory each year from 483 in 1992 to 1,216 in 1994,
It should be noted that, unlike the I-1, the H-1B
visa can be converted to permanent visa status
within five years, through family- or employment-
based petition.

The Miscellaneous and Technical Immigra-
tion and Naturalization Amendments (MTINA) of
1991 (P. L. 102-232) amended the INA to require
the alien physician wishing to provide indepen-
dent patient care to: a) demonsirate competency
in written and oral English and b) pass the Fed-
eration Licensing Examination {FLEX) or an

equivalent examination. The MTINA stipulated ‘

that the Secretary of Health and Human Services
determine examinations equivalent to the FLEX.
As published in the Federal Register, September
16, 1992, the National Board of Medical Examin-
ers (NBME) Examination Parts 1, 11, and IIT and
the United States Medical Licensing Examination

(USMLE) were determined to be equivalent to the

FLEX. Both the FLEX and the NBME examina-
tions were phased out by mid-1994. The only ex-

amination currently given that is determined
equivalent to the FLLEX is the USMLE Steps 1,2
and 3, The USMLE provides a common evalua-
tion for ali applicants (both domestic and foreign
medical school graduates) for medical licensure
and replaces boththe FLEX and the NBME Ex-
amination Parts I, II, and IT1.

As part of its certification process, the
ECFMG administers Steps 1 and 2 of the USMLE
to IMGs seeking admission to accredited U.S. resi-
dency programs. Although recognized by State
licensing boards for licensure purposes, combina-
tions of the new Steps of USMLE with parts of
the phased-out examinations are not accepted for
the purpose of obtaining an H-1B visa. An IMG
not completing all parts of the phased out exami-
nations must take all Steps of the USMLE to
qualify for an H-1B status.

The legislative provision allowing alien phy-
sicians to engage in direct patient contact has had
an unexpected consequence. It does not appear
that it was either contemplated or intended that
alien physicians would be able to obtain an H-1B
visa to éngage in GME, thereby circumventing the
J-1 visa with its two-year home resident require-
ment. Some State medical boards do not require
completion of one year of GME prior to taking
Step 3 of the USMLE. Therefore, passing Step 3
of the USMLE without having completed at least
one year of GME allows an IMG to qualify for an
H-1B status. The [mmigration and Naturalization
Service (INS) attempted in 1994 to amend the
MTINA to prohibit a foreign medical graduate
from seeking an H-1B classification for the pur- .
pose of taking a medical residency training in the
U.S. However, considerable opposition developed
and the proposal was eventually withdrawn.
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COMPARISON OF IIVIGS AND USMGS IN FILLING GAPS INl CARE
TO THE UNDERSERVED

An analysis of data to probe and compare ser-
vice by IMGs and USMGs in areas with particu-
larly needy populations produced the following
results.?

Geographic Distributions of IMGs and

USMGs

The data indicate that in comparison to
USMGs, IMGs are:

* more likely to be found in two U.S. census
regions—the Mid-Atlantic and the East North
Central divisions

*  slightly more likely to be found in urban (met-

ropolitan) counties, particularly those of 5

million or more population

*  much more likely to be found in core urban
counties of one-million or more population,
and

*  more likely to be concentrated in fewer U.S.
states: about 50 percent of all IMGs are in
just ten states compared to 30 percent for
USMGs '

These results are consistent with many others
that suggest that IMGs are less evenly distributed
across the nation and states than USMGs. How-
ever, more refined analysis of the characteristics
of the populations in the counties served by IMGs
challenges the inference that IMGs are exacerbat-
ing the geographic maldistribution of physicians.

The Geographic Distribution of IMGs
in Relation to Population Character-
istics

A comparison of the proportions of IMGs and
USMGs in counties with potentially underserved
or needy populations according to a number of
characteristics generally indicates that counties
with underserved characteristics have a higher pro-
portion of IMGs than other counties, This finding
is consistent for all physicians and for primary care
physicians alone.

In particular, the results show prevalent and
consistent IMG “gap filling” for states with coun-
ties having “worse” scores on a number of indica-
tors of health and economic status. Specifically:

¢ infant mortality rates of greater than 8.9/1,000
live births,

¢ average to below average socioeconomic sta-
tus scores,

+ percapita incomes less than $16,800 per cap-
ita income,

*  Nonwhite populations greater than 12.5 per-
cenf,

¢ more than 14.9 percent of the population old-
er than 65, ‘

* designation as a partial or full health profes-
sions shortage area,

¢ nonmetropolitan populations of less than
50,000 population, and

s physician-to-population ratios less than 120/
100,000.

These findings are potentially a major contri-
bution to our understanding of the geographic dis-
tribution of IMGs. No known prior published or
unpublished studies have documented the extent
of IMG “gap filling” according to geographic lo-
cation.

“Gap Filling” According to Specialty
and Employment Setting

A second way of assessing the “gap filling”
contribution of IMGs is through a breakdown of
specialty by employment setting. National data
disaggregated by locus of the particular employ-
ment setting of the IMG or USMG specialist show
that:

*  primary care, ob/gyn, general surgery, emer-
gency medicine, internal medicine specialists,
surgical specialists, and “hospital-based” spe-
cialist IMGs were more likely than USMGs
to be in state, county, district, and municipal
hospitals; and

+  for a number of these specialty groups, IMGs
were more likely to be in community and pro-
prietary hospitals and Veterans Administration
hospitals; and

= for psychiatric specialists, IMGs were over
three times more likely to be in state, county,
district, and municipal hospitals, and nearly

Stephen 8. Mick and Shoou-Yih Danicl Lee, An Analysis of the Comparative Distribution of Active Post-Resident IMGs and
USMGs in the United States in 1996, October, 1996, presented at the September 1996 COGME meeting.
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twice as likely as USMGs to be in communi-
ty and proprietary hospitals as well as Veter-
ans Administration hospitals,

These findings show the “gap filling” role of
IMGs in public institutions, both federal, state,
county, and local.

Citizenship-Visa Status of IMGs

‘About forty percent of IMGs are currently
U.S. citizens, either native-born or naturalized. In
addition nearly thirty percent are permanent resi-
dents, on their way to becoming U.S. citizens.
Thus, seventy percent of active post-resident IMGs
are most likely to be permanent additions to the
U.S. physician workforce. Oddly, twenty percent
of IMGs declare holding an exchange visitor visa,
something presumably not technically possible for
post-resident (past graduate medical education)
IMGs.

For the most part, no strong correlates of IMG
exchange visitor status emerged from the above
analysis. Exchange visitors show a tendency to
be located in some “gap filling” areas, but these
findings are not consistent. Nevertheless, when
exchange visitor IMGs are compared to all other

IMGs, the USMG-IMG “gap filling” differences
persist for both exchange visitor and non-exchange
visitor categories, suggesting that the previous
analyses where citizenship-visa status was ignored
are valid.

Gonciusion

These analyses reveal an overview portrait of
IMGs and USMGs consistent with previous pub-
lished and unpublished work. Although both
groups share much in common, important differ-
ences emerge that distinguish these two key sub-
groups of the U.S. physician workforce. In par-
ticular, the “gap filling” findings, which focused
on the active post-resident IMG stock of the U.S.
physician workforce, raise questions about the
possible long term effects of a reduction in gradu-
ate training opportunities in U.S, hospitals. Cur-
tailment of GME opportunities for IMGs may ne-
cessitate policy initiatives {0 replace IMGs with
USMGs in locations and institutions with
underserved populations. Renewed efforts will be
required to attract U.S, graduates to the places,
specialties, and practice settings that IMGs have
filled in disproportionate numbers.
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THE E_QUALITYOF IVIG AND USMG GEOGRAPHIC DISTRIBUTIONS,

BY SPECIALTY

Gini Index

The relationship between physician and popu-
lation geographic distributions was examined by
BHPrstaff* The key measure used to compare the
geographic distribution of IMGs and USMGs was
the Gini index, a commonly used device in economic
studies. The Gini index assesses the degree of equal-
ity {or inequality) of a given resource by comparing
its distribution to a standard, usunally the distribution
of population. It ranges in value from O (perfect
equality) to 1 (perfect inequality). For example, the
equality of the distribution of income is often evalu-
ated by ranking the U.S. population by annual in-
come and computing the share of total income earned
by each decile. Income would be said to be evenly
distributed, and the Gini index would have a value
of 0, if each population decile received exactly 10
percent of total income. The more uneven the distri-
bution — some deciles receive much more than 10

~ percent of total income while others receive much

less -— the closer the Gini index value would be o 1.
In this study, the BHPr used the Gini index to exam-
ine the percent distribution of total population against
the percent distribution of physicians across ali 1,5,
counties for 1989 and 1994,

Gini Index Values for USMGs and IMGs,
1989 and 1994, by Physician Activity

1989 1994

All Patient Care Physicians® .183 .183
USMGs .161 161
IMGs 271 280
All Post-Resident Physicians 153 .160
USMGs 134 47
IMGs .241 .249
All Hospital-Based® Physicians .232 233
USMGs 214 .203
IMGs .269 .288
Resident Physicians (GME) 307 322
USMGs 295 299
IMGs 374 400

a. Includes residents b. Excludes residents

Table 5

Data from the AMA’s Physician Masterfile for
1989 and 1994 were linked to county level popu-
lation data for those years from the Area Resource
Files {ARF). In contrast to the study reported in
the previous section, this analysis used the county
as the unit of analysis (The AMA aggregated in-
dividual physician records to the county level) and
aggregated these data into 9 categories according
to county size.

For all patient care physicians regardless of spe-
cialty or IMG-USMG status and regardless of status
as a resident or a post-resident physician, the Gini
index values for 1989 and 1994 were both 0,183,
That is, over the 5-year period examined, there was
essentially no change in the distribution of the phy-
sicians with respect to the total population despite
rapid growth in supply. The comparable figures
for IMGs were 0.271 in 1989 and 0.280 in 1994,
suggesting a slight movement toward greater in-
equality. Table 5 summarizes the calculations for
various groupings of physicians. The most un-
evenly distributed group is IMG residents, whose
distribution also showed the largest movement
toward greater inequality.

Other combinations of specialties, practice ac-
tivity, and IMG/USMG status were examined. In
general, IMGs were more concentrated than
USMGs, that is, they were less evenly distributed
according to population than were USMGs over-
all. GP/FP specialists had the most equal distri-
bution while other specialties were less equally
distributed by comparison. This cross-specialty
relationship existed separately for both USMGs
and IMGs. The GP/FP equal distribution is the
product of complementary IMG and USMG dis-
tribution. IMG GP/FPs are predominantly located
in counties of high density while USMGs are found
in greater proportion in the more rural counties,
With exceptions, there was a general tendency for
equality in the physician-to-population distribu-
tions to worsen over the period 1989 to 1994,

Conclusion

These findings show that, at the rational ag-
gregate level, IMGs were less evenly distributed than

®politzer R, Cultice I, Meltzer A, “The Geographic Distribution of Physicians in the U.S. and the Contribution of International
Medical Graduates,” To be published in March 1998 issue of Medical Care Research and Review.
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USMGs. Generally, there appears to be a tendency
for much of the analysis to show a worsening of equal-
ity of distributions over time, regardless of USMG-
IMG status. Overall the findings of the study sug-
gest that the growth of IMGs has contributed to a
more uneven geographic distribution of physicians,
and that physician maldistribution continues to be a
problem even as the total number of physicians in-
crease.

At the same time, however, these findings do
not coniradict those suggested in the previous sec-
tion. Even though IMGs may be concentrated in
counties with substantial numbers of USMGs, some
IMGs may still provide a disproportionate amount
of care to underserved populations. Moteover, more
“gap filling” care provided by IMGs may occur at
the sub-county level. More research is needed to
measure more accurately IMGs’ contribution to car-
ing for underserved and minority populations.
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