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Slide 1. Allow me to introduce myself and my co-authors. I am Theo van Berkestijn and I am chairman of the Committee Foreign Degree Holders Health Care of the Dutch Ministry of Health. This committee advises the Minister of Health on the admittance of doctors and other health care professionals from outside Europe to grant them a licence to practice in the Netherlands. This presentation focuses on doctors only. The committee for doctors is composed of eight members, as nominated by the eight medical faculties and the Royal Dutch Medical Association.
For the admittance of doctors from outside Europe, an assessmentprocedure has been  developed with the help of my co-authors Ted Splinter (Rotterdam),  Olle ten Cate (Utrecht) , Remco Bezema (Groningen), Joost Dijkstra (Maastricht) and Cor Postma (Nijmegen), which will be shown during the remainder of this presentation.
Slide 2. What is the core problem, that we want to present to you? The borders of the European Union are in fact those of the borders of the individual member states. Each of these states  has different procedures for the admittance of doctors from outside the European Union. Moreover, between the EU member states there is a system of automatic mutual recognition. The problem is, therefore, to prevent insufficiently qualified medical graduates from outside the European Union from using  loopholes in the complex system of admittance procedures and, in doing so, effectively so make themselves secure of admittance in the entire Union.
Slide 3. International mobility of doctors is a growing phenomenon. Medical diploma’s are recognized  mutually between the EU member states, extended with the three EFTA (European Free Trade Association) countries Liechtenstein, Norway and Iceland together comprising the EEA  (European Economic Area). With Switzerland there is a separate treaty. In total the area of mutual recognition comprises 31 countries. When I mention EEA in this presentation, Switzerland is included.
Slide 4. European law concerning the mutual recognition of medical diplomas is laid down in  the so-called sectoral directive. It formulates minimum requirements for the mutual recognition of professional qualifications and the education and training of these professions is co-ordinated. 
Slide 5. Diplomas of medical doctors and some other health care professions are submitted at the sectoral system.

Slide 6. Regarding doctors it means that minimum requirements are set for content and duration of the training ( 6 years and 5500 hours of preclinical and clinical education) and that the training has to be offered by a certified medical school. These diplomas are mutually recognized by all EEA countries. For the recognition of diplomas from outside Europe there are, however, no European directives. Since each member state has its own policy, the procedures among the 31 EEA countries differ enormously.
Slide 7. Comparing the procedures among the 31 EEA countries shows, as far as I know,  that only 11 of the 31 countries requires some type of examination or assessment of international foreign medical graduates.  

Slide 8.  In the Netherlands an assessment procedure has been developed recently under the responsibility of all the eight medical faculties together. The assessment procedure calls for an examination that is performed centrally under the direction of the Committee Foreign Degree Holders Health Care. 
The assessment exists of several exams. It begins with a test, which specifically focuses on the Dutch Health Care system, the so called “Premedical Test”, and is followed by several tests of medical knowledge and skills.
Slide 9. 
The premedical test involves proficiency of the Dutch language, especially focusing on Dutch medical terminology, English reading (for continuing medical education), structure and culture of the Dutch Health Care, and ICT skills. These tests have been  developed by the University of Groningen. The tests have to be passed successfully before the medical tests can be taken. The medical test consist of three parts.
Slide 10. Knowledge of the basic sciences: 320 test questions are included from a large database of basic science topics, developed by several medical faculties together. There are 160 “true-false” items and 160 multiple choice items. The exams take place at the Maastricht University.

Slide 11. The same procedure applies to the testing of clinical knowledge. It is a written test: 100 patient cases in “key-feature approach”.
Slide 12. Subsequently the clinical skills of the candidates are being examined in OSCE format, comparable to procedures at USMLE Clinical Skills Examination. For this purpose the candidates are required to visit 10 stations with simulation (standardized) patients. 
The test allows for 20 minutes of contact time per patient and 10 minutes for compiling a report. It take place at the Radboud University of Nijmegen.
Slide 13. Special attention is placed on the quality of: history taking, physical examination, professional behaviour, communication skills, reporting, problem listing, differential diagnosis and treatment proposal. 

The overall purpose of the tests is to determine possible gaps in knowledge and skills.

Slide 14. The results are then forwarded to the committee, both in a written report and in a diagram. This slide shows an example of a (successful) candidate. In the diagram the red square represents the candidate’s result, the white square the result of the reference group (medical students at the end of their final year), while the vertical lines indicate the 95 percent confidence interval. If the results of a particular candidate lie outside (below) the bandwidth, one can conclude with a certainty of 95 percent, that the candidate’s score is below the minimum standard as it was set by the examiners.

Slide 15. If  the results are acceptable, so above the minimum standard, then the candidate will be registered after a 12 week period during which the candidate is supervised with regard to  his/her   professional behaviour in practice. If there are gaps in knowledge and/or skills,  then the candidate is advised to follow a specific training program at one of the eight medical faculties for a period  of either a ½, 1, 2 or 3 years which is to be concluded with a Dutch medical graduate diploma. In  exceptional cases the whole curriculum has to be (re)taken and passed.

All eight medical faculties have declared to follow the advice of the committee. The procedure will be evaluated continuously and, if necessarily, adjusted.

Slide 16. As mentioned before, although some EEA countries have comparable procedures, most of them have not.

If the admittance procedure does not require  the same quality standards as they do for domestic  students, then there will be serious risks for patient safety. The quality of professional practice in countries, that embrace quality as a principle, will be under threat.

In the latter situation dangerous loopholes are available, because doctors from outside the EEA are obviously looking for the “weakest link” to enter in one of the EEA countries. Because of the mutual recognition of diplomas he/she can practise subsequently in each of the EEA countries. Moreover, it is not inconceivable, that unsuccessful students from inside the EEA choose a so called “third country” with an inferior curriculum and with the  diploma of such an institution to try to enter in the EEA to obtain a licence to practise in one of the EEA countries.

Slide17. We will plead therefore, that each country in the EEA will consider introducing a kind of assessment for medical graduates from outside the EEA to prevent loopholes; an assessment that complies with the same set of standards as is demanded from domestic students.

Coordination between the countries concerned is, therefore, necessary. We have to draw the attention from the authorities in Brussels and the EU-member states.     

Slide 18.  To attain these target an EU-directive seems an ideal option, but that may be a long, long way. There are shorter ways. We can seek consensus and make agreements on international level between the medical faculties in Europe and the competent authorities for the admittance of IMGs of the countries concerned.  

Slide 19.  This conference could be an important step in that direction.
Thank you for your attention. 
04-06-08
1
1

