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Binseng  Wang, Sc.D., C.C.E.

1819 Russet Drive

Cherry Hill, NJ 08003


July 5, 1999

Board of Directors
c/o Michael J. Miller, President

AAMI

3330 Washington Blvd., Suite 400

Arlington, VA 22201-4598

Dear Members of the AAMI Board:

First, I would like to apologize for submitting my comments on the certification of clinical engineers after your deadline of June 1.  I had to travel several times out of my residence, including two trips to Latin America, in the last few weeks.  The delay was also due to the fact that I had to rewrite this letter several times because I did not like my initial response to your request for comments (RFC) published on the Internet (http://www.aami.org/news/19990428.cert.htm).  Hopefully, this version can be considered constructive criticism, rather than a negative emotional reaction.

Before I proceed, I want to emphasize that the opinions expressed here are my own and do not reflect in any way those of my current, past or future employers or any organization with which I currently am, previously was, or may be associated in the future.

First, I must say that I can hardly believe the statements made in your RFC truly reflect the opinion of the majority of AAMI members, or even of all Board members, many of whom I have the privilege of knowing personally.  Certainly, I do not believe they reflect the opinions of the “interested parties,” i.e., certified clinical engineers (CCEs), potential CCEs (perhaps those you called “technology managers”), manufacturers, distributors, service companies and, above all, healthcare decision-makers. 

Furthermore, I am puzzled by your RFC.  If I correctly understood your statements, it seems to me that a decision has already been made.  For example, you stated that “ AAMI … has increasing limitations on the resources it can or will [my emphasis] make available to support the [CCE] program.” I wonder, therefore, why you are asking for comments.  As an AAMI member and a CCE current with my dues, I would have expected the Board to initiate a broad discussion with the ICC, USCC, CE Board of Examiners, and the associations represented by these bodies, as well as with all AAMI members, before making such a drastic decision and publishing it on the Internet for the entire world to know.

Of all the arguments presented in your RFC, it seems that the lack of applicants and, consequently, lack of funding is the main concern.  If indeed financial limitations were the primary motivators of your decision, then I would like to ask whether a similar fate would fall on the biomedical technician certification (CBET) process.  The recent discussions on BiomedTalk indicate that many biomedical technicians are already disenchanted with AAMI.  The discontinuation of the CBET process will likely drive them completely out of this organization.  

Taking this line of reasoning one step further, what will happen if most clinical engineers and biomedical technicians abandon AAMI?  Why would manufacturers pay their dues if their main clients and collaborators in the standards development are not going to be there?  I do not need to remind you that AAMI is not the official lobbying organization for the manufacturers, nor the premier event sponsor for the development of new medical technologies.  Furthermore, with the growing acceptance of ISO standards, the standards development activities may be less essential as they have been in the past.  In the last few years, the drop in membership and meeting attendance should be a clear warning sign that a much more worrisome problem needs to be addressed.  Perhaps we should spend more time reflecting on why CCE and CBET are not attractive to practicing professionals, rather than focusing on short-term financial savings that can wipe out any potential future gains.

In the spirit of contributing to a deeper discussion of the underlying problems, I would like to venture some opinions of my own.  Hopefully, this highly-qualified and experienced Board and other colleagues elsewhere will broaden this discussion, so we can find our way out of this sad state of affairs.

I must confess that I am also mystified and at a loss to explain why so few American clinical engineers (or “ technology managers” as you had called them) want to become certified.  In other countries, many professionals want to become certified and are currently studying for it.  For example, in Brazil, there are currently 9 CCEs that have formed a local board of examiners to help certify fellow Brazilians.  While it is true that no one was able to pass the first test that was administered, there are several dozen interested candidates within an estimated pool of over 350 practicing clinical engineers.  Last week, a 3-hour meeting was held by the Brazilian Board to discuss ways to become more active and gather wider support among physicians, nurses, manufacturers, and health authorities.  Interest among Peruvian clinical engineers was also strong when I visited there last month.  Similar efforts have been started in Mexico and are likely to spread to other Central American and Caribbean countries.

From the little I have learned from my American colleagues, I have the impression that this lack of interest is perhaps related to a combination of several factors.  The current severe limitation of funds in healthcare seems to be a prime factor.  The lack of a formal legal requirement is another.  Finally, the most important factor seems to be the lack of financial incentive.  All these factors are, in my opinion, typical of a developing profession caught in a cyclical job market downturn, much like what happened to the aeronautic/aerospace engineers and defense-related professionals.  

The American health system (or should I say non-system) over-expanded in the previous three decades and is now in the process of consolidation and retraction.  To make things worse, the initial impetus for this profession came from unfounded claims of major electrical risks posed by medical equipment, rather than the need to properly manage sophisticated technology within an environment previously deprived of technology-savvy persons.  So when the misconception was clarified and the revenues decreased, it was natural for the healthcare organizations to reduce their workforce, especially as the clinical engineers are often poorly understood by the decision-makers.  I, therefore, dare to predict that in 5-10 years the pendulum will swing back and clinical engineers will again be respected and in demand.

In the meantime, many clinical engineers will lose their jobs and young talent will go elsewhere.  Obviously some significant losses will be felt but, in the long run, it will be good for the profession.  Only those who truly love this profession will not only succeed, but also will be able to keep open and advance the path for the younger fellows who also love it and want to follow the same path.  It is the natural selection process taking place.

If you truly believe that certification is “one of many resources by which AAMI advances and recognizes the importance of technology,” it would seem extremely myopic, in my opinion, to drop something just because it is not profitable at the moment, especially for an organization that characterizes itself as “not for profit.”  It would be akin to the proverbial “killing the goose that lays the golden egg.”

Certification was started, I believe, because there were no schools offering a curriculum in clinical engineering prior to 1970.  So the practitioners had to get together and agree on a body of knowledge against which new professionals would be measured.  In spite of the initial disagreements, a consensus was reached and certification became the yardstick against which skills could be measured.  Many of the charter members of the American College of Clinical Engineering (ACCE) were CCEs.  Since its creation, ACCE accepts certification as proof of competency for admission into the individual member category.  (Contrary to widespread misconception, a person does not have to earn a bachelor’s degree in engineering to be admitted as an individual member if he or she is a CCE; otherwise, they are typically accepted as associate members.)  Unfortunately, the situation has not improved very much in the last ten years.  A few schools had started to offer undergraduate degrees in clinical engineering, but currently there are none, to the best of my knowledge.  Furthermore, very few graduate programs are currently offering the clinical engineering option.  Therefore, in principle, there is still a need for certification so that new professionals can be properly evaluated.  Even if there are formal educational programs offered, it is still likely that a universal competency testing will be required for those who want to practice, just like the exams required for physicians, lawyers, and certain types of engineers.

Interestingly enough, the biomedical technicians have an advantage over the clinical engineers in this respect.  Many community colleges (and some military programs) are still offering biomedical technology training programs often leading to an associate’s degree.  The continuing demand for biomedical technician certification is a tribute to the vision of those who aspire to grow in their profession and an opportunity for those who went to trade schools or were not fortunate enough to acquire formal education.

I believe certification should be continued as a highly useful tool to unite and advance the profession.  I do understand and appreciate the significant financial burden of keeping the certification process going.  If you cannot find a way to make your operations more frugal and efficient, I hope that other organizations will assume this important responsibility.  I deeply regret that AAMI is withdrawing from the frontier of medical technology management due to a short-term financial problem.

Very truly yours,

Binseng Wang, Sc.D., CCE
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cc:
Michael Carver – ICC chair

Robert Morris – ACCE president

