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Letter from Glasgow

HIPS AND TIPS-NEW TERMINOLOGY IN THE
NATIONAL HEALTH SERVICE
The National Health Service (NHS) was set up in 1948 and was
one of the instruments in the post-World War II Labour
Government's attack on the five scourges afflicting British soci-
ety. These scourges, identified by Beveridge in his ground-
breaking report in 1942, were: squalor; want; ignorance; idleness;
and death. They were to be addressed by the creation of a compre-
hensive welfare state caring for all its citizens. The welfare state
would provide education, housing, employment (and where that
was not possible, unemployment benefit), and health care. Both
Beveridge and the Labour Government were helped by the fact
that World War II created a consensus in British society of
'pulling together' and creating a more equal society. As a conse-
quence of their far-sightedness, the NHS has been described as the
jewel in the crown of the post-war Labour Government's achieve-
ments. Little wonder, then, that the NHS has the distinction of
achieving an approval rating for it in British society unmatched by
other institutions (including the monarchy at its height of popu-
larity).

Even Margaret Thatcher, former British Prime Minister, at the
summit of her power did not dare to tamper with the central tenets
of the 'socialist' NHS as she saw it. What she did attempt was to
introduce the market ethos into the NHS and split it into purchaser
and provider parts. The idea was to introduce competition into an
internal market where health authorities and boards and general
practice (GP) fundholders (purchasers) would purchase health
eare from hospitals and other health care providers (from NHS
Trusts, private health care companies, or voluntary organiza-
tions).

Concentrate on the words in italics in the paragraphs above.
The phrase National Health Service is important in conveying
what its founders were trying to achieve-to create a uniform
service of primary, secondary and tertiary health care across
Britain. The other terms are important because, as in other areas
of human enterprise, the terms and language used reflect the
prevalent thinking; in this case, the ideology behind the changes
that were enacted in the NHS.

Of course terminology, in general, is important. Important not
for the sake of political correctness, but for conveying ideas
accurately, precisely and acceptably. Why else do we refer to
scheduled castes as opposed to untouchables, the First War of
Indian Independence as opposed to the Indian Mutiny, and Native
Amt:ricans and not Red Indians. On the other hand, words can also
be used destructively-to hurt, humiliate, or humble someone or
something-for example, nigger.

Since the Labour Government came into power in May 1997,
there have been many changes. One of these has been the change
in language with new terminology that has entered the NHS-the
new 'NHS-speak'. In new NHS-speak, the key word is coopera-
tion (new, Labour NHS) replacing competition (old, Conserva-
tive NHS). The following offers some choice phrases in the new
lexicon for the NHS in Scotland (NHSiS):

1. Primary Care Trusts:' New forms of trusts which provide
mental health, general practice, primary care and community
health services;

2. Local Health care Co-operatives: GPs be encouraged to come

together to strengthen and support practices delivering primary
health care;

3. Health Improvement Programmes (HIPs) developed by Health
Boards which bring together all parts of the NHS to develop
5-year plans for the NHS locally;

4. Trust Implementation Plans (TIPs) to be implemented by
Acute and Primary Care Trusts in line with the local HIPs;

5. Life circumstances:' This highlights the fact that the reasons
for health inequalities are related not only to personal behaviour
and choices but are a product of the social, economic and
cultural environments that individuals and communities find
themselves in.

(So now if someone asks what a HIP is, you know it's more
than a joint!)

ACUTE SERVICES REVIEW IN SCOTLAND
The new terminology reflects new directions and thinking for the
NHS in Scotland. One of those new directions is explicit in the
Acute Services Review Report? The Report is the work of a
Steering Group chaired by the Chief Medical Officer (CMO) in
Scotland, Sir David Carter. Sir David, incidentally, was an aca-
demic surgeon before taking on the CMO post. Members of the
Group were drawn from a wide range of clinical and managerial
backgrounds in the NHS, balanced by geographic considerations,
the voice of patient representatives, and different types of hospi-
tals. The brief of the Group was to undertake a review of the role
of acute hospital services in the network of clinical services in
Scotland taking account of:

--evidence of clinical effectiveness and outcomes;
-patient convenience;
-medical technologies;
-trends in demands;
-the development of primary and community services;
-relationships between hospitals;
-training needs of the clinical workforce; and
-research and development activity.

There were also 7 subgroups, each chaired by a member of the
Steering Group covering: cardiac disease; renal disease; neuro-
logical/neurosurgical diseases; peripheral vascular disease; treat-
ment services for children; diagnostic and support services; and
quality assurance and accreditation. The work of the group and
subgroups needed to take account of the current provision and
activity trends, service planning issues such as workforce plan-
ning, implications for resources, and clinical developments. There
was extensive consultation, e.g. through open meetings and
inputs from many different organizations such as the Royal
Colleges. It is estimated that the CMO met 9000 people during the
year-long review, allowing him to take comprehensive soundings
from NHS staff and users.

So much for the process of the Review, but what does the
Report recommend? Space does not allow me to be comprehen-
sive but some of the key themes to emerge for further discussion
are detailed below. The Report notes the need for systematic
mechanisms to monitor an equitable provision of high quality
acute services throughout Scotland. In a major chapter on 'Mod-
els of service delivery', a key development of Managed Clinical
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Networks for acute services is proposed. These Managed Clinical
Networks would be multidisciplinary, extend across Trusts and
Health Boards (as some tertiary services already do), and be led
by a lead clinician. Thus, the Report argues, acute services would
be delivered in a more equitable, rational and sustainable way. It
is envisaged that an Integrated Regional Vascular Service (IRVS)
could be a model to demonstrate this Managed Clinical Network
approach. However, there will not be a headlong rush; rather,
these Networks will evolve and be developed on the basis of
appropriate piloting.

The Report also notes the need to expand cardiac services,
particularly coronary artery bypass grafting (CABG) because,
despite the high prevalence of coronary heart disease in Scotland,
the rates for CABG (around 470 operations per million popula-
tion) are low as compared to Sweden with a rate of 800 per million.
On the issue of services for children, the recommendation is that
a 'virtual' Scottish Institute for Child Health be created linking
together the tertiary referral hospitals and maximizing their aca-
demic and research activities.

Chapter 8 of the Report deals with quality assurance and
accreditation. Although quality assurance and accreditation are
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still to be professionally-led processes, the perspective of patients
is of prime importance. Patients, the Report states, 'need to be
assured that all the services provided by the NHS are consistently
safe; and that, as part of nationwide public service, they comply
with nationally determined standards'. Other parts of the Report
cover issues such as emergency pressures, research and develop-
ment, and communication and information flow.

The Report is a key milestone in the development of the NHSiS
and is currently being pored over, digested and extensively
discussed in Scotland. Not all of its recommendations may make
it for implementation but it has set in motion a discussion about
how Scotland's acute services should be configured. Things will
never be quite the same again.
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COMPETENCY TESTING IS NOW REQUIRED FOR
INTERNATIONAL MEDICAL GRADUATES TO ENTER
RESIDENCY PROGRAMMES
The Educational Commission for Foreign Medical Graduates
(ECFMGs)l has been in business for 40 years. Since 1958, the
Commission has had the responsibility, through its certification
process, to assess the readiness of graduates from foreign medical
schools to enter residency or fellowship programmes in the
United States that are accredited by the Accreditation Council for
Graduate Medical Education. The foreign medical graduate (FMG)
must be ECFMG certified to be considered for training in these
programmes and there are 7000 or more such programmes.

An FMG is defined as a physician whose basic medical degree
or qualification was conferred by a medical school located outside
the USA, Canada and Puerto Rico. The medical school must be
listed at the time of graduation in the World Directory of Medical
Schools-a World Health Organization (WHO) publication.
American citizens graduating from foreign medical schools are
considered graduates offoreign medical schools and, conversely,
foreign nationals who obtain their medical degrees in the USA,
Canada and Puerto Rico are not considered to be FMGs.

The examination process has undergone a change since its
inception. The original ECFMG examination was changed to the
Visa Qualification Examination (VQE), followed by theFMGEMS
(Foreign Medical Graduate Examination in the Medical Sciences)
and then succeeded by Parts I and II Examinations of the National
Board of Medical Examinations (NBMEs) and, ultimately, in
order to provide for equality, all American graduates and FMGs
were given the same set of examinations. There are presently three
examinations:

1. United States Medical Licensing Examination (USMLE)-

Step I (basic medical), Step II (clinical) and Step III which is
a prerequisite for licensure in most States.

2. ECFMG certification entails passing Steps I and II, the ECFMG
English Language Proficiency Test and documentation of all
educational requirements to practice in the country of graduation
and an unrestricted license to practice in that country. Step III
requires ECGMG certification, one of the eligibility require-
ments to take the examination and ultimately get licensed.

3. The TOEFL (Teaching of English as a Foreign Language) may
only be taken if the candidate has previously taken the ECFMG
English Language Proficiency Test. The English Language
Proficiency Test result is valid for two years from the date
passed for purposes of entering a training programme.

Early in 1998, the ECFMG announced that the certification
process was being revised again. In addition to Steps I and II of the
USMLE and the English Language Proficiency Test, candidates
for certification would be required to take a Clinical Skills Assess-
ment (CSA) test, including an assessment of spoken English
proficiency. Also changed are the documentary requirements-
completion of all requirements for, and receipt of the medical
diploma. These became effective from 1 July 1998. Applicants
who received the Standard ECFMG certificates as ono June 1998
will be permitted to take the CSA, though they are not required to.

For a long time, the question of physician competence has been
difficult to deal with. The increasing demand for accountability
and challenges to physician competence in the malpractice arena,
and the innate forward motion required in medical education in
modem times have clearly dictated this move.

The CSA is a one-day examination which evaluates the
physician's ability to gather and interpret pertinent patient data
and communicate effectively with patients in English. The eligi-
bility criteria are passing the USMLE I and II and the English


