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Immigration policy and health care policy remain principal undertakings of the federal government.
The two have recently been pursued independently in the judicial and legislative arenas. Unbeknownst
to many policymakers, however, national immigration policy and health care policy are linked in ways
that, if unattended, could undermine the well-being of a significant portion of the US population, specif-
ically medically underserved rural and urban populations. Using current data from a workforce report
of the Association of American Colleges and the published literature, we demonstrate the significant
impact that contemporary immigration policy directives may have on the number and distribution of
international medical graduates who currently provide—and by the year 2025 will provide—a signifi-
cant portion of primary health care in the United States, especially in underserved small urban and ru-
ral communities. (J Am Board Fam Med 2018;31:163–165.)
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Immigration policy and health care policy remain
principal undertakings of the federal government.
The two have recently been pursued independently in
the judicial and legislative arenas. Unbeknownst to
many policymakers, however, national immigration
policy and health care policy are linked in ways that,
if unattended, could undermine the well-being of a
significant portion of the US population, specifically
medically underserved rural and urban populations.

Consider the actual projected growth of health
care demands in an increasingly aging US popula-
tion. The Association of American Medical Col-
leges released its physician workforce report, which
projected that by year 2030 the physician shortage
in the United States will reach between 40,800 and
104,000.1 Moreover, despite increases in the num-
ber of American medical school graduates who will

be eligible to fill these physician jobs after complet-
ing their residency training, by 2023 to 2024, 4,500
more physician residency training positions will
remain available than American graduates from US
medical schools who are able to fill them.2 This is
in part because of the shortage of graduates of US
medical schools who are willing to enter residency
training programs in medical specialties most
needed in small cities and rural parts of the country.
The latest data from The MATCH, the 2017 grad-
uate residency training program matching system,
shows that disciplines such as Internal Medicine,
Family Medicine, and Pediatrics-primary were un-
able to recruit sufficient graduates from US medi-
cal schools to fill all their residency training slots:
only 44.9%, 45.1%, and 67.5%, respectively, were
filled by graduates of US medical schools.3

This shortage of US medical school graduates
available to fill positions in such important primary
care specialties has been compensated mostly by
international (foreign) medical school graduates
(IMGs), that is, individuals who receive their med-
ical school education outside of the United States.
In 2017, 68% of all IMGs admitted to the United
States filled these much-needed primary care va-
cancies. Many of these IMGs are not born in the
United States, and only a very small number of
US-born students obtain medical school training
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abroad. Historically, among non-US-born IMGs,
45% originate from medical schools in the Middle
East (16%) and Southeast Asia (29%), primarily
India.4 Remarkably, nearly 14,496 of currently ac-
tive physicians in the United States were educated
in Middle Eastern countries.5 All IMGs must clear
multiple rigid academic requirements and obtain
certification by the Educational Commission for
Foreign Medical Graduates before being able to
apply to residency in the United States. Although
initially some may not fare as well as their Ameri-
can counterparts on the US Medical Licensing Ex-
amination,4 by the time they are out of their resi-
dency training and into general practice, IMGs
provide high-quality care for the US population. In
fact, recent studies show that patients whose care
was provided by an IMG internist had survival as
good as or better than those whose care was
provided by US graduate internists.6,7 Impor-
tantly, many IMGs fill much needed physician
roles in underserved areas. They provide invalu-
able care in rural areas of the United States,
filling the gaps in health care and physician
shortage in those areas. In fact, IMGs provide
nearly 20% to 25% of all care in chronically
underserved parts of the country and constitute
up to 52% of the primary care physician supply
in some areas of the country, such as rural coun-
ties.8 Similarly, in urban areas IMGs dispropor-
tionally provide care in the poorest neighbor-
hoods within cities.9

It is estimated that if all primary care IMGs were
suddenly removed, 1 of every 5 adequately served
nonmetropolitan counties in the United States
would become underserved, and that the percent-
age of nonmetropolitan counties with a physician
shortage would increase from 30% to 44.4%.10 On
February 2, 2017, Thomas Nasca, MD, CEO of
the Accreditation Council for Graduate Medical
Education, issued a statement affirming that the
recent White House Executive Order11 regarding
immigration from Middle Eastern countries would
adversely affect over 10,000 licensed physicians in
the United States who graduated from medical
schools in 1 of the 7 countries named in the recent
executive order—physicians who provide the care
for more than 900,000 patients across the United
States annually.12 The executive order also has re-
percussions for the 1800 physicians who graduated
from the 7 named countries and are currently en-
rolled in Accreditation Council for Graduate Med-

ical Education–accredited residency and fellowship
training programs. Retention of these graduates in
the United States is integral because of their will-
ingness to provide care in underserved areas. An
interesting report from Washington State demon-
strated that after concluding their commitment to
their J-1 visa waiver employer, 74% of these doc-
tors relocated to more urban centers within the
state.13 Many of these remained in their positions
for an average of 34 months after fulfilling their
obligation to their employer. Regretfully, 38% of
these elected to relocate because their employer
“should have shown them more respect.”13

With the predicted future shortfall of US med-
ical graduates who are willing and able to fill these
positions in primary care and the increasing de-
mand for health care in the United States, the role
of IMGs in providing essential medical care in
underserved urban and rural parts of the country
will become more salient. To that end, we must see
that our country’s immigration policy does not ag-
gravate these shortfalls and further widen the gaps
in care for many US residents living in medically
underserved areas of the county.

To see this article online, please go to: http://jabfm.org/content/
31/1/163.full.
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