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Abstract

International medical graduates (IMGs)—physicians who completed
medical school outside of the United States—constitute almost 25 percent of the
US physician workforce.  They play an important but disputed role in national
health workforce planning.  Previous research points alternately to IMGs filling
gaps in coverage in underserved areas and to exacerbating a national physician
surplus.  Understanding the mechanisms by which IMGs are authorized to come
to, and stay in, the United States to practice medicine helps elucidate the
complex policy issues surrounding IMGs.  This primer clarifies the various steps
that must occur for an IMG to come to the United States to practice medicine.
Before they can practice medicine in the United States, including participating
in residency programs or fellowship training, IMGs face a complicated set of
education and licensing requirements.  In addition, any non-US citizen must
obtain a visa appropriate to their circumstances.  This document describes how
long and by what means IMGs holding temporary visas can remain in the
United States.  The State 30/Conrad J-1 visa waiver program, a way for foreign
national medical residents to remain in the United States pursuant to the
completion of their training, receives particular attention.
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Overview

In the United States, international medical graduates (IMGs) comprise
approximately 25 percent of the nation’s physician workforce.  IMGs are
physicians who have graduated from a medical school outside of the United
States and who come to the United States to practice medicine, teach, obtain
training or conduct research.  If IMGs are pursuing residency, fellowship or
clinical practice opportunities, they must apply to be certified by the Educational
Commission for Foreign Medical Graduates.  Those who wish to provide patient
care must also meet the licensing requirements of the state in which they wish
to practice.  All foreign-national IMGs must obtain an appropriate immigrant or
nonimmigrant visa.  In this primer, we detail each of these processes.  Figure 1
summarizes the licensing and immigration requirements for IMGs.  Under-
standing the mechanisms by which IMGs are authorized to come to, and stay in,
the United States to practice medicine helps elucidate the complex policy issues
surrounding IMGs (summarized below).

Definition of IMGs

IMGs are individuals who (1) are receiving graduate medical education
(GME), such as a residency or fellowship, or are practicing medicine in the
United States and (2) have graduated from a medical school that is both located
outside the US and listed in the International Medical Education Directory
(IMED) (FAIMER 2002).  The commonly-used IMG classification is based on
medical school country, not on citizenship.  A US citizen who completes medical
school outside of the United States or, in most cases, Canada is considered an
IMG, whereas a citizen of a country other than the United States who completes
medical school in the United States is not.1  This document primarily concerns
foreign-born IMGs, who are both nationals of foreign countries and graduates of
foreign medical schools, and hence face particular immigration and certification
requirements before they can practice medicine in the United States, which
includes GME.

                                               
1 US citizens who graduate from Canadian medical schools that are accredited by the Liaison
Committee for Medical Education are not considered IMGs; all graduates of other Canadian
medical schools are considered IMGs and are subject to all of the requirements outlined in the
remainder of this document.
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IMG Policy Issues

While small numbers of foreign-trained physicians have long practiced in
the United States, their role in the US system that we see now began after
World War II.  Before that time, the most significant influx of IMGs occurred
when several thousand foreign-trained doctors, many of whom were Jewish, fled
from Europe in the 1930s (Mick, Lee and Wodchis 2000).  The most important
policy promoting a sustained flow of IMGs was the passage of the US
Information and Educational Exchange Act of 1948 (the Smith-Mundt Act),
which created the exchange-visitor (“J” visa) program.  This program allowed
foreign students to enroll in a US government-approved study program,
including residency training.2

Over time, the number of IMGs in US graduate medical education
programs steadily increased, as did the number who remained in the United
States after training.  By the 1970s, the tendency for foreign-trained medical
personnel, including physicians, to stay in the United States in large numbers
led the Department of State to place restrictions on the J-1 visa program.  These
restrictions included limiting the eligible fields of study and implementing a
requirement that J visa recipients return to their home country for two years
following completion of training.

In the mid-1970s, health planners became concerned that a surplus of
physicians loomed.  A series of policy initiatives to reduce new IMG residency
training slots followed (Mick and Pfahler 1995).  The role of IMGs in the US
medical system remains contentious today, but policy tends to favor their
continued recruitment because they can be induced to practice in underserved
areas under certain circumstances (detailed below).

Following the terrorist attacks on September 11, 2001, however,
immigration policy in general has become more restrictive—especially for people
from some countries in South Asia and the Middle East.  Nonetheless, in October
of 2002, Congress expanded the Conrad/State 30 program, which allows state
health departments to sponsor IMGs for service in shortage areas.  Furthermore,
at the end of 2002, the Administration designated the Department of Health and
Human Services (DHHS) as an interested government agency for purposes of
sponsoring J-1 visa waiver physicians.  The US Department of Agriculture had

                                               
2 Participants of such programs receive J-1 visas, while their dependents receive J-2 visas.
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previously served in this role, but had quit processing applications after
September 11, 2001.  The new DHHS role signifies continued federal
commitment to encouraging IMGs to practice in underserved areas.
Additionally, the Delta Regional Authority announced in February 2003 that it
also intended to sponsor J-1 visa waivers for primary care physicians in the
eight-state Mississippi Delta Region (Siskind 2003).

Experience since the 1970s shows that IMGs play an important, but
dynamic role in US health care policy.  Policies are likely to continue to change
in response to immigration politics and changes in US physician supply and
demand.  Regardless of specific policies designed to increase or decrease the
number of IMGs practicing in the United States, all IMGs must meet a variety of
requirements to work or train in the United States.  In the following sections, we
discuss each of these requirements (ECFMG certification, GME, licensing and
immigration) in turn.

ECFMG Certification

In order to enter into the United States to pursue GME, the IMG must
have a medical degree and become certified by the Educational Commission for
Foreign Medical Graduates (ECFMG).3  To become certified, the applicant must
meet the following four requirements:

First, the IMG must present evidence of a final medical diploma granted
by a medical school listed in the International Medical Education Directory of
the Foundation for Advancement of International Medical Education and
Research (FAIMER 2002).  In the course of obtaining the diploma, the applicant
must have completed at least four academic years and document each year’s
accomplishments to the ECFMG.  Second, the applicant must pass the United
States Medical Licensing Examination (USMLE) Step 1 (basic science) and
Step 2 (clinical science).4  These exams are offered at ECFMG examination

                                               
3 The examination is waived for IMGs who will be engaged in teaching or research that does not
involve patient care, who are of national or international renown in their field of medicine, or
who were licensed and practicing medicine in the United States before January 9, 1978.
4 The National Board of Medical Examiners (NBME) examination, the former Visa Qualifying
Exam (VQE), the former Federation Licensing Examination (FLEX) and the Foreign Medical
Examination in the Medical Sciences (FMGEMS) count as equivalents for the purposes of
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centers throughout the world.  Third, the IMG must obtain a satisfactory score
on the ECFMG English test.  Finally, the applicant must pass the ECFMG
Clinical Skills Assessment (CSA).5

GME for IMGs

Once the IMG has passed all of steps listed above, he or she is granted a
Standard ECFMG Certificate and may apply to any residency program
accredited by the Accreditation Council for Graduate Medical Education
(ACGME).  Other than the ECFMG certification requirement, the residency
program application process differs little for IMGs and graduates of US medical
schools (USMGs).  However, this process is worth explicating in order to fully
describe the steps by which IMGs enter the US workforce.

Residency applicants must apply directly to each program in which they
are interested and typically register with the National Resident Matching
Program (NRMP), known as “the Match.” Applicants to residency programs
using the Match submit a rank list of their preferred programs.  Residency
programs submit to the system a ranked list of their preferred applicants
(USMGs and IMGs).  In March of each year, the NRMP releases the results of
that year’s Match, allowing residents to determine where they will go for
residency training and residency program directors to determine how many of
their program’s positions were filled.  In certain specialties, particularly several
of the primary care residency programs, a significant number of residency
positions do not get filled in the Match process in March.  Therefore, unmatched
USMG and IMG applicants can then determine which programs have vacant
positions and apply to fill them in the post-Match “scramble day.”  Since
approximately 33,000 applicants apply for about 23,000 available residency slots
each year, all applicants do not end up in residency programs of their first
choice, and positions are not guaranteed.

Unlike their USMG counterparts, IMG candidates may also apply for
residency programs outside of the Match process.  For example, certain primary
care and medical specialty associations offer residency positions directly to IMGs

                                                                                                                                                 
ECFMG certification.  Medical students may sit for Step 1 after two years of medical school and
take Step 2 if they are within 12 months of completion of the full didactic curriculum.
5 This requirement was instituted July 1, 1998. Passing grades on the USMLE Step 1 and the
English Language Proficiency Test are prerequisites for taking the CSA.
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in order to guarantee that they will fill their residency positions in less popular
specialties.

Timing is very important for IMGs during the GME application process. 
Candidates must pass the USMLE Steps 1 and 2 and fulfill the ECFMG
certification by the September prior to the year when they wish to start a
program.  This ensures that certification will be complete as required prior to
the submission of rank order lists the following February.  All program
applications and Match registration steps must be completed by the last
business day of October in the year prior to when applicants wish to start GME.

Concurrent to the residency application, the IMG needs to apply for and
obtain provisional state licensure.  Upon entering an accredited US graduate
medical education program, IMGs become eligible for permanent validation of
the ECFMG Certification.

IMG Licensing

The USMLE Step 3, which ascertains whether a physician is suitably
qualified to practice medicine unsupervised, is a prerequisite for full licensing.
The examination is administered by each state through its state licensing
authority.  Examination requirements vary by state; some permit IMGs to take
the exam before any graduate training in a US or Canadian hospital, while
others require up to three years of training.  However, all states require at least
one year of US or Canadian training for licensure.  In order to sit for the USMLE
Step 3, IMGs must have an MD, DO or equivalent degree, hold ECFMG
certification,6 have passed Steps 1 and 2 of the USMLE or equivalent
examinations and meet any other state medical licensing requirements.

                                               
6 In 44 states, US citizens or permanent residents who have successfully completed the Fifth
Pathway program do not need ECFMG certification.  The Fifth Pathway program is available to
US citizens or permanent residents who complete their premedical work in a US-accredited
college, study medicine in a foreign medical school listed in the IMED, complete all requirements
for admission to practice medicine except internship and/or social service and then wish to return
to the United States for GME.  Thirty-four states will endorse the Canadian certificate when
held by an IMG.
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US Immigration Requirements for IMGs

To complete a residency and/or provide patient care, foreign-national
IMGs must hold a visa suitable to their circumstances.  Under the Immigration
and Naturalization Act, most foreign nationals must obtain either a non-
immigrant (temporary) or immigrant (permanent) visa to live and, in certain
circumstances, work in the United States.  Nonimmigrant visas are designated
by letters of the alphabet ranging from “A” to “V.”  Only those visa types of
relevance to foreign-born IMGs are described below.  Physicians may require one
type of visa for purposes of interviews and taking the CSA exam, if applicable,
and then another for purposes of employment or training.  The description of
each visa type focuses on what is most relevant to IMGs.  Readers interested in
more detailed requirements and restrictions should see the State Department
Web site (US Department of State 2003).  Figure 2 summarizes the different visa
types used for IMGs.

Nonimmigrant Visas (Temporary)

Approximately 45 percent of IMGs are not US citizens or permanent
residents and consequently enter under temporary or nonimmigrant visas.  Most
of them enter on a J-1 Exchange Visitor visa or an H-1B Temporary Professional
Worker visa.  These and other, less common, visas are detailed below.

J-1 (Exchange Visitor):   The most common visa for IMGs in residency
programs is the J-1, which is administered by the ECFMG. To obtain a J-1 visa,
the applicant must have proof of acceptance into an accredited graduate medical
education or training program.  Additionally, the IMG must have already passed
all of the ECFMG certification steps described above.  He or she must also
provide a statement from the ministry of health of the country of nationality or
last legal permanent residence indicating there is a need for specialists in the
area in which the IMG will receive training.

The J-1 visa is valid while the IMG is undertaking medical education or
training.  Thereafter, the IMG must return to his or her country of nationality or
last residence to apply the newly acquired skills.  This requirement holds even if
he or she otherwise meets eligibility criteria for an immigrant visa (e.g., by
marrying a US citizen) unless the IMG receives a waiver (discussed below).
After two years abroad, the IMG may apply for immigrant status or another
nonimmigrant visa category.
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H-1B (Temporary Professional Worker):   This visa category requires
prearranged employment.  IMGs may apply for H-1B visa status after their
potential employer has filed a petition on their behalf (a GME program is
considered an employer).  While the number of H-1B visas issued annually is
limited, IMGs employed in a research or GME capacity are waived from this
limit.  H-1B rules grant entry for an initial three years with a possible three-
year extension (maximum six years).

IMGs who intend to practice medicine under H-1B status must hold a
license in the state in which they intend to work (the license would most likely
have been obtained under a J-1 visa).  IMGs who are not fully licensed to
practice medicine enter under “researcher/teacher” classification, which requires
the employer to certify that any patient care will be incidental.  If the IMG
becomes licensed to practice medicine in the United States, the classification is
changed to “medical resident.”

O-1 (Extraordinary Ability Temporary Worker):   To qualify for O-1
status, an IMG must demonstrate sustained national or international acclaim
and recognition for achievements in the field of expertise, for example through
receipt of highly recognized prizes or awards, employment in an essential
capacity in a distinguished organization or significant publications.  The O-1
visa is the only practical way that a J-1 visa holder can stay in the United States
and practice medicine without a waiver of the two-year home residence
requirement.  O-1 status is granted for an initial two-year period subject
thereafter to one-year annual extensions.

IMGs are eligible for a few additional types of visas in rare circumstances.
These are detailed below.

B-1 (Visitor-Business):   B-1 visas are for temporary visitors for business
and are only valid for one year or less.  IMGs or international medical students
are eligible to enter the United States under this type of visa to take an elective
course that is part of their formal education, to observe or consult about medical
practices and/or to interview for GME positions.  Neither employment
(compensated by a US entity) nor patient care is permitted under the B-1 visa.

F-1 (Academic Studies):   The F-1 visa allows foreign nationals to enter
the United States to pursue a full course of study (post-graduate training).
However, this visa is rarely used for physicians.  Patient care is prohibited
unless incidental to training.
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TN (Professionals under the North American Free Trade
Agreement):   TN status is restricted to Canadian and Mexican nationals, per
North American Free Trade Agreement (NAFTA) ruling. The intent of this
status is for teaching and research. Any clinical care performed must be
incidental. This status is issued to Canadian citizens at a port of entry upon
presentation of the application and proof of US employment.  Mexican citizens
must have their employer file a petition for them and apply for the
nonimmigrant visa at a US Embassy or Consulate in Mexico.  TN status is
renewable indefinitely.

L (Intracompany Transferees):   The L visa is available to qualified
foreign nationals who are being transferred to the United States from a foreign
affiliate, parent, or subsidiary.  IMGs with L visa status may engage in patient
care activities.

J-1 Visa Waivers and Other Status Changes

J-1 visa holders may seek a waiver of the requirement that they return to
their home country for two years after completing training.  This requirement
can be waived if the J-1 will face persecution upon returning to his or her home
country, will unduly burden a spouse or children who are US citizens or
permanent residents, or pursuant to a recommendation by an interested
governmental agency (IGA) or state department of health.  If a J-1 visa waiver is
granted, the IMG usually switches to H-1B visa status.

Waivers based on persecution or hardship are rare.  The persecution
option, in particular, is seldom used because, if this situation exists, the person
is more likely to apply for permanent residency through asylum.  Consequently,
waivers are primarily granted through IGAs or state departments of health.
The main IGAs are the Appalachian Regional Commission, the Department of
Health and Human Services and the Department of Veterans Affairs.  The Delta
Regional Commission will soon sponsor J-1 waivers as well.  In the past, the
Department of Agriculture and the Department of Housing and Urban
Development were also significant IGAs.  In addition, each state may
recommend up to 30 waivers per year through the “State 30 program,”
previously known as the Conrad program.

A J-1 visa waiver based on the recommendation of an IGA or State 30
program requires the IMG to work in a federally designated health professional
shortage area, medically underserved area or, if the physician is a psychiatrist,
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in a designated mental health professional shortage area.  For waivers through
an IGA, physicians must practice in a primary care specialty, including general
or family practice, general internal medicine, pediatrics, psychiatry or obstetrics
and gynecology.  Each State 30 program sets its own requirements regarding
eligible specialties.

The O-1 visa serves as an additional pathway by which a J-1 visa
recipient can remain in the United States following the completion of training.
Transition to H-1B or permanent resident status is not allowed without the
return home or a J-1 waiver.  J-1 holders may also transfer to student (F-1) or
tourist (B-2) visas before completing the two-year home requirement.

Changing from H-1B to another visa status is allowed. If IMGs were not
initially in J-1 status, or were granted a J-1 waiver because of hardship or perse-
cution, they may apply for permanent residency at any time, if otherwise eligi-
ble.  IMGs who were originally J-1 visa holders and received waivers through an
IGA or state health department may not apply for permanent residency until
they have had H-1B status for three years.  In most cases, if the IMG has been in
H status for 6 years, he or she cannot further extend H-1B status.  At that point,
the IMG must either change to another nonimmigrant status, have an applica-
tion pending to adjust status to permanent residency, or leave the United States
(in which case the IMG is required to live abroad for one year).

Immigrant Visas (Permanent Resident or Green Card)

An immigrant visa entitles a foreign citizen to live and work permanently
in the United States.  After three to five years, a permanent immigrant may
become a naturalized US citizen.  The options for an IMG to obtain an
immigrant visa are outlined below.

Relative of Citizen or Permanent Resident:   An IMG may obtain
permanent residence status if an immediate relative is a US citizen or a
permanent resident.  Preference is accorded to unmarried sons and daughters
(over 21 years of age) of US citizens; spouses and minor children of legal
permanent residents or unmarried adult sons and daughters of permanent
residents; married sons; and daughters of US citizens and brothers and sisters of
US citizens, in that order.

Diversity Immigrant:   Diversity visas are chosen by a random
computer-generated lottery.  They are distributed among six world geographic
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regions. More visas go to regions with lower rates of immigration.  No visas go to
citizens of countries that have sent more than 50,000 immigrants to the US in
the past five years (currently Mexico, Canada, India, China [Mainland],
Philippines, Taiwan, South Korea, Vietnam, Great Britain, Jamaica, Dominican
Republic, and El Salvador).  No one country may receive more than 7 percent of
the diversity visas available to a given region in any one year (US Department of
State, 2003).

Employment-Based Visas:   Each year, the Immigration and Nationality
Act authorizes 140,000 or more employment-based visas, divided into five
preference categories.  Employment First Preference (EB-1) or “Priority”
Workers are divided into three categories: persons with extraordinary ability,
outstanding professors and researchers and certain executives and managers.
Persons of extraordinary ability (holding documentation of sustained national
and international acclaim) do not need a specific job offer for immigration as
long as they are entering the United States to continue work in their field of
ability.7  Consequently, they can file a petition with the INS themselves, rather
than having an employer sponsor them.  For all other employment-based visas,
including other EB-1 subcategories, the prospective employer must provide a job
offer and file a petition with the INS.

Professionals with advanced degrees, or persons of “exceptional ability”
are classified as Employment Second Preference (EB-2).  In addition to holding a
job offer, these professionals must have labor certification approved by the
Department of Labor (DOL).  Labor certification is a process that demonstrates
there are no US workers willing or qualified to take the work and that the pro-
posed employment will not adversely affect prevailing wages or working condi-
tions for similarly-employed US workers. This process can take one to two years.

Three more employment-based visa preference categories exist; however
they do not generally apply to IMGs.

National Interest Waiver Classification:   A national interest waiver
exempts IMGs from the labor certification requirement.  A National Interest
Waiver is issued to professionals whose continued residence and employment in
the United States would benefit the national interest.  In the case of IMGs, this
pertains to those that provide at least five years of full-time clinical medical

                                               
7 EB-1 permanent immigrants of extraordinary ability are not the same as O-1 (persons with
extraordinary ability) nonimmigrant visa holders.
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service in a primary care medical specialty that has been designated in short
supply in a given geographical area.

Summary

IMGs have long been an important part of US health care.  This primer
clarifies each of the requirements that an IMG must meet in order to work or
train in the United States, including certification by the ECFMG, GME, state
medical licensing and immigration.  We hope that the primer helps researchers,
policy makers and employers better understand the complex mechanisms by
which nearly one-fourth of US physicians enter GME and employment.



- 16 -



- 17 -

Glossary of IMG-Related Terms

ACGME Accreditation Council for Graduate Medical Education

CSA Clinical Skills Assessment of the ECFMG certification
process

DHHS US Department of Health and Human Services

DOL Department of Labor

ECFMG Educational Commission for Foreign Medical Graduates

Foreign-born/
foreign-national
IMG

An IMG (see below) who is a citizen of a country other
than the United States

GME Graduate Medical Education: residency or fellowship
training

H-1B visa Temporary Worker visa

IGA Interested Government Agency: a government agency who
may recommend IMGs for waivers of the two-year J-1 visa
home return requirement

IMG International Medical Graduate: a physician that has
graduated from a medical school outside of the United
States and works in the United States practicing medicine,
teaching, obtaining training or conducting research

INS Immigration and Naturalization Service

J-1 visa Exchange Visitor visa

J-1 visa waiver Exemption from the 2 year return home otherwise
required of J-1 visa holders

Labor
certification

A process required for most employment-based visas that
demonstrates that the foreign employee is not displacing a
US worker or negatively affecting the US labor market
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NRMP National Resident Matching Program: a computerized
system which determines the best match between
residency applicants’ choice of programs and residency
directors’ choice of candidates

O-1 visa Alien with Extraordinary Ability visa

State 30
program

A program through which each state department of health
may sponsor up to 30 IMGs a year for J-1 visa waivers;
formerly called the Conrad program

TN visa Professionals Under the North American Free Trade
Agreement visa

USMG United States Medical Graduate: a physician who has
graduated from a US or, in most cases, Canadian medical
school

USMLE United States Medical Licensing Examination: a three
step examination required for licensing in all US states
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