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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 (lRVS)
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.

REFERENCES
1 Scottish Office Department of Health. Designed to care-renewing the National
Health Service in Scotland. Stationery Office, Edinburgh, 1997.

2 Scottish Office Department of Health. Working together for a healthier Scotland.
Stationery Office, Edinburgh, 1997.

3 Scottish Office Department of Health. Acute services review report. Stationery
Office, Edinburgh, 1998

H. S. KOHLI

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 the FMGEMS
(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 ill 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 ill
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 ofthe
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



294

Language Proficiency Test. There are ten testing stations. In each
station, the examinees encounter a standardized patient (SP), a lay
person who is trained to consistently and accurately portray a
patient in a clinical scenario. The physical examination on the SP
reveals appropriate physical findings. Examinees are expected to
encounter these individuals as they would real patients---obtain-
ing a history, performing a focused physical examination and
composing a written record of the patient encounter. The disci-
plines included in the examination profile are internal medicine,
surgery, obstetrics and gynaecology, paediatrics, psychiatry and
family medicine. Each of the ten encounters will allow the exam-
inee 15 minutes to interact with the SP and 7 minutes to compose
a written record of the encounter. The total administration time is
approximately 5 hours and appropriate breaks are permitted. The
ECFMG has come under serious criticism for this move.

The test is only offered in Philadelphia, a logistical hurdle for
thousands of medical graduates around the world. The cost in
1998 is US$ 1200. Since the move of thousands of FMGs into
leadership positions in the local, regional and national medical
organizations-both scientific and political-several barriers have
been lifted. Indeed, the stigma attached to the word 'foreign' has
transmuted to all graduates of foreign medical schools being
called International Medical Graduates (IMGs). The IMGs are
vociferously reacting to this change. They say that the test
unfairly singles them out for yet another examination that is not
administered to American graduates. Clinical skills, they argue,
should be evaluated in all physicians.' There is widespread
agreement on this issue and the NBME is currently studying the
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examination methodology and logistics with a view to decide in
1999 whether such an examination is required for American
graduates.

The debate continues. Residency programme directors are
better prepared for recruiting and selection. American medical
schools are increasingly required to teach and evaluate clinical
skills. Most of this is done during clinical rotations and, for some
time now, there has been the OSCE (Observed Structured Clinical
Examination) used by many American schools, which is similar
to the CSA. IMG leaders continue to express skepticism. They are
making their voices heard in letters to the state and national
medical societies, interviews with the professional and lay media.
Most ask for a response from the ECFMG regarding the areas of
inequality and the unusual burden associated with taking the
CSA.3 Meanwhile, every physician who has graduated from a
foreign country and wishes to come to the USA for graduate
training will be required to fulfil the criteria for ECFMG certifi-
cation, and as of 1 July 1998 this includes the CSA which is
available only in Philadelphia at the Clinical Skills Assessment
Center of the ECFMG.
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ORGANIZING A PUBLIC DEBATE: ETHICAL GUIDE-
LINES ON BIOMEDICAL RESEARCH IN HUMANS

Introduction
The Indian Council of Medical Research (ICMR) and the Na-
tional Human Rights Commission (NHRC) recognized the need
for revision of the report issued some decades back on Ethical
Guidelines on Biomedical Research Involving Human Subjects.
They requested scientists from different parts of the country to
help draft the new guidelines. These scientists met in subcommit-
tees to discuss various aspects of medical research such as
genetics, clinical evaluation of drugs, tissue and organ trans-
plants, assisted reproductive technology and epidemiology. The
draft report is the outcome of their deliberations.

On the initiative of Justice M. N. Venkatachaliah, Chairper-
son, NHRC, it was decided to hold public debates on this draft
report in Calcutta, Mumbai, Hyderabad and New Delhi.

Planning the debate
The debate in Mumbai was scheduled for 20 September 1998.
Planning for it started in June 1998. Dr H. S. Juneja, Director,
Institute for Research in Reproduction and his team were the
prime movers. The group was expanded to include Dr Indraneel
Mittra (Tata Memorial Hospital) and Mr Vithal Nadkarni (The
Times of India). Since no such debate had ever been held in this

city to the best of our knowledge, we had to explore various
avenues to decide the best way for making public the contents of
the report and the unprecedented opportunity presented to the
citizens of Mumbai.

Mr Vithal Nadkarni published a detailed account of the need
for such a debate on guidelines for medical research and high-
lighted some aspects of the draft report in The Times of India.
Eminent experts were invited to interact with the public during the'
debate. The debate was structured in six sessions: general prin-
ciples of biomedical research, clinical trials, assisted reproductive
technology, human genetics, transplantation and epidemiology.
In each session, an expert was to summarize the relevant segment
of the draft report. This expert, together with two or three
colleagues from the same field, would discuss issues raised by the
public and would later present their own opinions on the draft
report. Rapporteurs were assisted by tape recordings of the
proceedings.

Dr Juneja and his team produced a booklet entitled, 'Why this
debate?' It explained the issues involved and emphasized the need
for active public participation so that vox populi was adequately
represented in the final guidelines. Copies of this booklet and
those of the complete draft guidelines were circulated to the
various major newspapers in the city, Doordarshan and All India
Radio. The covering letter requested their help in communicating
the salient features to the public. Finally, the venue and programme


