SPECIAL ARTICLE

Restructuring Graduate Medical

of Emirati Citizens

Education to Meet the Health Care Needs

SAWSAN ABDEL-RAzIG, MD, FACP
HATEM ALAMERI, MD, FRCPC, FCCP

Abstract

Many nations are struggling with the design,
implementation, and ongoing improvement of health
care systems to meet the needs of their citizens. In the
United Arab Emirates, a small nation with vast wealth,
the lives of average citizens have evolved from a harsh,
nomadic existence to enjoyment of the comforts of
modern life. Substantial progress has been made in
the provision of education, housing, health,
employment, and other forms of social advancement.
Having covered these basic needs, the government of
Abu Dhabi, United Arab Emirates, is responding to the
challenge of developing a comprehensive health
system to serve the needs of its citizens, including
restructuring the nation’s graduate medical education
(GME) system. We describe how Abu Dhabi is
establishing GME policies and infrastructure to

develop and support a comprehensive health care
system, while also being responsive to population
health needs. We review recent progress in developing
a systematic approach for developing GME
infrastructure in this small emirate, and discuss how
the process of designing a GME system to meet the
needs of Emirati citizens has benefited from the
experience of “Western” nations. We also examine the
challenges we encountered in this process and the
solutions adopted, adapted, or specifically developed
to meet local needs. We conclude by highlighting how
our experience “at the GME drawing board” reflects
the challenges encountered by scholars,
administrators, and policymakers in nations around
the world as they seek to coordinate health care and
GME resources to ensure care for populations.

“The best investment of our wealth is in creating cultured and
educated citizens. We have to be swift and make our progress in
education faster than our progress in any other field.”

—the late Sheikh Zayed

Introduction

The United Arab Emirates (UAE) is a small nation with vast
wealth, which has achieved impressive advances and is
setting regional and international benchmarks in develop-
ment, including multiple man-made island communities,
the tallest building in the world, and plans to be the world’s
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only city powered entirely by renewable energy. Concur-
rently, the lives of average Emirati citizens have advanced
from a harsh, nomadic desert existence to enjoying the
comforts and necessities of modern life.! This rapid
progress is made possible through generous government
subsidies in the provision of education, housing, health,
employment, and other forms of social advancement.
Having covered these population needs, the government
of Abu Dhabi, responsible for the largest emirate of the
UAE, which also serves as the nation’s capital, is poised to
take on the challenge of developing a comprehensive
health care system. One of the most challenging health
system factors to be addressed is the marked insufficiency
of the physician supply, which places Abu Dhabi behind
other developed nations (FIGURE 1).

Background

Although just over 40 years old as a nation, the UAE has
conducted graduate medical education (GME) programs
since the mid 1990s, with accreditation and certification
provided by the Arab Board of Health Specializations (Arab
Board).** Despite the regulatory framework provided by this
reputable board, variations in program-level implementa-
tion of standards resulted in programs that lacked a defined
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FIGURE 1 NUMBER OF SPECIALTY PHYSICIANS PER 100 000 POPULATION FOR ABU DHABI COMPARED TO INTERNATIONAL

Source: Abu Dhabi Data: Department of Health Professional Licensing, HAAD 2010; International Data: United States and Australia.”*

structure, clear outcomes, and adequate ongoing oversight
within sponsoring institutions. The introduction of Western-
trained hospital administrators from academic institutions in
the United States and the United Kingdom has resulted in
rapid advancements in clinical services, yet improvements in
the residency programs have lagged behind. At every stage of
the emirate’s medical education trajectory, problems con-
tributed to a host of workforce deficiencies shown in
FIGURE 2. GME quality remained subpar, with poor board
certification rates for UAE graduates.

To provide Emirati physicians with improved training
opportunities, Abu Dhabi traditionally has relied on
funding graduates to complete residency and/or fellowship
training in the Western educational systems. Several
cohorts of graduates who trained abroad have returned,
and now work in the emirate’s health care sector.
Additionally, expatriate physicians, trained outside the
UAE, have been a major driver in shaping the quality of the
emirate’s health care. An influx of Western-trained
physicians has resulted in expatriates comprising more than

Undergraduate

Postgraduate

FIGURE 2 ASPECTS OF THE EDUCATIONAL SYSTEM THAT CONTRIBUTE TO OBSERVED WORKFORCE DEFICIENCIES
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Abbreviation: ENT, ear, nose, and throat (Otolaryngology). Source: Department of Health Professional Licensing, Health Authority Abu Dhabi.

93% of medical professionals in Abu Dhabi (FIGURE 3).!
The combination of an ample supply of potential educators
already present in the system, the shrinking number of
available training positions for international medical
graduates in Western nations, and the potential instability
that could result from a reliance on a highly migratory
expatriate medical workforce triggered a paradigm shift in
Abu Dhabi’s health system policy, moving it toward
development of a sustainable, grassroots GME strategy
aimed at improving both numbers and the quality of
Emirati-trained physicians.

Western Lessons: Eastern Solutions

The first step entailed establishing an office of postgraduate
medical education in the Health Authority Abu Dhabi
(HAAD), the emirate’s sole regulatory body for the health
care industry. Our charge included the creation of a
regulatory framework to ensure the provision of high-
quality GME responsive to the needs of our local health
care system. To develop Abu Dhabi’s GME strategy we drew
on our backgrounds as an American general internist and an
Emirati pulmonologist trained in the United States and
Canada. When we compared our own training abroad with
the “on-the-ground” experiences in Abu Dhabi residency
programs, it became obvious that reconciling the 2 systems
would require a rethinking of GME. With financial support,
buy-in from stakeholders, and considerable regulatory

authority, we began the process of redesigning the GME
system for our emirate.

Given our mandate and the existence of a single
regulatory body for health care, we found ourselves in an
advantageous position, compared to many of our Western
counterparts who must navigate a more fragmented
regulatory framework. Despite this difference, we thought
it important to review the GME road map chartered by our
Western colleagues. The question was: How could Abu
Dhabi learn from these experiences while adapting our
approach to Emirati culture and the needs of our citizens?

Lesson 1: GME and Workforce Strategy

For our small nation, the importance of linking strategic
needs and medical workforce composition is critical. The
US GME experience has demonstrated the perils of market-
based, largely unregulated residency selection, with many
US graduates choosing to subspecialize despite serious
shortages in primary care physicians.** This lack of
alignment between national health care needs and health
care workforce production has long been recognized as a
major threat to optimizing health services for US citizens.*”
The disadvantages of this lack of alignment also were
highlighted in the June 2010 Medicare Payment Advisory
Commission report, which emphasized the need for
regulatory oversight or effective incentive systems to
promote the production of primary care physicians.® In
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BOX  STRATEGIES TO ENHANCE THE HEALTH CARE WORKFORCE FOR
Asu DHasl

= TANSEEQ (emirate-wide residency post determination and
matching process)

= Central database of graduate medical education (GME)
infrastructure (residency programs, hospitals, and key academic
administrators)

= Funding GME positions according to health care need and
educational quality

= Increase the attractiveness of health professions as a career choice
through payment strategies and provision of internationally
accredited training

= |dentify reasons for leaving the healthcare sector and/or Abu
Dhabi and develop retention policies with specific targets for
increasing Emirati citizen representation in the healthcare
workforce

= Training and support of health professionals in critically needed
specialties

= |dentify delivery models (eg, use of physician extenders) to reduce
dependency on expensive/rare specialists and consultants

addition, the passage of President Obama’s Affordable
Care Act prompted the commissioning of a National Health
Care Workforce Committee to examine this issue.” Taking
advantage of its relatively small size and central authority,
Abu Dhabi was able to conduct a strategic review of its
health care system resources with input from major
educational and health sector stakeholders. As a result of
these efforts, the emirate has developed a set of strategies to
create a workforce to care for its citizens (B O X).

GME is a key vector to ensure an adequate supply of
physicians for the emirate. An important component of
Abu Dhabi’s new approach is the “TANSEEQ” program.
Implemented in 2010, TANSEEQ is the first emirate-wide
residency post determination and match process initiated
by the HAAD.' It also represents the first “international”
match done on a contract basis by the National Residency
Matching Program (NRMP). In the United States, the
NRMP executes the residency match without involvement
in the specialty allocation of available positions (positions
are entered in the match without any central determination
of the number and specialty distribution). In contrast, the
TANSEEQ program not only matches residency positions
with eligible medical graduates, but also allows HAAD (in
partnership with local educational stakeholders) to estab-
lish the number and specialty of residency posts across all
teaching facilities in Abu Dhabi. Allocation is based on
community disease burden and an in-depth analysis and
prioritization of shortages in the current workforce. By
determining the strategic utility of positions to the health of
its citizens, the HAAD plans to develop a physician
workforce that is aligned with population needs. Although
developments toward this grassroots policy are essential,
we also recognize that Abu Dhabi will likely continue its
reliance on Western nations for specific “low volume/high
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expertise” subspecialties to foster the development of a
subspecialty workforce.

To date, the TANSEEQ program has produced a
significant increase in the fill rate for residency positions,
from an average of only 34% (in the 5 years before
TANSEEQ) to 100% of all residency positions being
occupied at the conclusion of the 2012 TANSEEQ cycle
(FIGURE 4). Another principle achievement of TANSEEQ
was the development of a central database of all existing
residency education programs, hospitals, and key academic
administrators, representing valuable GME infrastructure
data that were previously unknown. Lastly, previously
“hidden” GME silos operating in their respective hospitals
throughout Abu Dhabi were acknowledged and recog-
nized. This enabling effect of TANSEEQ has now spawned
a robust network of lead academicians, administrators, and
clinicians—a GME workforce of immeasurable value for
Abu Dhabi.

Lesson 2: Funding GME

In the United States, few other topics elicit more dread and
controversy in the educational community than GME
funding. Although there is ongoing debate around the
source and distribution of funding, the United States and
several Western nations provide facilities engaged in
medical education with a stream of funding dedicated to
postgraduate physician training. Owing to the wealth of
the emirate and its relatively small population, many of the
fiscal pressures faced by Western nations are not as
prominent in the Abu Dhabi GME funding model.
Whereas many systems in the West struggle with
quantifying the costs of the intangible product of
“resident education,”'! in Abu Dhabi the focus is on
ensuring the highest quality of the physician education
programs. In fact, the emirate has taken the approach of
dedicating government funds for positions with strategic
relevance and based on educational outcomes achieved, in
contrast to payment models that reimburse for the health
services provided by individuals in training. A HAAD task
force is engaged in determining the educational outcomes
most relevant to this funding policy.

Lesson 3: Measurement of Educational Outcomes

Increasingly, Western nations have shifted their educational
models from structure, process, and time-based models to
an approach based on educational outcomes.'*'* The
traditional ‘‘tea-steeping” model of medical education,'
which measured progress solely by time spent in the
educational program, is being reexamined. Curricula and
assessment methods are undergoing revisions to ensure the
identification of distinct, specialty-based competencies that
signify key dimensions of physicians’ performance.'*
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Source: Department of Health Professional Licensing, Health Authority Abu Dhabi, United Arab Emirates.

The Arab Board accreditation criteria used by Abu
Dhabi are less stringent than those used in Western
accreditation systems. This is in part due to the Arab
Board’s need to create unifying criteria for countries in
North Africa and the Middle East, which possess vastly
different health care systems. Abu Dhabi’s GME system is
now prepared to adopt rigorous standards to match its
rapidly progressing health sector. It is with this goal in
mind that our office at the HAAD spearheaded the first
memorandum of understanding between the Accreditation
Council for Graduate Medical Education-International
(ACGME-I) and Abu Dhabi. As of 2012, most Abu Dhabi
residency-sponsoring institutions have attained ACGME-I
accreditation. Residency programs in Abu Dhabi are poised
to apply for ACGME-I accreditation, which demonstrates
the monumental shift toward outcomes-based education.
The next step entails identifying and measuring macrolevel
GME performance indicators to allow tracking and
rewarding programs for performance, such as through
funding.

Lesson 4: Quality Assurance Through GME

The quality of any nation’s health care system depends on
the quality of its health professional workforce. In the

United States, state licensure requirements specify that all
international medical graduates must undergo some GME
training in the United States. This provides for a regulatory
quality assurance check to ensure common clinical practice

expectations and outcomes across practitioners with
diverse prior medical training. In Abu Dhabi, a reliance on
expatriate populations with differing educational standards
and backgrounds to provide health services is of concern
when the quality and sustainability of services are
considered. While “emiratization” mandates are in place in
virtually every industry to foster the recruitment and
advancement of Emiratis in the workforce, in the health
care sector, the investment in the education of citizens is
vital to achieving a sufficient degree of quality and
standardization in the health services delivered.

In 2010, expatriate medical graduates in Abu Dhabi
were accepted into residency training positions by partic-
ipating in the TANSEEQ residency match. These expatriate
medical graduates previously were without the option to
pursue GME training and thus remained “‘general practi-
tioners” throughout their careers. While following emir-
atization mandates, these expatriate physicians-in-training
were distributed to critically needed specialties, with their
education fully sponsored by the government of Abu
Dhabi. This strategy recognizes the advantage of advancing
the quality of health services provided by this previously
“educationally stagnant” group of physicians.

Finding Commonality

We believe the lessons described have served to advance
health care and GME policy in Abu Dhabi. Perhaps the
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most valuable concept we have learned from our experi-
ence is the value of seeking commonality in challenges
encountered by educators, scholars, academicians, and
administrators around the world. These may be overlooked
as a result of social, economic, and political differences. We
plan to share our experiences as we move forward in our
transformational GME journey.
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