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PREFACE

The 1983-1984 Directory of Residency Training
Programs, is the 69th edition, published by the AMA,
of a list of post M.D. training opportunities in the
United States. The original purpose of this publication
(popularly known as the “The Green Book”) is still its
primary function: to provide medical students with
information on accredited programs offering training
in specialty areas. The Accreditation Council for
Graduate Medical Education (ACGME), (composed of
representatives of five national associations interest-
ed in medical education), and the Residenby Review

Committees accredit graduate training programs:

which meet the General and Special Requirements of
the Essentials for Accredited Residencies (Section II).

Over the years, the DIRECTORY has gained rec-
ognition as an official list of accredited graduate
training programs. State licensing boards and spe-
cialty societies refer to this DIRECTORY to verify the
authenticity of training programs presented by phy-
sicians who wish to qualify for licensure and certifi-
cation. The DIRECTORY is also the historical record
of graduate medical education in the Ul‘;ted States
and a source for national statistics on medical man-
power in training.

Current Directory

The 1983-1984 Directory of Residency Trammg
Programs contains five sections and six appendices.

Section I contains important information including
a summary of the accreditation process, information
about regulations for entry of foreign medical gradu-
ates to'the U.S. and admission to U.S. residency
programs, and a brief description of the National
Residency Matching Program. This section also in-
cludes the addresses for obtaining more detailed in-
formation on these subjects.

Section Il contains the NEW “General Require-
ments for Accredited Residencies,” which became

effective July 1, 1982, together with the Special

Requirements for training programs in each specialty.
Residency programs reviewed after June 30, 1982
have been judged on the basis of the new General
Requirements. The Special Requirements for each
specialty are current as of January 1983.

Section Il contains statistical data on the 1982
training year with some comparative data for pre-
vious years. Information on number of accredited
programs, number of positions, number of trainees,
and selected characteristics of trainees is provided.

vl

Information on institutions and agencies participating

in residency training, and the number of reported
fellowships in subspecialties is also included.

Section [V is the list of Accredited Residency Pro-
grams for each specialty. (Programs which will be
discontinued June 30, 1983 are not listed.) The
programs within each discipline are listed by state and
city. Persons wishing detailed information about a
residency program should write to the program di-
rector at the address listed. A list of Transitional Year
Programs offered by hospitals or groups of hospitals is
included in this section.

Section V is a “Directory of Institutions and
Agencies” participating to a significant extent in res-
idency training. The institutions are listed alphabeti-
cally by state and city. In addition to the name of the
institution, is given the name and address of the Di-
rector of Medical Education; the type of administra-
tive control of the institution; medical school affilia-
tions of the institution as provided by the deans of -
accredited U.S. medical schools; the total number of
medical staff; the number of beds; the average daily
census; the percentage of necropsies; and a list of the
specialties in which this institution provides training.

Appendix A contains a list of programs which offer
a combined medicine/pediatrics training, that is, two
years of medicine and two years of pediatrics. Both
the American Board of Internal Medicine and the
American Board of Pediatrics accept this combined
training for certification. Neither the ACGME nor the
Residency Review Committees have reviewed these
combined programs. This list has been provided by
the staffs of the American Board of Internal Medicine
and the American Board of Pediatrics and is printed in
this Directory as a service to the reader.

Appendix B contains the “Requirements for
Certification” in each specialty. These documents -
have been provided by the specialty boards and are
published as information. Questions concerning these

.documents should be directed to the particular board

office.

Appendix C contains a summary of licensure re-
quirements for each state. Inquiries concerning li-
censure should be directed to the individual state
offices.

Appendix D contains a list of U.S. medical schools
accredited by the Liaison Committee on Medical Ed-
ucation. Appendix E provides the key to abbrevia-
tions used in the DIRECTORY. '




Many people have made possible the publication of
the 1983-1984 edition of the DIRECTORY. Program
directors and the staffs of offices of medical education
and of house staff affairs have been most cooperative
in providing updated information on the training
programs they administer. Information on institutions
and agencies participating in the training programs
was provided by the chief executive officers and their
staffs.

The work of the Residency Review Committees
which review and evaluate programs provides the
basis for this DIRECTORY. Particular mention should
" be made of the contributions of the Committee Sec-
retaries who have provided corrected copy of revised
Special Requirements and notification of the most
recent actions of the Residency Review Committees
~and the Accreditation Council for Graduate Medical
Education. Information on the National Resident
Matching Program has been provided by John
Graettinger, M.D., Executive Director of that organi-
zation. '

provided current documents on the Requirements for

Certification in each of the specialties. Information on

licensure was provided by the state medical boards
and the Department of Data Planning and Evaluation
of the American Medical Association.

The AMA Division of Computer and Information
Services provided electronic data processing services.
John Muellner and his staff have been particularly
helpful. The AMA Division of Printing Services and
the Department of Creative Services provided other
“technical support. Particular commendation is due for
Herb Hinkelman who executed the cover design.

A very special acknowledgement and thank you is
extended by the Editor to a few persons who have
labored daily to bring this Directory to the public in
the most accurate form possible.

The individuals who staff the sfnecialty boards have

viii

Sylvia Etzel has coordinated the multiple facets of
this project and supervised the preparation of mate-
rial for publication. Her special skill and knowledge
have been invaluable in producing a smooth operation
from the survey through to publication.

Ann Marie Wachowski has given excellent and
consistent daily attention to the detail of each pro-
gram listing. Her penchant for accuracy and devotion
to the task are valuable assets. Ms. Wachowski also
assisted in preparing the statistical data included in
Section IIL.

Barbara Smith assisted in verifying the information
given on the survey forms and in preparing the sta-
tistical tables. In addition, Ms. Smith provided secre-
tarial support for the Department and with her cour-
teous manner obtained information from errant pro-
gram directors thus contributing to the high response

- rate for the survey.

The entry of data was done by Cindy Hawkins,
assisted by Doreen Scott. Ms. Hawkins also assisted
in verifying the statistical data and in preparing the
tables. ' '

Alicia O’Brien handled the mail, kept the files
current, and provided telephone assistance to re-
spondents. Ms. O’Brien kept an accurate record of
returns throughout the survey process and also as-
sisted in preparing the tables.

To all of those and to others who have had a part in
this publication the Editor extends appreciation.

Communications concerning the content of this
Directory should be addressed to the Editor of the
Directary of Residency Training Pragrams, Depart-
ment of Educational Directories, 535 North Dearborn
Street, Chicago, IL 60610.

Anne E. Crowley, Ph.D.
Editor '
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.

PROCESS OF REVIEW AND
ACCREDITATION OF EDUCATIONAL
PROGRAMS IN GRADUATE MEDICAL
. EDUCATION :

Résidency f’raining programs are accredited in one of the |,

following ways: by the Accreditation Council for Graduate
Medical Education (ACGME) upon recommendation of the
appropriate Residency Review Committee, or by the Res-
idency Review Committee itself if accreditation authority
has been delegated by ACGME. Accreditation of a resi-
dency program indicates that it meets the General Re-
quirements and the Special Requirements of the
. “Essentials of Accredited Residencies.” '

The Accreditation Council for Graduate Medical Edu-
cation is composed of representativés of the American
Board of Medical Specialties, the American Hospital As-
sociation, the American Medical Association, the ‘Associ-
ation of American Medical Colleges, the Council of Medical
Specialty Societies. The Federal Government names a
representative to serve as a nonvoting member of the
Council and the Council chooses one public member. The

" Residency Review Committees consist of representatives
appointed by the Board of Trustees of the AMA upon
recommendation of the Council on Medical Education, by
the specialty boards concerned, and, in some cases, by a
national professional association of the specialty field.

The accreditation review process is set in motion in one
of two ways, depending upon whether the program under
consideration is a new or an on-going program. In the case
of a new program the process begins when the program
director sends his application to the Secretary of the ap-
propriate Residency Review Committee. The Secretary
checks the application for completeness and sends the
document forward to the Director of Field Staff, who de-
termines a date for the survey of the program.

In the case of an on-going program the Staff regularly
review the list of approved programs in order to determine
which programs are due for survey. Fully approved pro-
grams are usually reviewed every five years; programs with
provisional or probationary approval are generally re-
viewed every two years.

The RRC may request a review any time between “as
soon as possible” and five (5) years. When a shorter review
cycle is recommended, the RRC may decide to send either
a member of the field staff or a specialist site visitor de-
pending on the nature of the concerns.

It should be emphasized that the surveyor is not directly
‘involved in the final accreditation decision of the RRC. It is
the surveyor’s primary responsibility to verify the facts and
figures that have been provided by the program director.
He/she also .conducts in-depth interviews with the resi-
dents in an attempt to assess accurately the overall quality
of the educational program. The surveyor attempts to be as
accurate, objective and non-judgmental as possible and
avoids making any statement which appears to be a rec-
ommendation for or against the accreditation of the pro-
gram.

Programs may be designated as:

- a. Independent (Intramural): A program con-
ducted within a single institution. The assignment of
residents is limited to that institution.

b. Affiliated: When two or more institutions develop
formal agreements and conjoint responsibilities to

Accreditation Process
Foreign Medical Graduates
National Resident Matching

Program |

provide complementary facilities, teaching staff, and
teaching sessions. '

c. Integrated: When a single program director as-
sumes the responsibility for the residency program
which involves more than one institution and the
program director is responsible for all appointments
of the residents and of the teaching staff.

Program directors should be aware that processing of an
application for a new program requires several steps and is
dependent on the meeting times of the appropriaté Resi-
dency Review Committee and the Accreditation Council
for Graduate Medical Education. Thus, it should be antici-
pated that the processing of an application will require 6 to
12 months from the time it is received in the office of the
Secretary until accreditation action is taken.

Once-an application has been received by the Secretary
of the Residency Review Committee and a site visit has
been scheduled the following steps are followed:

1. The surveyor reviews the information and the program
at the institution, organization or agency which offers
the program and submits a report. This report does not
include a recommendation of the accreditation status of
the program. : .

2. Allinformation is compiled and placed on the agenda for
the appropriate Residency Review Committee.

3. The Residency Review Committee reviews the program
information in detail, evaluates the program and de-
termines the degree to which it meets the published
educational standards. It decides upon an accreditation
status for the program and identifies areas of non-
compliance with standards, if any.

The accreditation categories are as follows:

Full accreditation . .. Recommendation to this cate-

gory may be made in three circumstances:

a) ﬁrograms holding provisional accreditation which

ave continued to meet the “General” and “Special
Requirements”; .

b) fully accredited programs which, following resurvey
and review, continue to meet the “General” and
“Special Requirements”;

c} programs which had been placed on probation and
are subsequently judded to meet the “General” and
“Special Requirements” and thereby justify a resto-
ration to the category of full accreditation.

Accreditation withheld... Recommendation to
this category may be made when the Residency Review

' Committee tinds that a new program seeking accreditation

does not satisfy the “General” and “Special Requirements”
of the “Essentials of Accredited Residencies.” :
Provisional accreditation ... Recommendation to
this category may be made for new programs not previ-
ously accredited or upon reapplication by a previously
accredited program which has had its accreditation with-
drawn and is judged to satisfy the “General” and “Special
Requirements” of the “Essentials of Accredited
Residencies.” Provisional accreditation may also be rec-
ommended in the unusual circumstance in which a fully
accredited program has been so altered that in the view of
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the Residency Review Committee it is the equivalent of a
new program. In each event, the effective date of provi-
sional accreditation will be stipulated. In general it should
coincide with the beginning of the current year of service for
enrolled residents.

All programs with provisional accreditation, whether or
not they have residents, should be resurveyed and evalu-
ated by RRC’s at a time no longer than three years after the
initial notification of provisional accreditation. Provisional
acccreditation should not exceed a time equivalent to the
minimum length of the program plus one year. If full ac-
creditation is not recommended within this time, provi-
sional accreditation will be withdrawn, providing a resurvey
has been made and the program has been reviewed by the
Resdidency Review Committee. Special exc¢eption may be
made.

Probationary accreditation ... Recommendation
to this category may be made for currently accredited
programs which, upon evaluation, show specific deficien-
cies which are considered to be correctable. Such programs
may not be on probation for more than four consecutive
years. If, after resurvey and review, the Residency Review
Committee finds the stipulated deficiencies corrected, the
program will be returned to full accreditation. When the
ACGME takes action to accredit. a program on a proba-
tionary basis, program directors are required to apprise in
writing all current residents and applicants of the ACGME
action, whether or not the action is being appealed. The
effective date of probation shall be the date of ACGME
action to accredit the program on a probationary status.
The “Procedures for Reconsideration and for Appeal of
Adverse Actions” (see below) provide further details on
adverse actions.

Accreditation withdrawn ... Recommendation to
this category is appropriate when any one of four condi-
tions prevails: .

a) aprogram holding provisional accreditation has failed

to meet the criteria for full ac¢reditation;

b) a program holding probationary accreditation has
failed to correct its deficiencies and thus cannot meet
the criteria required for full accreditation;

c) granted without prejudice to a program which vol-
untarily withdraws from resident training;

the merger of two or more programs into a single new
program should result in the early evaluation of the
new program with subsequent withdrawal of accred-
itation of the separate programs, once accreditation
of the new program is achieved.

When accreditation is withdrawn, the effective date of
that withdrawal shall be not less than one year from the
date of the action; or when the action is appealed and said
action is sustained, shall be not less than one year from the
date the action is sustained. In either case, the effective
date of withdrawal shall permit the completion of the
training year in which the action becomes effective.

Once notification has been made of withdrawal of ac-
creditation, no residents may be appointed to the program.

The “Procedures for Reconsideration and for Appeal of
Adverse Actions” contain further details (see below).

Following the meeting of a Residency Review Commit-
tee letters of notification are sent to program directors
informing them of the decision of the RRC. In those cases
where accreditation authority has been delegated by
ACGME to the RRC program directors receive their letters
of notification immediately following the RRC meeting. In
those cases in which the RRC does not accredit but rec-
ommends an accreditation status to ACGME the program
directors receive draft letters following an RRC meeting.
Official notification letters are sent after ACGME has acted
upon the RRC’s recommendations. (Additional information
regarding notification letters is contained in the
“Procedures for Reconsideration and for Appeal of Ad-

. verse Actions”, see below.)

d

-~

PERIOD OF ACCREDITATION

The initial notification of accreditation shall specify the
period for which the accreditation status is valid. Resurvey
of the program should be performed before the expiration
of the period or within any extension granted by the
ACGME or an RRC necessary to accomplish scheduling of
the resurvey. An accredited program may be resurveyed at
any time at the discretion of the ACGME or RRC following
notice to the program. Programs that are delinquent in
payment of fees are not eligible for resurvey.

Programs determined to be delinquent in payment of
fees shall be notified by certified mail, return receipt re-
quested, of the effective date of withdrawal of accredita-
tion, said date to be not longer than one year from the date
of notification. On said date, the program will be removed
from the list the ACGME accredited programs. The effec-
tive date of withdrawal of accreditation should permit the
completion of the training year in which the action becomes
effective. -

PROCEDURES FOR
RECONSIDERATION AND FOR
APPEAL OF ADVERSE ACTIONS
Approved September 21, 1982

b
ACéME

The Accreditation Council for Graduate Medical Edu-
cation procedures for reconsideration and for appeal of
adverse actions regarding the accreditation status of pro-
grams in graduate medical education provide for two steps
of review.!

I. RECONSIDERATION

A. A draft letter containing the recommendation? by a
Residency Review Committee to deny or withdraw
accreditation or to place or continue a program on proba-
tion or to deny-an increase in the resident complement or to
recommend a reduction in the number of residents in a
program shall be mailed to a program director whose
program has received such adverse recommendation as
soon as possible following the Residency Review Commit-
tee meeting. The draft letter when transmitted to the
program involved shall include the basis for the decision
and inform the program director of his right to request
recorisideration.

In cases of withholding or withdrawing accreditation or
of placing a program on probation, a copy of the draft
notification letter will also be sent to the chief administra-
tive officer of the parent institution.

B. Final letters of notification will be sent to program
directors, hospital administrators of participating institu-
tions as indicated in the program listing, the medical school
dean where the program is affiliated with a medical school
and the sponsoring organizations of the RRC after the
action becomes final. The recommendation of the RRC
becomes final upon concurrence by the ACGME.

In those cases in which the RRC has been delegated
accreditation authority, the action of the RRC becomes
final thirty (30} days after the receipt of the draft letter or
after the RRC has acted upon a request for reconsideration.

C. If reconsideration is not requested the residents and
applicants must be notified of the adverse action in writing.

Al correspondence relating to reconsideration should be sent by cer-

tified mail, return receipt requested, in care of The Secretary, Residency
Review Committee for (name of speciaity), 535 North Dearborn Street,
Chicago, lllinois 60610. Correspondence relating to an appeal of an
adverse action should be sent by certified mail, return receipt requested,
in care of The Secretary, ACGME, 535 North Dearborn Street, Chicago,
Iinois 60610.

4f the ACGME has delegated accreditation authority to an RRC, the
word “action” should be substituted for “recommendation” wherever it
appears in this document. - R
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D. Written requests for reconsideration must be sub-
mitted to the Secretary of the appropriate RRC by certified
mail, return receipt requested, within thirty (30) days fol-
lowing receipt of the draft letter. If the program does not
request reconsideration within thirty (30) days after receipt
of the draft letter all rights to an appeal are waived.

E. When a written request for reconsideration is re-
ceived, the program shall revert to its status prior to the
adverse action.-or recommendation of an adverse action by
an RRC.

F. The Secretary of the appropriate RRC will place the
request for reconsideration in the program file and will
present it to the next meeting of the RRC or earlier should
the RRC utilize the Conference Call Mechanism, as de-
scribed in the ACGME Manual of Structure and Functions.
The RRC shall complete the reconsideration no later than
its next meeting. The RRC may either sustain or modify its
previous recommendation.

G. If reconsideration of an adverse action is sustained,
the residents and applicants must then be notified in writing
that an adverse action has been taken whether or not the
action is appealed further. Copies of the letters of notifi-
cation to residents and applicants must be kept on file by
the program director. '

H. The information upon which reconsideration is based

must be that which pertains to the program at the time of .

the on-site inspection and the initial evaluation by the RRC.
New information based on data subsequent to the inspec-

. tion and the initial review or representing changes in the
program following an adverse decision cannot be consid-
ered at this time by the RRC. :

I. Where substantial changes have occurred subsequent
to the action of the RRC, the information should be delin-
eated and submitted by the program director as part of a
new application for evaluation and accreditation of the
program. . :

J. When the RRC sustains its previous recommenda-
tion, the ACGME will either sustain the recommendation of
the RRC, at which time the reconsideration phase of ap-
peals is completed, or refer the program back to the RRC
for further consideration. The ACGME will notify the pro-
gram of its decision and indicate the further right to appeal
an-adverse decision. In those cases in which the RRC has
been delegated accreditation authority, the reconsideration
phase is completed when the RRC either sustains its pre-
vious action or modifies it. . .

K. When the RRC sustains its previous action, official
letters of notification shall be sent as outlined in I. B. above.
1. APPEAL HEARING

-A. If following reconsideration, the RRC or the ACGME
sustains its previous action, the program director may
request a hearing before a Board of Appeals. .If a written
request for such a hearing is not received by the Chairman
of the ACGME within thirty (30) days following receipt of

the official letter of notification, thé action of the ACGME or

an RRC, will be deemed not subject to further appeal from

the program director.? If a hearing is requested the Board
will be appointed according to the following procedures:

. The Chairman of the ACGME, using the Directory of

- Residency Training Programs, will develop a list of

panelists' made up of program directors from fully

-accredited programs (not to include programs on

probation or provisionally approved status) who have

agreed to serve on a hearing panel. The list of names

of directors of fully approved programs shall be drawn

from residency -programs in the specialty under ¢on-

sideration.

2. For a given appeal, the Chairman of the ACGME will

mail one copy to the program director and one copy

to the Chairman of the appropriate RRC. The'ap-

3L etters should be sent certified mail, return receipt requested, in care

of the Secretary of the ACGME, 535 North Dearborn Street, Chicago,

Tlinois 60610. 5

pellant and the Chairman of the RRC will have fifteen .

(15} calendar days to select one name each plus two
alternate names ranked in order of preference, and
submit them to the Chairman of the ACGME.

3. After these two lists are received, the Chairman of
the ACGME will select two panelists from these lists
and ask them to select a third panel member from the
list developed by the Chairman of the ACGME. A
conference telephone call will be held between the
two panelists to select the third member, plus two

alternate names rankéd in order of preference. If both

parties are unable to agree upon a third name, the
Chairman of the ACGME will select the third mem-
ber. :

B. When a program director requests a hearing before a
panel, the program reverts to its prior status until the
ACGME makes a final determination on the status of the
program. : ,

C. Hearings requested in conformity with these proce:
dures will take place no later than ninety (90) days following
the appointment of the Board of Appeals. At least
twenty-five (25) days prior to the hearing the program
director and the institution shall be notified of the time and
place of the hearing. Once the Appeals Board is formed, the
program director and institution have the right to request
and obtain all the information in the program file on which
the Residency Review Committee’s recommendations and
actions were taken, including reports of field staff and
specialist site visitors, progress reports, and any additional
clarifying information which was provided by tﬁe program
director during the Reconsideration phase of the appeal.
This same material is forwarded to the panel members in
advance of the hearing. Written briefs may be submitted to
the Board of Appeals no later than two (2) weéks following
the hearing providing that formal request to submit such
briefs is made to the Board of Appeals at the time of the
hearing. -

D. The permanent file together with formal presenta-
tions at the hearing, the proceedings of the hearing and
briefs submitted under the provisions outlined above shall
be the basis for the findings of the Board of Appeals.

E. At any hearing before the Board of Appeals, the
institution may be accompanied by counsel, make oral
presentation, offer testimony and request that
representative(s) of the bodies involved in the evaluation of
the program appear to present testimony. The institution,
at least fifteen (15) days prior to any such hearing, shall
request in writing the presence of such representative(s)
'whom it wishes to examine. Proceedings before a Board of
Appeals are not of an adversary nature as is typical in a
court of law, but rather, provide an administrative mech-
anism for peer review of an accreditation decision about an
educational program. Since a Board of Appeals is not a
court of law, it shall not be bound by technical rules of
evidence usually employed in legal proceedings but may
accept any information it deems appropriate and pertinent
to the content of the program and the degree to which it
meets the published educational standards. The institution,
through its representatives, shall have the opportunity to
be present at the hearing to attempt to rebut the prior
findings and defend the program. All information presented

should be for purposes of clarification only, and description

of new components as defined above are not relevant.
Although there is no subpoena power to compel the at-
tendance of any individual at a Board of Appeals hearing, a
request by the institution for the presence of any individual
shall be sent to that individual by the Secretary of the
ACGME if it is received in a timely manner pursuant to

~ these procedures.

The Board of Appeals is charged with determining
whether there is substantial, creditable evidence to support
the action taken by the RRC regarding the action that is
being appealed. The Appeals Board, in addition, will make
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a determination as to whether there has been substantial
compliance with the published administrative procedures
governing accreditation of graduate medical education
programs.

Any recommendation of the Board of Appeals regarding
accreditation status shall be limited to the alternatives set
forth in the Manual of Structure and Functions. The Ap-
peals Board shall not re-evaluate the entire program, nor
shall it cite any “new” deficiencies that were not previously
cited by the RRC.

F. Following the hearing or submission of briefs, the
Board of Appeals shall submit within fifteen (15) days a

recommendation on the status of the program for consid-

eration to a subcommittee of the ACGME at its first
meeting following the hearing and report of the Board of
Appeals.

G. The Subcommittee on Appeals shall review the
recommendations of the Board of Appeals to determine
whether there has been substantial compliance with the
published administrative procedures governing the appeals
procedure as described in this document.

H. The Subcommittee on Appeals shall make its rec-
ommendation to the plenary session of the ACGME for final
actlon

The Secretary of the ACGME shall, within fifteen (15)
days following the ACGME meeting and via certified mail,
notify the program under appeal of the decision of the
ACGME. The resulting subsequent decision by the ACGME
as to the status of the program shall be final.

J. Expenses of the Board of Appeals shall be shared
equally by the appellant and the ACGME. The expenses of
witnesses and legal counsel requested by the appellant will
be the responsibility of the appellant.

CHARGES FOR EVALUATION AND
ACCREDITATION OF PROGRAMS

Fees charged for the accreditation of programs may be
changed from time to time by decision of the Accreditaiton
Council for Graduate Medical Education. As of December
1, 1982, the following fee structure is in effect.

Al Administmtive Review

A fee is charged for the following:

a) New applications.

b) Request for an increase or decrease in the resident
complement, in those cases in which Residency Re-
view Committee action is required; request for the
increase and decrease in the number of hospitals in a
program, under those circumstances when Residency
Review Committee action is required.

The charge for administrative review is $200.00. It is
normally billed at the time requests are received.

B. Program Survey

Fees charged for the following on-site inspections of
programs:

a) Survey by an ACGME Field Surveyor: $950.00.

b) gtlxrvey by a Specialist in the appropriate discipline:
C. Annual Per Resident Fee

An annual fee for each resident position filled in an
accredited residency training program will be charged. The
fee will be calculated on the number of residents in a
program as of September 1, of a given academic year.
Programs will be billed sometime after December 1, of that
academic year. The fee charged is $25.00 per resident.

WHERE TO WRITE FOR INFORMATION

Inquiries regarding any aspect.of the accreditation pro-
cess should be directed to the Secretary of the appropriate
Residency Review Committee at the following address:
535 North Dearborn Street, Chicago, IL 60610.

Inquiries regarding the per resident annual fee should be
directed to: Secretary of ACGME, 535 North Dearborn
Street, Chicago, IL 60610.

Inquiries regarding listing of programs should be directed
to: Director, Department of Educational Directories,
American Medical Association, 535 North Dearborn
Street, Chicago, IL 60610.

Any inquiries regarding certification of individual can-
didates in any specialty should be directed to the appro-
priate board in that specialty. (See Appendix B, Table 2 for
address.)

Inquiries regarding the Match Program should be di-
rected to the National Resident Matching Program, One
American Plaza, Evanston, IL 60201 (Phone:
312-328-3440). :

ENTRY OF FOREIGN-BORN MEDICAL
GRADUATES TO THE UNITED STATES

The entry of foreign-born foreign medical graduates to
the United States is governed by the Immigration and
Nationality Act, which is administered by the Immigration
and Naturalization Service. It is a violation of federal law to
provide employment to a foreigner who does not hold a visa
permitting him to earn a salary. Thus, residency program
directors considéring foreign-born forelgn medical gradu-
ates should appoint only those who hold a federal work
permit, an exchange visitor (J-1) visa, or an immigrant visa.
These foreign-born foreign medical graduates should also
hold the standard Educational Commission for Foreign
Medical Graduates (ECFMG) certificate, earned either
through passing the ECFMG examination or the Visa
Qualifying Examination' (VQE), and meeting the other re-
quirements of the ECFMG.

Foreign medical graduates who hold exchange visitor.
visas can be appointed only to residency programs in a
medical school hospital, or in a hospital affiliated with a
medical school; and the medical school must agree in
writing to provide the training for which the medical
graduate is coming to the United States. Recent amend-
ments to the Immigration and Nationality Act permit a
foreign- medical graduate to remain in the United States
long enough to complete training in a specialty or for seven
years, whichever is shorter; a graduate may change his
designation of specialty once during that period.

Exchange Visitor FMGs

- Exchange visitor foreign medical graduates are at pres-
ent required to have passed the VQE in order to obtain a
visa, and they must have demonstrated competency in oral
and written English. They must also have undertaken their
medical studies at medical schools listed in the World
Directory of Medical Schools and must have completed all of
the medical education requirements for admission to
practice in the country where they attended medical
school. They must, in addition, have committed themselves
to return to their home country, or country of last residency
before coming to the United States, after they complete
their training in the United States, and their country must
provide written assurance that there is need in that country
for services in the specialty of the graduate’s training. A
graduate holding an exchange visitor visa and a standard
ECFMG certificate has met these requirements.

Summary of Requirements
for Waiver of the VQE*

The “Substantial Disruption” Waiver has been extended
through December 31, 1983. Federal legislation has ex-
tended the authority for waiver of certain requirements for
FMGs coming to the United States as exchange visitors for
the purpose of graduate medical education, if there would
be a “substantial disruption” in the health services provided
by the education programs in which the aliens seek to

‘From: “Highlights Summary Public Law 97-116 passed by the U.S.
Congress December, 198 P v the
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participate. The requirements waived are that the FMG
pass the VQE and that the graduate medical education
program in which the FMG participates be provided or
arranged for by a medical school. ,

In order to receive a waiver, a program of graduate
medical education for FMGs would be required to have a
comprehensive plan to reduce reliance on alien physicians,
in accordance with published criteria. Such a plan must
include details relating to (1) problems the program antici-
pates without the waiver and the alternate resources and
methods (including use of physician extenders and other
paraprofessionals) that have been and will be applied to
reduce disruption in services, (2) changes {including im-
provement of educational and medical services training)

which have been or will be made to make the program more.

attractive to medical school graduates who are United
States citizens, (3) recruiting efforts which have been and
will be undertaken to attract medical school gradautes who
are United States citizens, and (4) how the program, on a
year-to-year basis, has and will phase down its.dependence
on foreign medical graduates so that after December 31,
1983 the program will not be dependent upon the admis-
sion of additional aliens. - ‘

Immigrant Foreign Medical Graduates

Foreign-born foreign medical graduates who immigrate
to the United States similarly are subject to regulations.
Program directors should determine that such individuals
have an immigrant’s visa and an ECFMG certificate, or a full
and unrestricted state license to practice medicine.
Foreign-born foreign medical graduates may immigrate to
the U.S. in a number of different ways. The most common
way is to enter on a third-preference visa, that is, as a
professionally trained physician or surgeon coming to the
United States to practice medicine. A foreign medical
graduate may immigrate to the U.S. without taking the
VQE, as a political or religious refugee or as the first-degree
relative of a U.S. citizen or a U.S. permanent resident.
Those physicians who apply for a third-preference (or
professional preference) visa must take the VQE and satisfy
other immigration rules, which include obtaining a U.S.
Department of Labor certificate indicating that they are not
being appointed to a position that an equally qualitied U.S.
citizen or permanent resident has sought. The VQE can
lead to the ECFMG certificate; consequently, a foreign
medical graduate does not need to take both the VQE and
the ECFMG examination. Program directors who are con-

tacted by foreign-born foreign medical graduates with.

questions about immigration should refer the inquirer to a
U.S. Consul General (if the inquiry comes from abroad) or

to the Immigration and Naturalization Service (if the inquiry .

comes from within the U.S.). Only a U.S. Consul or the
Immigration and Naturalization Service can rule whether or
not a foreign-born foreign medical graduate must take the
VQE in order to be eligible to immigrate. The concern of the
residency program director is to determine that the foreign
graduate has the standard ECFMG certificate and a visa
permitting him to work in the U.S. Information booklets for
both the ECFMG and the VQE are available from ECFMG,
3624 Market Street, Philadelphia, PA 19104,

Rules and Regulations for Public Law 94-484, published
in the Federal Register, Volume 43, Number 63 on Friday,
March 31, 1978, pages 13504 and following, indicate that
a foreign-born foreign medical graduate can be admitted to
the United States for the purpose of “observation, consul-

tation, teaching, or research” (not involving responsibility
for patient care) without having passed the VQE. A U.S.
university or academic medical center which has been
designated as an Exchange Visitor Program is authorized to
issue Form IAP-66 (formerly DSP-66) in such circum-
stances. A university or academic medical center which has
been designated as an Exchange Visitor Program can issue
a IAP-66 form to a foreign-born foreign medical graduate
who is entering the U.S. for “observation, consultation,
teaching, or research.” Such appointments should be dis-
cussed with ECFMG.

. The Fifth Pathway

The “Fifth Pathway,” is available to persons who meet

the following conditions:

a. have completed, in an accredited American college or

. university, undergraduate premedical work of the
quality acceptable for matriculation in an accredited
U.S. medical school evaluated by measures such as
college grade point averages and scores achieved on
the Medical College Admission Test;

b. have studied medicine in a medical school located
outside the United States, Puerto Rico, and Canada,
which is listed in the World Directory of Medical
Schools, published by the World Health Organiza-
tion;

¢. have completed all of the formal requirements of the
foreign medical school except internship and/or so-
cial service. (Those who have completed all of these
requirements including internship and/or social -
service are not eligible for a Fifth Pathway program.)

Students who have completed the academic curriculum
in residence at a foreign medical school and who have
fulfilled the above conditions may be offered the opportu-
nity to substitute for an internship and/or social service
required by a foreign medical school, an academic Fvlear of
supervised clinical training prior to entrance into the first
year of approved graduate medical education. The super-
vised clinical training must be provided by faculty of an
undergraduate program in medical education accredited by
the Liaison Committee on Medical Education, and should
be conducted in closely affiliated hospitals to assure that
those who complete such programs are reasonably com-
parable to the school’s regularly graduated students. The
medical school should insure that the constellation of re-
sources is adequate for the conduct of its Fifth Pathway
without jeopardizing its other academic programs.

Before the beginning of the supervised clinical training,
said students must attain a score satisfactory to the spon-
soring medical school on a screening examination, prefer-
ably nationally administered, acceptable to the Council on
Medical Education and have their academic records and
skills evaluated by the faculty to identify individual aca-
demic deficiencies to be remedied by completion of the
supervised clinical program.

Physicians who have a “Fifth Pathway” certificate are
eligible for appointment to residency training. They must
also meet requirements established by the state medical
Board and must be accepted for appointment by the di-
rector of the residency program.

The Council on Medical Education has recommended to
all state boards of medical examiners that they consider for

" licensure all candidates who have completed successfully

the supervised clinical training program on the same basis
as they now consider foreign medical graduates who have
received ECFMG certification.
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The National Resident Matchimg Programnn

The Directory of Residency Training Programs lists all of
the hospitals with resident training programs accredited by
the Accreditation Council for Graduate Medical Education.
For the past 27 years, over 90% of the hospitals approved
for such training have offered their first year positions
through the National Resident Matching Program (NRMP).
The NRMP is limited to those hospitals which have signed
an agreement to participate for the coming year.

Because essentially all specialty boards have made
significant modifications in their requirements, it is now
possible for medical students to apply for a first year of
graduate medical education or a first year of residency in
most specialties. These recent policy changes have made it
possible for new medical graduates to select their first year
of graduate medical education from a much broader pro-
gram base. In the revised Essentials of Accredited Resi-
dencies in Graduate Medical Education “institutions and all
of their sponsored programs are strongly encouraged to
participate in the National Resident Matct:ing Program.”

The NRMP DIRECTORY is published-annually in Oc-
tober. The federal services, except for the Veterans Ad-
ministration, are listed first. Essentially all Veterans Ad-
ministration hospitals that offer graduate medical educa-
tion participate as components of integrated programs.

The Army, Navy, Air Force do not participate in the

Matching Program. Persons applying for training in the
Public Health Service should apply directly to the hospital
involved. The government services do not issue contracts.
Following the listings of the federal services, all participat-
ing hospitals are listed alphabetically by state, within each
state by city, and within the city by the name of the hospital.
A six-digit number designates each specific hospital and
type of program, or track within a program, at each indi-
vidual hospital. It is to be used by the applicants on the
confidential rank order list they send to NRMP to indicate
their choice among the programs for which they have
applied: Several special tracks may be offered within some
types of residency programs for the Matching Program.
These may include tracks that designate particular kinds or
locations of training within the accredited program. It is
essential that applicants use the specific, six-digit code
number for each of their selections on their rank order lists.

If applicants are applying to a hospital which offers
several different types of programs or tracks, they must
indicate on their confidential preference blank their pref-
erence for the specific type of program track in that hospital
for which they have applied. For example, if applicants
apply for a residency in surgery and ago a transitional
program at the same hospital, they must rank these just as
if they were in separate hospitals.

A supplement list of new and deleted programs is sent to
participants in December.

In writing to a hospital applicants should address the
Program Director. The Directory of Residency Training
Programs lists the name and address of the program di-
rector. )

Because of the intense desire of some hospitals to secure
candidates, and because of an eqﬁa]ly strong desire of some
applicants to serve at a particular hospital, pressure may be
brought by either party in the other to force an early
commitment. Such demands are contrary to the NRMP
Agreements that are signed by applicants, program direc-
tors, and hospitals. In the matching plan only the confi-
dential rank order lists submitted by hospitals and appli-
cants should determine the placement of applicants in
programs.

The algorithm of the matching plan does not penalize
either group from taking “flyers.” Should applicants apply
to a hospital in which they think their chances of accept-
ance are poor, their chances at their second choice hospi-
tals are just as good as if they had rated them first. Simi-
larly, if hospitals rate as their first choice applicants they
believe they have little chance of securing, and do not
secure them, such hospitals will have just as good a chance
to get their second choice applicants as if they had rated
them first.

Application materials are sent to all medical students via
their dean’s offices.

Other individuals who wish to participate in the Match-
ing Program may obtain application materials and more
detailed information by writing to the National Resident
Iédaft;hling Program, One American Plaza, Evanston, Illinois

0201.




Section I

REQUIREMENTS FOR ACCREDITATION

OF PROGRAMS

This Section contains documents -which de-
scribe the General Requirements for all resi-
dency training programs, and the Special Re-
quirements for training in the various branches
of medicine. The document, “Essentials of Ac-
credited Residencies in Graduate Medical
Education” was adopted by the Accreditation
Council for Graduate Medical Education
(ACGME) and became effective July 1, 1982.

The twenty-four sections of the document
which give the Special Requirements for train-
ing programs in the various branches of medi-
cine have been approved by the appropriate
Residency Review Committee, the parent bod-
ies of the Residency Review Commiittee, and the
ACGME. The Special Requirements documents
specify in general terms the curriculum content
for an acceptable training program. These
documents may also address the general char-
acteristics of the resources and personnel
necessary for the program, as well as the dura-
tion of training and other specifications for a
program.

The distinction between “accreditation of a
training program” and “certification of an in-
dividual physician is an important one.
Accreditation is the process whereby the Ac-

’ creditation Council for Graduate Medical Eﬂu- .

cation grants public recognition to a specialized
program which meets certain established edu-
cational standards as determined through ini-
tial and subsequent periodic evaluations by the
Residency Review Committee. The primary
purpose of the accreditation process is to pro-
vide a professional judgment as to the quality of
the educational program. By this process the
potential candidate to the program is assured
that the program meets the standards set by
professionals in that specialty.

Certification is the process by which a spe-
cialty board grants recognition to an individual
physician who has met certain predetermined
qualifications, as specified by the board. The
certification requirements for each American
Specialty Board will be found in Appendlx B of
this DIRECTORY.

Nelther of the above should be confused with
licensure, which is the process by which an
agency of state government grants permission
to an individual physician to practice medicine
within the jurisdiction of that state. A summary
of medical licensure requirements of the fifty
states is given in Appendix C of this
DIRECTORY. : '

THE ESSENTIALS OF ACCREDITED RESIDENCIES
IN GRADUATE MEDICAL EDUCATION
(Effective: July 1, 1982)

PREFACE

Graduate medical education in the United States is an
integral component in the continuum of medical education.
Physicians enroll in programs in graduate medical educa-
tion to develop expertise in some special branch of medi-
cine, as undergraduate medical education does not prepare
a student for independent medical practice without sup-
plementation by graduate training. The graduate phase is
essential as indicated in this.statement in the Liaison
Committee on Medical Education’s (LCME) “Structure and
Functlon of a Medical School”:

“The undergraduate period of medlcal education leading

to the M.D. degree is no longer sufficient to prepare a

student for independent medical practice without sup-

plementation by a graduate training period which will
vary in length depending upon the type of practice the
student selects.”

1

During the undergraduate phase, students gain knowl-
edge of the sciences basic to medicine and learn to apply
that knowledge to clinical problems. Skills in collecting data
are developed by interviewing and examining patients and
selecting and applymg laboratory procedures under the
guidance and supervision of the faculty and residents.
Students learn to utilize these data to arrive at diagnostic
hypotheses and make therapeutic decisions. These basic
skills are learned by rotations through a variety of clinical
disciplines in both inpatient and outpatient settings. Un-
dergraduate medical students have limited opportunities to
assume personal responsibility for patient care, and gen-
erally do not participate in the care of individual patients for
an extended period of time.

Physicians in graduate medical education are, by con-
vention, called resident phy51c1ans or residents. Dunng the
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graduate phase, the knowledge and skills acquired in
medical school are expanded through the progresswe as-
sumption of personal responsibility for patient care in su-
pervised, clinical, educational environments which provide
opportunities to learn about the variability of human beings
in health and disease and about their biological, emotional,
and social problems. As residents progressively gain more
knowledge and skill they are provided greater latitude to
make decisions and treat patients, but always under su-
pervision.

Graduate medical education is organized bY specialty. -
s

Some institutions (hospitals, medical schools, medical
centers or other sponsoring organizations) may offer pro-
grams in many specialties, while others sponsor only a few,
consistent with their clinical resources and capabilities.
Each residency training program is organized and directed
by a program director who has a staff responsible for the
education, training, and supervision of the residents. Each
institution is responsible for providing sufficient resources
and assuring supervision for the proper conduct of its
programs.

During the graduate phase of their education most res-
idents, in addition to attaining the knowledge and’ skills
needed to be practitioners, seek to complete training re-
quirements for certification by a specialty board. Each
board generally requires that graduate medical education
be obtained in a program reviewed and approved by the
Residency Review Committee (RRC) for that specialty
under the authority of the Accreditation Council for
Graduate Medical Education (ACGME).

APPROVAL AND ACCREDITATION

Approval and accreditation of training programs are
voluntary efforts of all parties involved in graduate medical
education. The process of accreditation assures medical
students, residents, spec1alty boards, and the public that
training programs are in essentlal comphance with pub-
lished standards.

To be approved and accredlted, graduate medical edu-
cation programs must meet the General Requirements for
graduate medical education and the Special Requirements

for a specialty and be sponsored by an institution. The

Special and General Requirements are the standards
against which programs are judged by Residency Review
Committees (RRCs) and the Accreditation Council for
Graduate Medical Education (ACGME) in the process of
review, approval and accreditation.

There is an established Residency Review Committee
for each of the specialties in medicine for which certification
is provided by a specialty board.

Residency
Review Committee Sponsoring Organizations
Allergy & Immunology ~ American Board of Allergy and
Immunology (A :
Conjoint Board of the
American Board of Internal
Medicine and the American
Board of Pediatrics)
AMA Council on Medical
Education
American Board of -
Anesthesiology
AMA Council on Medical
Education .
American Society of
Anesthesiologists
Colon & Rectal Surgery American Board of Colon and
Rectal Surgery
American College of Surgeons
AMA Council on Medical
Education

Anesthesiology

Dermatology

Emergency Medicine

Family Practice

Internal Medicine

Neurological Surgery

Neurology

3

Nuclear Medicine

Obstetrics-Gynecology

Ophthalmology

Orthopaedic Surgery

Otolaryngology

Pathology

Pediatrics

Physical Medicine &
Rehabilitation

American Board of
Dermatology

AMA Council on Medical
Education

American Board of Emergency
Medicine

American College of
Emergency Physicians

AMA Council on Medical
Education

American Board of Family
Practice

AMA Council on Medical
Education

American Academy of Famlly
Physicians

American Board of Internal
Medicine

AMA Council on Medical
Education .

American College of Physicians
American Board of
Neurological Surgery

AMA Council on Medical
Education

American College of Surgeons
American Board of Psychiatry
and Neurology

AMA Council on Medical
Education

American Board of Nuclear
Medicine (A Conjoint

~ Board of the American Board

of Internal

Medicine, the American Board
of Pathology and

the American Board of

- Radiology)

AMA Council on Medical
Education
American Board of Obstetrics
& Gynecolog
AMA Councir on Medical
Education
American College of Obstetncs
and Gynecologists
American Board of
Ophthalmology
AMA Council on Medical
Education
American Academy of
Ophthalmology
American Board of
Orthopaedic Surgery
AMA Council on Medical
Education
American Academy of
Orthopaedic Surgeons
American Board of
Otolaryngology

MA Council on Medical
Educatlon
American College of Surgeons
American Board of Pathology
AMA Council on Medical
Education
American Board of Pediatrics
AMA Council on Medical
Education
American Academy of
Pediatrics
American Board of Physical
Medicine & Rehabilitation
AMA Council on Medical -
Education
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American Board of Plastic
Surgery
AMA Council on Medical
Education ‘
American College of Surgeons
American Board of Preventive
Medicine :
AMA Council on Medical
Education )
American Board of Psychiatry
and Neurology
AMA Council on Medical
Education '
American Psychiatric
Association
American Board of Radiolog
AMA Council on Medical

: Education
Surgery American Board of Surgery
AMA Council on Medical
Education
American College of Surgeons
American Board of Thoracic
Surgery
AMA Council on Medical
Education
American College of Surgeons
Urology American Board of Urology
' AMA Council on Medical
Education ¥
American College of Surgeons

The Accreditation Council for Graduate Medical Edu-

Plastic Surgery

Preventive Medicine

Psychiatry

Radiology

Thoracic Surgery

cation is composed of representatives of the following -

national professional organizations which are concerned
with and involved in graduate medical education:

American Board of Medical Specialties

American Hospital Association

American Medical Association

Association of American Medical Colleges

Council of Medical Specialty Societies
In addition there is a resident representative, there is a
federal representative, and there is a public representative.

Each RRC develops Special Requirements for training
programs in its specialty. These Special Requirements,
after review and recommendation by the RRC’s sponsoring
organizations and subsequent approval by the ACGME, set
forth the requirements for the essential educational con-
tent, instructional activities, patient care responsibilities,
supervision, and facilities that should be provided by the
prograrns in the particular specialty.

The General Requirements delineate training program
requirements and responsibilities which are common to all
RRCs, institutions, and programs regardless of specialty.
The General Requirements have been established by the
ACGME in collaboration with the RRCs and their spon-
soring organizations and approved by each of its five
sponsoring organizations. An assessment of whether insti-
tutions fulfill the General Requirements is made in the
process of review of their graduate programs.

Actions by the RRCs are based upon information gained

-through written submissions by program directors and

evaluations made on site by assigned visitors. Actions of
the RRCs, under the authority of the ACGME, determine
the accreditation status of programs. The ACGME is also
responsible for adjudication of appeals of adverse decisions
and has established policies and procedures for appeal.
Current operating policies and procedures for review, ap-
proval, accreditation and appeal are contained in the
Manual of Structure and Functions for Residency Review
Commiittees, which is revised and updated annually.! In-

1General Requirements, Special Requirements, and the Manual of
Structure and Functions for Residency Review Committees can be obt-
ained from: The Secretary, Accreditation Council for Graduate Medical
Education, 535 North Dearborn Street, Chicago, lilinois 60610.

formation concerning the accreditation status of any pro-
gram may be obtained by communication with the Secre-

“tary of the ACGME.

PART 1. GENERAL REQUIREMENTS

Programs in graduate medical education are sponsored
by institutions engaged in providing medical care and
health services. The principal institutions for graduate
medical education are hospitals. In order to provide the
complete education and training experience established by
the Special Requirements of a specialty, programs may
involve more than one institution and various types of
settings, which can include settings for ambulatory care,
medical schools and various health agencies. Whatever the
institutional form, providing education, training and health
services of the highest quality must be a major mission.
Graduate medical education requires that residents be di-
rectly involved in providing patient care under supervision
in an institution that accepts responsibility for the quality of
its educational programs. The educational mission must
not be compromised by an excessive reliance on residents
to fulfill institutional service obligations. Excellence in pa-
tient care must not be compromised or jeopardized by
needs and prerogatives of educational programs or of re-
search. The need for an institutional commitment to edu-
cation is expressed in this policy statement which was
prorulgated by the Coordinating Council on” Medical Ed-
l115a7tilon and approved by.its sponsoring organizations in

Institutions, organizations and agencies offering pro-
grams in graduate medical education must assume re-
sponsibility for the educational validity of all such pro-
grams. This responsibility includes assuring an adminis-
trative system which provides for management of re-
sources dedicated to education and providing for involve-
ment of teaching staff in selection of candidates, program
planning, program review and evaluation of participation.

While educational programs in several fields of medicine
properly differ from one another, as they do from one
institution to another, institutions and their teaching staffs
must ensure that all programs offered are consistent with
their goals and meet the standards set forth by them and by
voluntary accrediting agencies.

The governing boards, the administration,.and the

" teaching staff must recognize that engagément with grad-

uate medical education creates obligations beyond the
provision of safe and timely medical care. Resources and
time must be provided for the proper discharge of these
obligations.

The teaching staff and administration, with review by the
governing board, must (a) establish the general objectives
of graduate medical education; (b} apportion residency and
fellowship positions among the several programs offered;
(c) review instructional plans for each specific program; (d)
develop criteria for selection of candidates; (e} develop
methods for evaluating, on a regular basis, the effectiveness
of the programs and the competency of persons who are in
the programs. Evaluation should include input from those
in training. Facilities and teaching staff shall be appropriate
and sufficient for effective accomplishment of the educa-
tional mission of each program. If outside facilities or staff
are needed to fulfill program needs, the primary sponsor
must maintain full responsibility for the quality of education
provided. - .

Implementation of these General Requirements requires
that the program directors and teaching staffs of sponsored
programs work with each other, and the institutional ad-
mihistration and the governing authorities to provide an
operating .system for. educational resource allocation and .
quality control to ensure that sponsored programs can fully
meet the Special Requirements set forth in Part Il of these
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Essentials. In order to prevent duplication of effort, all of the yses and of the mechanisms to correct identi-
resources provided by institutions for their training pro- fied deficiencies.
grams are not specifically mentioned in this document.2 Implementation of General Requirements may be dele-

gated to a committee of program directors or their
designees and others responsible for the institution’s
educational program. Once a system is in place, each
program must comply with these policies and proce-

1. Responsibility of Institutions
Ensuring that each specialty program fully meets the
Special Requirements for approval by its RRC is an insti-

tutional responsibility. The specifications set forth in this

section make necessary an institutional system involving

the teaching staff for the allocation of educational resources

and maintenance of the quality of all sponsored programs.

1.1 The ACGME expects institutions sponsoring pro-
grams in graduate medical education to provide doc-
umentary evidence of a commitment to medical edu-
cation by: '

a) The administration,

b) The teaching staff.

This evidence should consist of:

1.1.1 A written statement setting forth the reasons
why the institution sponsors graduate medical
education: :

There should be evidence of agreement to this
statement by the teaching staff and the admin-
istration.

1.1.2 A description of the process by which institu-

dures.

1.2

Interinstitutional Agreements: When the resources of
two or more institutions are utilized for the conduct of
one or more programs, each participating institution
or organizational unit i§ expected to demonstrate a
commitment to graduate medical education as set
forth in 1.1.1 through 1.1.4. Documentary evidence
of agreements, approved by the institutions, should be
available for inspection by assigned site visitors. The
following items should be covered in such interinsti-
tutional agreements.

1.2.1 Iltems of Agreement:

a) Designation of program director: A single
director for each specialty program should
be designated. The scope of the director’s
authority to direct and coordinate the pro-
gram’s activities in all participating institu-
tions should be clearly set forth in a written
statement. .

tional resources are distributed for educational b) Teaching staff: The teaching staff responsi-
purposes: o Dble for providing the educational program
Chere should be clear evidence that the process and supervising the residents in each insti-
is agreed to within the institution. Those re- tution should be designated.

sponsible for administration of the process . ¢) Educational contribution: The expected
should be identified by name and title in the contribution to the educational objectives to
institution’s table of organization. be provided by each institution to each

1.1.3 An operational system involving the program program should be delineated.

' ;jxrhe'ctorﬁ, bafﬁd on msntu(tjxonal policies, est%b- d) Assignment of residents: The period of as-
IShing how the sponsored programs provide signment of residents to the segment of a
for: . . program provided by each institution, and
a) The appointment of teaching staff, any priority of assignment, should be set
b) The selection of residents, forth.

c) The apportionment of resident positions e) Financial commitment: Each institution’s fi-
among programs, consonant with the Resi- nancial commitment to the direct support of
» dency Review Committee policies, . each program should be specifically identi-

d) The supervision of residents,
e) The evaluation and advancement of resi-
dents,
"~ f) The dismissal of residents whose perform-
ance is unsatisfactory, and

@) The assurance of due process for residents

and teaching staff.

These policies should be developed after widespread
consultation among the concerned parties, and shouid
have institutional approval.

1.1.4 A periodic analysis of each program by repre-
sentatives of the concerned departments, the
residents, and the administration should be
developed: ‘

These analyses should include the appraisal of:
a) The goals and objectives of each program,

b) The instructional plans formulated to
achieve these goals,

c) The effectiveness of each program in meet-

ing its goals, and

d) The effectiveness of utilization of the re-
sources provided. .

There should be documentation of these anal-

Many of the details of these resources appear in the Accreditation Manual
for Hospitals, which can be obtained from: The Joint Commission on
Q&Hei:litation of Hospitals, 875 North Michigan Avenue, Chicago, lllinois

1.3

1.4

fied.

1.2.2 When several institutions or organizational
units participate in sponsoring multiple pro-
grams, mechanisms should be developed to
coordinate the overall educational mission and
facilitate the accomplishment of the policies
almg procedures set forth in subsections 1.1 and

Facilities and Resources: Institutional facilities and re-
sources should be adequate to provide the educational
experiences and opportinities set forth in the Special
Requirements for each sponsored program. These
include, but are not limited to, an adequate library
providing access to standard reference texts and cur-
rent journals, sufficient space for instruction, adequate
facilities for residents to carry out their patient care
and personal education responsibilities, a medical
record system which facilitates both quality patient
care and education, and clinical support services such
as pathology and radiology.

Hospital Accreditation: Hospitals sponsoring or par-
ticipating in programs of graduate medical education
should be accredited by the Joint Commission on
Accreditation of Hospitals. If a hospital is not so ac-
credited, the reasons why accreditation was not
sought or was denied should be explained.

2. Program Organization and Responsibilities

The director and the teaching staff of a program in
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graduate medical education are responsible for defining

and implementing the goals and objectives of the program.
All training programs should foster the development of

residents’ teaching abilities and interpersonal relationships. -

Instruction in the socioeconomics of health care and in the
importance of cost containment should be part of all pro-
grams. '

The educational effectiveness of a residency training
program depends’largely on the quality of its supervision
and organization. The responsibility for ‘these important
functions lies with the department heads or service chiefs,
who in most instances are also the program directors. The
program directors should have qualifications and breadth
of experience which will enable them to carry out an ef-
fective training program. Each program director accepts
the responsibility of resident selection, evaluation and
promotion within the framework of the policies of the
sponsoring institution. Addditional responsibilities of the
program director are the development of other members of
the health care team; and the selection of the various
evaluation techniques employed.

The sponsoring institution is expected to assist program
“directors in carrying out their responsibilities through the
development of appropriate institutional policies to assure
excellence in resident physician education. When a Resi-
dency Review Committee reviews a program, the extent to
which the sponsoring institution is supporting the efforts of
the program director through its institutional policies will
be taken into consideration. :

2.1 Quadlifications of Program Staff: The individuals who
have responsibility for the conduct of graduate medi-
cf:a]deducation programs should be specifically identi-
ied.

2.1.1 The program director should be certified by the
specialty board in the discipline of the program
or shoqu possess suitable equivalent qualifica-
tions as a teacher, clinician, and administrator.
Each director should have the authority and
time needed to fulfill administrative and teach-
ing responsibilities in order to achieve the ed-
ucational goals of the program and to partici-
pate with other program directors in maintain-
ing the quality of all institutional programs.

2.1.2 The teaching staff should have a strong interest
in teaching, and be willing to contribute the
necessary time and effort to the educational

program. The key professional personnel, as .

teachers, clinicians; and/or administrators,

should:

a) have adequate special training and experi-

ence,

b) actively participate in appropriate national
scientific societies,

¢} participate in their own continuing medical
education, :

d) engage in specific presentations as appro-
priate, and : .

e) exhibit active interest in medical research
related to their specialties.

2.2 Relationships between Medical St&ff and Graduate -

Programs: In some institutions a distinction is made
between the teaching staff and the non-teaching staff
of a department. Where this is the case, the institu-
tional educational plan {1.1.2) should clearly delineate
the agreements reached regarding the utilization of
institutional resources for education. This should in-
clude agreement as to whether residents and teaching
staff may have contact with the patients of members of
the medical staff not involved in the teaching programs
and what responsibilities residents have for such pa-
tients. . .

3. Eligibility and Selection of Residents

Physicians with the following qualifications are eligible to
enter graduate medical education programs accredited by
the ACGME:

3.1 Unrestricted Eligibility: Unrestricted eligibility is ac-
+ corded to those with the following qualifications:

3.1.1 Graduates from the institutions in the U.S. and
Canada whose programs are accredited by the
Liaison Committee on Medical Education.

3.1.2 Graduates from institutions in the U.S.
accredited by the American Osteopathic
Association.? .

3.1.3 Graduates of medical schools whose programs
are not accredited by the LCME who meet the
following additional qualifications:

a) Have fulfilled the educational requirements
to practice in the country in which they have
had their medical education, or, if a national
of the country concerned, have obtained an
unrestricted license or certificate of full
registration to practice in that country, have
passed examination designated as accept-
able by the ACGME for determination of

_professional preparedness and capability to

comprehend and communicate in both
spoken and written English, and have had
their credentials validated by an organiza-
tion or agency acceptable to the ACGME?,
or

Have a full and unrestricted license to prac-

tice medicine in the U.S. jurisdiction pro-

. viding such license.

3.1.4 U.S. citizen graduates from institutions whose
programs are.not accredited by the LCME who
cannot qualify under Section 3.1.3, but who
have successfully completed the licensure ex-
amination in a U.S. jurisdiction in which the law
or regulations provide that a full and unre-
stricted license to practice will be granted
without further examination after successful
completion of a specified period of graduate’
medical education; or

3.1.5 In the case of students who have completed, in
an accredited college or university in the U.S.,
undergraduate premedical education of the
quality acceptable for matriculation in an ac-
credited U.S. medical school, have studied at a
medical school whose program is not accredit-

* ed by the Liaison Committee on Medical Edu-
cation, but which is listed by the World Health

Organization, have completed all of the formal

requirements of the foreign medical school ex-

cept internship and/or social service, such
students may substitute for an internship or
other service required by the foreign medical
school an academic year of supervised clinical
training (such as a clinical clerkship}) on or after

July 1, 1971, prior to entrance into the first

year of ACGME-approved graduate medical

education. The supervised clinical training
must be under the direction of a medical school
whose program is accredited by the Liaison

Committee. on Medical Education. Before be-

ginning the supervised clinical training, stu-

dents must have their academic records and
other credentials reviewed and approved by the
medical school supervising their clinical training

b

=

3Graduates of colleges of osteopathic medicine in the United States
accredited by the American Osteopathic Association whose medical de-
gree is Doctor of Osteopathy are not admissible for board certification in
some specialties. Each candidate should contact the appropriate Ameri-
can specialty board to determine requirements for certitication.
“Currently the Educational Commission for Foreign Medical Graduates. °

y
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4. Types of Programs
Graduate programs of two types may be provided to
residents by institutions:

4.1 Categorical Programs: Categorical {C) are programs in

and must attain a score satlsfactory to the
sponsoring medical school on a screening ex-
amination.

3.2 Restricted Eligibility: Restricted eligibility for foreign

nationals to enroll in ACGME programs is accorded
under the following circumstances:

a) When a U.S. medical school and one or more of its
affiliated hospitals have a documented bilateral
agreement, approved by an agency recognized for
that purpose by the ACGME, with an official
agency or recognized institution in the physician’s
country of origin .to provide an educational pro-
gram designed to prepare the physician to make
specific contributions in a hea]tllnj field upon return
to the country in which the sponsonng agency or
institution is located; and
The physician has been granted an unrestricted
license or certificate of full recognition to practice
‘'medicine in the country wherein the agency or
institution making the agreement referred toin {a) is
located; and
¢) The physician has passed examinations designated
as acceptable to the ACGME for determination of
the professional preparedness and capability to
comprehend and communicate in both spoken and
written English; and
The physician has made a formal commitment to
return to the country in which the sponsormg
agency or institution is located; and
e) The credentials of the phy51c1an and the existence
of a suitable agreement have been validated by an
organization or agency acceptable to the ACGME.

b

d

Restricted eligibility shall be limited to the time neces-

sary to complete the program agreed to by the parties as
referenced in (a).

3.3 The Enrollment of Non-Eligibles: The énrollment of

non-eligible residents may be cause for withdrawal of
approval of accreditation.

3.4 Special Educational Provisions for Residents Who Are

Not Graduates of LCME Accredited Programs at
Medical Schools: Institutions and programs providing
education and training to residents eligible under
Sections 3.1.3, 3.1.4, 3.1.5 and 3.2 should make
special educational provisions to correct deficiencies
these residents may have in their professional prepa-
ration and their knowledge of the United States health

a specialty which meets the Special Requirements for
that specialty. Some specialties require that residents
have complementary educational experiences in other
disciplines. Whether it is required that such experi-

_ ences precede or be interwoven into the education and
training for the specialty, institutions sponsoring such
programs and the program director should make the
necessary arrandements for residents to gain these
complementary experiences in educational settings
which fulfill the Special Requirements for such spe-
cialties, unless the resident has already completed
these requirements.5

4.2 Transitional Programs: (Previously termed Flexible

Programs) Transitional programs are provided for
physicians who desire in their first or later graduate
year an experience in several specialties prior to em-
barking on further training in a single specialty. Insti-
tutions or consortia of institutions may offer a transi-
tional year provided the following conditions are met:

4.2.1 A special committee, composed of representa-
tives of the specialty services on which resi-
dents are being trained during this graduate
year and of representatives of two or more
specialties in which there are accredited resi-
dencies, should be responsible for the devel-
opment and evaluation of the program.

4.2.2 A qualified director must be appointed to as-
sume responsibility for the operation of the
program, counseling the residents, and coordi-
nating their evaluation.

4.2.3 The year should be spent in an educational
setting selected by the special committee for
the transitional program, in cooperation with
two or more accredited programs sponsored by
the institution.

4.2.4 The residents in most of their assignments are
associated with more senior residents in the
participating specialties.

4.2.5 The impact of the training in the transitional
year should not be deleterious to the quality of
training of the residents in the provxder disci-
plines.

care system, medical practices and ethics, and United
States culture and cultural values.

3.5 Transition between Undergraduate and Graduate

5. Relationships between Institutions, Pro-
. grams and Residents

5.1 Responsibilities of Institutions and Programs

‘Medical Education: Eligible physicians may enter
graduate medical education at any time after they
have attained the M.D. degree. Institutions and their
sponsored graduate programs are expected to select
residents with due consideration of their preparedness
to enter into the program they have selected. Personal
characteristics and aptitude as well as academic cre-
dentials should be considered in selection.

In selecting from among qualified applicants for first
graduate year positions, institutions and all of their
sponsored programs are strongly encouraged to par-
ticipate in the National Resident Matching Program

(NRMP?9). (Certain programs sponsored by the federal

uniformed services may be exempt.) Programs which
select residents to begin their first residency year at
the second graduate level should not offer appoint-
ments to students before the beginning of their final
year of medical school..

5The NRMP is an agency sponsored by: American Hospital Assocnatlon

American Medical Association, American Protestant Hospital Associa-

5.1.1 Teaching and Learning: An environment
wherein both the teaching staff and the resi-
dents are seeking to improve their knowledge
and skills is essential. Insofar as possible resi-
dents should be incorporated into medical staff
programs of medical education and patient
care in a true collegial relationship. Residents
may be assigned by program directors to as--
sume responsibility for teaching more junior
residents and students. Special attention
should be given to assisting residents to ac-
quire skills in teaching and evaluating those for
whom they are responsible. The clinical de-
partments are expected to organize formal
teaching sessions tailored to meet the Special
Requirements of their programs. Participation
in these sessions by teaching staff from the
‘basic science disciplines is encouraged.

6This merges what have been termed Categorical and Categorical® des-
ignations.

tion, American Medical Student Association, American Board of Medical
Specialties' and Council of Medical Specialty Societies.
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5.1.2 Participation in Policy Development and Re-

5.1.3

view: Residents should be involved by institu-

tions and programs in the development of
recommendations on policy issues. Their day-
to-day involvement with institutional and de-
partmental activities may provide unique per-
spectives which can be of significant value to
improving education and patient care.

Supervision: There must be institutional and

. program policies and procedures that ensure

that all residents are supervised in carrying out
their patient care responsibilities. The level and
method of supervision must be consistent with

- the Special Requirements for each program.

5.14

5.1.6

_staff s

Counseling: Graduate medical education places
increasing responsibilities on residents and re-
quires sustained intellectual and physical effort.
For some, these demands will, at times, cause
physical or emotional stress. Institutional
awareness, empathy, and responsiveness

towards these problems are vital to the educa-.

tional ﬁrocess. Program directors and teaching

ould be sensitive to the need for the
timely provision of counseling and psychologi-
cal support services to residents.

Evaluation and Advancement: There must be a

clearly-stated basis for annual evaluation and .

advancement. This must be based on evidence
of satisfactory progressive scholarship and
professional growth of the trainee inc udmg
demonstrated-ability to assume graded and in-
creasing responsibility for patient care. This
determination is the responsibility of the pro-

gram director with advice from members of the

teaching staff. The institutional system should
assure that through the director and staff each
program:

a) At least annually, but preferably semi-
annually, evaluates the knowledge, skills
and professional growth of its residents,
using appropriate criteria and procedures.

b) Provides to residents an assessment of their
performance, at least annually,’ and prefer-
ably semi-annually.

¢) Advances residents to positions of higher

responsibility only on the basis of an evalu-

ation of their readiness for advancement.

Maintains a personal record of evaluation

for each resident which is accessible to the

resident.

Due Process: There must be institutionat pro-

cedures which provide for due process for all

parties potentially involved when actions are
contemplated which could result in dismissal or
could significantly threaten a resident’s intend-
ed career develshpment or when there are
grievances against a program or institution.
Residents, program directors, teaching staff

d

Rl

and administration should be involved in the"

development of these policies and procedures
which are to be approved by the governing
board. The details must be written and made
known to the residents, program directors, and
adhered to by all programs sponsored by the

- institution. There must be an equitable and

satisfactory mechanism, involving the partici-

pation of the medical staff for the redress of
grievances. Although final responsibility rests
with the institution’s governing body, the latter

. should rely upon the determinations of the

medical staff in professional and educational
matters.

Allefgy and Immunology

5.2 Resident Physician Responsibilities: Resident physi-
cians are expected to:

5.2.1 Develop a personal program of self study and
professional growth with guidance from the
teaching staff. -

5.2.2 Participate in safe, effective and compassionate
patient care under supervision, commensurate
\gnlth their level of advancement and responsi-

ility.

5.2.3 Participate fully in the educational activities of
their program and, as required, assume re-
sponsibility for teaching and supervising other
residents and students.

5.2.4 Participate in institutional programs and activ-
ities involving the medical staff and adhere to
established practices, procedures, and policies
of the institutions.

5.2.5 Participate in institutional committees and
councils, especially those that relate to patient
care review activities, and

5.2.6 'Apply cost containment measures in the pro-
vision of patient care.

5.3 Resident Agreement: The ACGME urges that pro-

grams provide residents with a written description of

the educational experience to be provided including

the nature of assignments to other programs or insti-

! tutions. In addition, ACGME urges that each resident
be offered for acceptance a written agreement en-
compassing the following:

5.3.1 Residents’ responsibilities as set forth in Sec-
tion 5.2.

5.3.2 Benefits including financial support, vacations,
professional leave, sick leave, liability insur-
ance, hospital and health insurance and other
insurance benefits for the resident and his
family, and the conditions under which living
quarters, meals and laundry or their equivalent
are to be provided.

5.3.3 The term of residency. :

5.3.4 Practice privileges and other activities outside
the educational program.

5.3.5 The usual call schedule and schedule of as-

’ signments.
5.3.6 Guarantee of Due Process.

The Special Requnrements which follow, apply to pro-
grams in each specialty and set forth the standards which
must be met in order to gain approval by the Residency
Review Committees and the accredltatlon by the ACGME.

Adopted by ACGME: Feb. 24, 1981

PART lI: SPECIAL REQUIREMENTS
. (Revised to December 1, 1982)

1 Special Requirements for Residency
Training in Allergy and Immunology

L. lNTRODUCTION

The objective of graduate medical education in allergy
and immunology is the preparation of physicians to excel in
the specialty of allergy and immunology. This requires the
acquisition of specialized knowledge and particular skills
which will prepare the physician to serve as an expert
consultant in allergic and immunologic disorders. This
discipline of allergy and immunology involves a wide vari-
ety of clinical problems and is likely to become even more
wide-ranging. in the future. Therefore, rigid criteria for
graduate medical education in this discipline are not ap-
propriate. A variety of educational options can be ap-
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Allergy and Immunology

proved if certain basic requirements are met. A graduate
medical education program in allergy and immunology
must offer a minimum of two years of full-time graduate
medical education. Candidates for positions in these pro-

grams should have successfully completed an accredited

program in Internal Medicine or Pediatrics.”

II. PERSONNEL

The Program Director is responsible for the total resi-
dency training program. He or she should be an individual
who is highly competent in the specialty of allergy and
immunology and who has achieved stature as a scientist,
clinician and teacher. The Director must possess leadership
qualities and develop close and continuous contacts with
the residents. The Program Director, or qualified designee,
should be available to provide advice and instruction on a
daily basis. In addition, a sufficient number of faculty should
assist the residents when needed. The staff should include
qualified allergists and immunologists who are committed
to the teaching program and who possess those special
competencies in teaching and research needed to provide a
valuable educational experience for all residents. There
should be a proper balance between the supervisory staff
and residents.

[ll. CLINICAL AND EDUCATIONAL FACILITIES
AND RESOURCES

Allergy and immunology programs should be conducted
principally in institutions with approved graduate medical
education programs in pediatrics and/or fields of both
pediatric and adult allergy and immunology should be de-
veloped. Exceptions will be considered for innovative pro-
grams which demonstrate educational equivalency.

Adequate modern facilities, including library facilities
and equipment for diagnosis and therapy in allergy and
immunology, must be available in the training program.
The facilities should be conveniently located for the pur-
pose of teaching. In addition to the clincial laboratories
required for the evaluation of patients with allergic and
immunologic disorders, training programs require access to
laboratories involved in basic or applied research in allergy
and immunology.

IV. EDUCATIONAL PROGRAM

Clinical Allergy :

Although the emphasis in the training program may be
placed on allergic diseases and all residents should be
thoroughly grounded in these disorders, there is increasing
need for physicians who are trained to apply immunologic
theories, principles and techniques to the investigation,
diagnosis and treatment of a broader spectrum of illness.
Since the primary patient base of the specialty continues to
be that of patients with allergic rhinitis, asthma, urticaria,
angioedema, anaphylactic and anaphylastoid reactions,
atopic dermatitis, stinging insect hypersensitivity, drug
reactions, hypersensitivity pneumonitis and allergic dis-
eases of the gastrointestinal tract, residents should be
thoroughly familiar with the common and rare manifesta-
tions of these disorders. The resident should be introduced
to the description of these disorders, to their pathogenetic
mechanisms, to methods of examination, differential diag-
nosis and therapy. Special emphasis should be placed on
principles and techniques of examining the eyes, ears,
upper and lower respiratory tracts, skin and gastrointesti-
nal tract, and on assuring that the resident gains experience
in distinquishing allergic from non-allergic disorders of
these organs. Training in aerobiology and in the dermato-

At the current time the American Board of Allergy and Immunology-A
Conjoint Board of the American Board of Internal Medicine and the
American Board of Pediatrics will certify only those whose basic program
was in Internal Medicine or Pediatrics. Program directors may accept
residents from other disciplines for training in allergy and immunology; it
is expected that any use of this experience as a credential towards
certification of these residents will be determined by the Boards involved
in their primary training. .

logic, gastroenterologic, ophthalmologic, otorhinolaryngo-
logic, psychiatric and radiologic aspects of allergic diseases
is required. Training is also required in the performance
and evaluation of scratch and intradermal tests, and in the
examination of sputum, nasal and other secretions. Train-
ing in the performance and/or of bronchial challenge pro-
cedures, patch tests, measurement of IgE protein and
specific IgE antibodies is encouraged. .

In view of the importance of knowledge of pulmonary
physiology and of pulmonary function testing in diagnosis
and management, the resident should be provided with
training in pulmonary physiology and in diagnostic and
therapuetic approaches to pulmonary diseases. Experience
with the spectrum of pulmonary diseases that may mimic or
complicate asthma and hypersensitivity pneumonitis

should also be provided.

The resident should become familiar with the clinical
pharmacology of drugs and with the preparation and
standardization of allergenic extracts used in the treatment
of allergic disorders. Training in clinical allergy must be
provided for all residents through structured educational
exposure to patients with various allergic disorders under
the supervision of staff who are qualified to impart the
principles and techniques cited above. These aims may also
be met, in part, by rotation of the resident to appropriate
specialty services such as dermatology, otorhinolaryngol-
ogy, or gastroenterology or by participation of the resident
in conferences, lectures or seminars. The latter approach
should be limited in its application to those aspects of the
training program which cannot be provided through other
training modalities.

Clinical and Laboratory Immunology

The educational content of training in applied immu-
nology should include the inherited and acquired immu-
nodeficiency diseases and the principles involved in
assessing the humoral and cellular immune competence of
patients. Additional aspects of applied immunology in-
clude, but are not limited to, the immunologic aspects of:

1) diseases of the eye including conjunctivitis, bleph-

aritis, uveitis and other inflammatory disorders of
the eye;
diseases of the skin, including the purpuric and
bullous disorders, discoid lupus, dermatitis herpet-
iformis, cutaneous vasculitis, contact dermatitis and
photosensitivity reactions;

diseases of the gastrointestinal tract including mal-
absorptive disorders of the intestine, acute and
chronic hepatitis, and inflammatory diseases of the
gut;

4) diseases of the endocrine system including disor-
ders of the thyroid, adrenal, ovary, testis and pan-
creas, (e.g., immunologic aspects of insulin resist-
ance and immunopathology of diabetes);

5) diseases of the nervous system including myasthe-
nia gravis and demyelinating disorders;

6) diseases of the generative organs including prob-
lems of immunologically-mediated infertility;

7) diseases of the blood forming organs including im-
. mune resposes to platelets, erythrocytes and leu-
kocytes, and proteins of the coagulation system,;

8) diseases of the kidney including the immuno-
logically-mediated glomerular and tubular dis-
orders; - _ .

9) infectious and parasitic diseases including bacterial,
mycobacterial, viral diseases; opportunistic infec-
tions of the compromised host; and techniques of
active and passive immunization against infectious;
diseases; BN oo

10) transplantation including immunogenetics and the,
human histocompatibility system and graft-versus-
host reactions; .

2

-~

3

-~




ESSENTIALS OF ACCREDITED RESIDENCIES 15

11) neoplasia including tumor antigens, immunothe-
rapy of tumors, immunologic aspects of multiple
myeloma and related plasma cell disorders, lym-
_phoma, Hodgkin’s disease, and leukemia;

12) connective tissue diseases in which immunologic
mechanisms are presumed to have an etiologic or

contributory role including rheumatoid and other-

inflammatory arthritides, systemic lupus erythema-
tosus, progressive systemic sclerosis, Sjogren’s
syndrome and systemic vasculitis.

immunotherapy including the administration of
gamma globulin and specific antibodies, prepara-
tion and use of transfer factor, marrow and thymus
grafting, immunotherapy of allergic disorders,
measures to enhance or depress the immune re-
sponse including knowledge of chemical and bio-
"logic immunosuppressive agents.

.13

-~

The educational content of training in applied immu-
nology also includes the principles and techniques of the
clinical immunology laboratory including, but not limited to:

1) quantitation of immunogloblins in serum, cerebro-

spinal fluid, and respiratory and gastrointestinal se-
cretions by radial immunodiffusion, neophelometric

techniques, and radioimmunoassay; detection and -
identification of M components by immunoelectro-
‘phoresis of serum and urine; determination of serum

viscosity; -
2} determination of total serum complement and com-
- ponents of the classical and alternative complement
pathways; measurement of the inhibitor proteins of
the complement systems;
3) immunofluorescence: indirect method applied to the
" detection of antibodies to thyroid, stomach, adrenal,
salivary gland, straited and smooth muscle, skin,
mitochondria and microsomes, nuclear antigens. Di-
rect method applied to the detection of antigen, im-
munoglobulin, complement and other proteins in
skin, vascular structures and kidneys;
4) serologi¢ procedures for the detection of anti-gamma
: globulin or rheumatoid factors, identification of im-
munoglobulin or complement on erythrocytes, anti-
bacterial and -antiviral antibodies; detection of pre-
- cipitins involved in hypersensitivity pneumonitis;
detection of isphemagglutinins and markers involved
in tissue typing; :
detection and analysis of circulating immune com-
- plexes and cryoprecipitable proteins;
6) "assessment of the function of cells involved in host
defense: : .
a) assays of neutrophil chéemotaxis, phagocytosis,
and killing of bacteria
identification and enumeration of T cells and
their subsets, B and null cells; measurement of
the responses of these cells to mitogens and
antigens .
¢). performance of assays for lymphokines
d} assessment of direct and antibody-mediated
_ cellular cytotoxicity
e) performance of skin tests involving cell-mediated
responses
f} evaluation of anergy
7) detection and quantitation of tumor antigens

5
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All residents in allergy and immunology are expected to
become familiar with the principles and techniques of ap-
plied immunology outlined above. To accomplish this
purpose, all training programs must provide for lectures,
seminars or conferences designed to cover the intellectual
content of the discipline. Exposure to a basic or clinical
immunology laboratory in which the resident can observe
the performance of many of the procedures listed and be

Allergy and Immunology

instructed in their interpretation must also be provided. In
addition, all training programs must provide clinical expo-
sure to other aspects of applied immunology, for example,
to immunodeficiency diseases or connective tissue dis-
eases. Somé programs may choose to provide, through
appropriate arrangements with other specialty units, clini-
cal exposure to the full range of applied immunology listed
above, as well as providing extensive training in clinical
immunology laboratory procedures. Such programs will be
recognized as offering training designed to prepare resi-
dents for the future direction of clinical immunology units

and laboratories.

. Other Characteristics of the Training Program

The program should provide an adequate number of
patients of both sexes in the pediatric and adult age groups
to afford experience in the broad field of allergy and im-
munology, and to help residents develop insight into the
varying manifestations in the different age groups. Clinics
should be so located as to allow the residents to observe
conveniently the constructive interaction between attend-
ing faculty and patients.

The importance of residents performing a competent
physical examination and recording a comprehensive
medical and allergy history cannot be over-emphasized. An
index of the quality of graduate medical education resides
in the medical records. Equally important in the resident’s
ability to- identify and summarize concisely the pertinent
clinical and laboratory findings.

It is of critical importance that the residency occur in an
environment which fosters progressive experience and al-
lows each resident to develop diagnostic impressions,
consult appropriate literature and other source materials or
persons, develop plans for diagnostic studies, and recom-
mend therapeutic approaches or perform therapeutic
procedures under supervision by experienced practition-
ers. The educational atmosphere should encourage cre-
ative independence among residents. The residents should
be encouraged to teach nurses, allied health personnel,
medical students and residents.

It is expected that at least 50 percent of a resident’s first
year of training be spent in patient care activity. If the
patient care activity is spread over a two-year period, at
least 25 percent of the resident’s time each year should be
devoted to such activities.

There should be an active research program in allergy
and immunology which is conducted by qualified investi-
gators and is available to residents and staff. Residents
should be encouraged to participate in a clinical or labo-
ratory research study, to analyze and interpret results, to
apply statistical evaluation, to present research results to a
regional or national meeting, and to prepare the results for
publication where appropriate.

Resident and Program Evaluation

It is mandatory that a personal record of the resident be
maintained by the program director responsible for the
training. The record should include a periodic written
evaluation done at least every six months by the program
director and by other attending staff members who inti-
mately supervise the work of the resident.® All records
relating to the resident’s work should be preserved and be
made available to examining boards and other responsible
agencies if required, with the consent of the resident. There
should be provision for regular evaluation of the training
program including participation by staff and residents.

V. CROSS TRAINING

- Residents must receive training in both pediatric and
adult allergy and immunology. This requirement is based

#QOne possible format that may be used for evaluation may be obtained
from the office of the Executive Secretary of the American Board of
Allergy and Immunology.
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on the recognition that specialists in allergy and immunol-
ogy, regardless of their primary specialty, are called upon
to diagnose and treat individuals of all ages. 1t is recom-
mended that in institutions where separate programs exist,
internists receive at least six months of training in pediatric
allergy and immunology, preferably with exposure to both
in-patients and out-patients. Similarly, it is recommended
that pediatricians receive at least six months of training in
adult allergy and immunology preferably with exposure to
both in-patients and out-patients.

At present, weekly attendance in an ambulatory care
clinic one-half day for six consecutive months will meet the
minimal requirements for cross-training. Responsibility for
in-pgltient consultation in the minor specialty is highly de-
sirable.

V1. CERTIFICATION

Residents who plan to seek certification by the American
Board of Allergy and Immunology-A Conjoint Board of the
American Board of Internal Medicine and the American
Board of Pediatrics should communicate with the Execu-
tive Secretary of the Board as listed in Directory of Resi-
dency Training Programs to be certain regarding the full
requirements for certification.

Effective: March 1983 ACGME: Feb. 1982

2. Special Requirements for Residency
Training in Anesthesiology

Objectives: An approved four year program in anesthe-
siology provides education, training and experience in an
atmosphere of mutual respect between instructor and res-
ident so that the resident will be stimulated and prepared to
apply his acquired knowledge and talents independently. It
is recognized that there are varying pathways to the de-
velopment of a consultant anesthesiologist and the follow-
ing requirements should be regarded as minimum stand-
ards for its accomplishment. )

General Considerations for an Approved Four Year
Program: The Residency Review Committee (RRC) for
Anesthesiology and the Accreditation Council for Graduate
Medical Education (ACGME) approve and accredit pro-
grams only in those institutions that possess the educa-
tional resources to provide at least two years of CLINICAL
ANESTHESIA and the SPECIALIZED YEAR. At the
present time capability to provide the CLINICAL BASE
year within the same institution is highly desirable but not
required for. accreditation. )

First Postgraduate Year (G-1): This year is called the
CLINICAL BASE and its purpose is to provide the resident
with twelve months of clinical education, other than that
directly associated with the provision of anesthesia care.
Acceptable content for the CLINICAL BASE YEAR in-
cludes training in internal medicine, pediatrics, surgery or a
surgical specialty, obstetrics and gynecology, neurology,
family practice, or any combination of these as approved
for the individual resident by the anesthesiology program
director. The CLINICAL BASE year must be offered in a
program accredited by the ACGME in the United States or
by the Royal College of Physicians and Surgeons in Cana-
da. If the CLINICAL BASE year is not spent in the parent
or affiliated institution, the program director must docu-
ment its educational quality. .

Second and Third Postgraduate Years (G-2 and G-3):
These two years are called CLINICAL ANESTHESIA. At
least 20 of the 24 months involved must be concerned with
(a) the management of procedures for rendering a patient
insensible to pain during surgical, obstetric and certain
other diagnostic and therapeutic procedures, and (b} the
support of life functions under the stress of anesthesia and
surgical manipulation. It is recommended that at'least one
of these 24 months be devoted to the supervised care of

i

patients in a recovery room or special care unit.

Fourth Postgraduate Year (G-4): This year is called the
SPECIALIZED YEAR. 1t is designed by the program di-
rector in consultation with each resident. There should be
several choices available intramurally in subspecialty areas
of clinical anesthesia or a related clinical discipline, which
may include experiences in intensive or critical care, and
basic science endeavors related to anesthesiology and re-
search. The educational experience permitted by the
SPECIALIZED YEAR need not comprise the final year of
the progam. However the program is designed, the pro-
gram director must assume responsibility for its organiza-
tion and educational content, and if clinical, it must be spent
in programs accredited by ACGME. [t is recommended that
this SPECIALIZED YEAR, if it encompasses more than one
unrelated endeavor, be in segments of not less than six
months each.

General Considerations for a Program Approved for One
Year of Specialized Clinical Training: Certain hospitals by

virtue of their specialized missions provide unusual facilities
and clinical experience for specialized training in anesthe-

siology for residents who have completed CLINICAL
BASE and the two years of CLINICAL ANESTHESIA in

another program. Such hospitals are eligible for accredit-

ation for one year of freestanding specialized training. To
qualify, the educational experience offered must be sub-
stantially different from that which is generally available in
the first three years of the continuum. Program directors
may arrange to send their residents to such specialized
programs for periods of not more than six months during
the CLINICAL ANESTHESIA years if such specialized
experience, e.g., pediatric, obstetric, cardiac, or neurologic
anesthesia, is required to supplement the opportunities
available in their own program.

Faculty (Teaching Staff): The dedication of the teaching
faculty to the instruction and education of residents and
their own continuing education is critical. Teaching com-
petence and motivation are vital to the continued effec-
tiveness of a program. The faculty must be of sufficient
number that each resident will receive adequate supervi-
sion at all times. The ratio of staff to residents is subject to
many variables, but under most circumstances the number
of residents in any program should not be more than twice
the number of full-time teachers. The use of a resident as an
instructor of more junior residents is not a substitute for
experienced faculty. The faculty should include individuals
with varying interests, capabilities and backgrounds. Clin-
ical and didactic teaching skills, clinical or laboratory in-
vestigative abilities, and administrative talents should be
among their qualifications. Faculty should be provided time
to perform a variety of professional activities, including
committee responsibilities within the program and the
hospital community. The program director must be a
competent teacher and leader who is capable of organizing
and administering the program and provided with the au-
thority and resources to do so. The director’s position
should be predicated on prior experience in educational
programs and on abilities to relate not only to personnel
within the program but to other programs within the in-
stitution. An Educational Committee, a Clinical Compe-
tence Committee and procedures for peer review and due

"process for all members of the department must be included

in the organization of the program.

Clinical Experience: Through the parent hospital and/or
limited affiliated institutions, adequate numbers of a broad
spectrum of patient problems should be available to each
resident so as to provide broad experience in the anesthetic
management of patients undergoing all types of surgical
procedures. Adequate exposure to specialized areas such
as neurosurgical, pediatric, obstetric, and cardiothoracic
procedures, as well as clinical experience in anesthesia for
outpatients, is essential. Present requirements permit af-
filiations for a maximum of six months during the twenty-
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four months of CLINICAL. ANESTHESIA. A specific
number of anesthetics is not required in any category, but
it is the responsnblllty of the program director to provide
instruction and experience to each resident. Such an edu-
cational program must be directed toward the production
of a consultant capable of making sound judgments in the
perioperative period. During the course of anesthesia and
in the perioperative period, the resident must learn current
monitoring procedures, fluid therapy and pain manage-
ment. Residents should also receive instruction and expe-
rience in the management of acute and chronic pain prob-
" lems including diagnostic and therapeutic nerve blocks,
" intensive care, resuscitation and airway problems, sedation
in special circumstances, and operating room safety.
Didactic Program: The manner in which the resident is
taught is the prerogative of the program director and the
faculty. However, it is believed, that regularly scheduled
teaching sessions should be held to supplement ongoing
- clinical instruction. The number and type of such sessions

will vary among programs and may include morbidity-

mortality conferences, didactic teaching sessions, seminars
devoted to journal review and resident presentations. Or-
ganization of the teaching schedule should allow time for
resident reading and study. Recent journals, references
books and other texts should be readily available to the
residents and faculty. An adequate program should achieve
a suitable balance between clinical experience, teaching
sessions, independent study and informal discussions with
the faculty The intent is to provide a suitable climate for
_the development of a competent physician and consultant
anesthesiologist. The didactic instruction provided for the
resident should encompass anesthesiology and the basic,

clinical and physical sciences as they relate to’ anesthesiol-

ogy. The director should seek to enrich the program

through the participation of faculty from the other disci- .

plines and other institutions.

Research: An active program of clinical investigation
and/or basic research contributes to a scholarly environ-
ment and to the educational stimulation of both residents
and faculty.

Records: A comprehenswe anesthesia record must be
maintained for each patient as an ongoing reflection of the
drugs administered, the monitoring employed, the tech-
niques used, the physno]ogxc variations observed, the
therapy provxded as required, and the fluids administered.
The. patient’s medical record should contain evidence of
pre and postoperative anesthesia assessment. When resi-
dents are participating in patient care outside of the oper-
ating room, they should be instructed in proper record
keeping for the activity involved and their records reviewed
by the faculty. Residents who plan to seek certification by

the ‘American Board of Anesthesiology should communi-

cate with the Secretary of the Board regarding specific
‘requirements for certification.
Special Policies Applicable to Program Review an
Approuval:
1) When a new Director, elther acting or permanent,
. has been appointed, both the ACGME and the ABA
must be notified immediately. The Residency Review
"Committee will initiate an inspection of the program
" in conjunction with this change when it deems it
" necessary to assure continuing quality.

2) In communities in which didactic programs of several
residencies are combined, the staff of each accredited
program must actively and consistently participate in
the combined effort, and be capable of providing an
adequate program if viewed alone.

The integration of nonmedical personnel in a de-

3
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partment with an accredited program in anesthe-

siology will not.influence the accreditation of such a
program unless there is evidence that such personnel
interfere with the training of residert physicians.
Interference may result from dilution of faculty effort,
+ dilution of the available teaching experience or

Colon and Rectal Surgery

downgrading didactic material.

4) If a program is without a resident for two years,
accreditation may be withdrawn. Reactivation of the
program subsequent to withdrawal of accreditation
will require a new application.

Channels of Information: Questions relatmg to educa-
tional programs and communication for the ACGME should
be directed to the Secretary, Residency Review Committee
for Anesthesiolofy, 535 North Dearborn Street, Chicago,
lllinois 60610. Inquiries relating to the credentials of indi-
vidual applicants for certification should be directed to the
Secretary of the American Board of Anesthesiology, Inc.,
100 Constitution Plaza, Hartford, Connecticut 06103.

Effective: July, 1981 ACGME: Nov. 1980

3. Special Requirements for Residenéy
Training in Colon and Rectal Surgery

Institutions offering residencies in Colon and Rectal
Surgery must provide the necessary education to qualify
the resident as a colon and rectal specialist in the care of
patients, in teaching, and in research. Surgeons admitted to
each residencies are required to have completed a mini-
mum of four years of an accredited, graded program in
general surgery. Thus, the residents 'should already have
developed a satlsfactory level of clinical maturity, technical
skills, and surgical judgment which will enable them to
begm a residency in colon and rectal.surgery for the pur-
pose of specializing in this field of surgery. The period of
training should be not less than one year and the program
must comply with the General Requirements for Residency
Training.

The residency program must be under the direction of a
colon and rectarsurgeon who is certified by the American
Board of Colon and Rectal Surgery or possesses suitable
equivalent qualifications. The Program Director must as-
sume full responsibility for the teaching and work done in
the department or section. There should be a minimum of
two staff members, including the Program Director, that
have significant teaching responsibilities. Such staff mem-
bers should have the necessary interest and ability to per-
form their teaching duties adequately.

The program should supply the necessary volume and
variety of colon and rectaF surgery to assure adequate
training of residents. If there is insufficient volume or vari-
ety in the primary institutions, arrangements should be
made for an affiliation in an accredited institution to correct
the inadequacy. While it is not feasible to require specific
numbers of operations or other procedures, it is suggested
that-each resident have appropriate responsibilities for 200
anorectal patients in addition to 50 patients having diseases
of the colon and rectum requiring surgery.

The educational program must also include training in
colonoscopy, both diagnostic and 'therapeutic. It is sug-
gested that this experience include at least 50 diagnostic
colonoscopies and 25 polypectomies. The objective is to
develop the necessary competence in the use of this in-
strument to qualify as an expert in the field.

An important aspect of the educational rogram is
training in an out-patient facility to develop skills in patient
evaluation, examination, office treatment, and surgical
aftercare. Where feasible, such training should include
work in the Program Director’s office, as well as in the
out-patient clinic of the hospital.

Residents in colon and rectal surgery must have suffi-
cient knowledge of those aspects of Anesthesiology, Ra-
diology, and Pathology that relate to colon and rectal sur-

.gery to develop overall competence as a specialist. Such

training is best accomplished in cooperation with the De-

partment of Anesthesiology, Radiology, and Pathology.
Teaching contributes to the educational process, and

therefore should be an impértant part of the training pro-
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gram. If possible, the resident should assist in the instruc-
tion of general surgical residents, medical students, and
nurses. It is important to include instruction in the care of
intestinal stomas, especially in institutions that do not have
enterostomal therapists.

The trainee should be encouraged to do clinical investi-
gative research and write a paper which should be sub-
mitted for presentation at a national scientific meeting and
subsequent publication in an appropriate journal.

The residents activity outside the educational program
should not be allowed to interfere with his or her per-
formance in the educational process as defined in the
agreement between the institution and the house officer.

Finally, those who plan to seek certification by the
American Board of Colon and Rectal Surgery should
communicate with the Secretary of the Board prior to
beginning their residency to be certain that their general
surgical training is approved.

Effective: Feb. 1980 ACGME: Feb. 1980

4. Special Requirements for Residency
Training in Dermatology

OBJECTIVES AND CONDITIONS:

Approved training programs in dermatology shall be
organized to provide trainees with the educational and
practical experience that will permit them to deliver supe-
rior specialized care to patients with diseases of the skin.-
Such experience must be varied and broad, progressive
and systematic, and of sufficient duration. Moreover, it
must include instruction in the pertinent basic sciences and
in all clinical areas which bear upon the specialty of der-
matology, and training in research and teaching. Accom-
plishment of these objectives requires a suitable institu-
tional environment, a cooperative and supportive admin-
istrative authority, a stable financial base, an enthusiastic,
competent and available staff, an adequate patient popu-
lation, modern efficient equipment and space, and satis-
fa«]:tory liaison with other disciplines that relate to derma-
tology. -

gy . '
DURATION OF PROGRAMS:

The requisite four years of postgraduate training in--

cludes a first year which should consist of broadly-based
training, as is provided by a transitional year program or by
first year residencies in internal medicine, general surgery,
family practice, or pediatrics. Under unusual circum-
stances, training in other clinical disciplines may be ac-
ceptable for the first postgraduate year. The remaining
three years of training must be spent in one or more
accredited training programs in dermatology. At least 50
percent of the experience of the trainees in the three-year
residency programs in dermatology must involve the direct
care of patients. [n accordance with these requirements,
residency programs in dermatology are accredited for at
least three years. Exceptionally, accreditation of residency
programs of less than three years is possible, but only under
the following ¢onditions: :
This training must represent an unusual and highly spe-
cialized experience, in research or in a selected major area
of dermatology, in an institution with extraordinary ca-
pabilities in these fields and with multiple accredited
training programs in other disciplines. Moreover, training
under such conditions will provide the trainee with only
one year of credit to be applied against the necessary
three years of training in dermatology. This training may
not be used in lieu of the first postgraduate year.
Residency programs accredited for four years of training
in dermatology (PGY-1 through PGY-4) must provide the
full three years of training in dermatology and be either
directly or indirectly responsible for the training in the first
postgraduate year. Thus, the trainees would spend their
initial broadly-based year (PGY-1) in one of the following
programs:

1. The ACGME accredited transitional year in the same
or an affiliated institution; -

2. An approved residency program in the same or an
affiliated institution in one of the major disciplines
cited above.

In each of these situations, no more than three months’
rotation on the dermatology service is permissible during
the first postgraduate year. Application for accreditation
for four years of residency training in dermatology must
include a detailed description of the first postgraduate year
with a clear statement ot the method of appointment of and
responsibility for the trainees. .

REQUISITES OF THE PROGRAM:
1. Institutional ‘ .
The parent institution must assure the financial, techni-
cal and moral support and provide the necessary space,
facilities and supply of patients for the establishment and
maintenance of an approved residency program in derma-
tology. Adequate exposure to both outpatients and in-
patients is necessary as are opportunities to do research,
to teach and to become acquainted with administrative
aspects of the specialty. A cooperative relationship with
other disciplines in medicine will result in the most effective
implementation of these activities. When the resources of
two or more institutions are utilized for the clinical or basic
science education of a resident in dermatology, letters of
agreement must be approved by the institutional governing
boards. Affiliations sﬁould be avoided with institutions
which are:
1) At such a distance from the parent institution as to
make resident attendance at rounds and conferences dif-
ficult or 2) which do not add to the educational value of the
program. '
2. Program Director and Staff
The program director and his or her supporting staff
must have had the necessary training and professional
experience to enable them to properly train residents in
dermatology. Their dedication to this purpose is para-
mount and they must be both adequate in number and
willing and able to devote the time and effort required to
assure the implementation of the administrative, educa-
tional, patient-care and research goals of the program. An
instructor-to-trainee ratio of at least one-to-three is desir-
able, as is a minimum of two geographic full-time members
of the clinical faculty, one of whom can be the training
director. Faculty from any and all clinical and basic science
departments can and should be utilized to provide a com-
plete educational experience for the trainees. '
3. Content
The training program shall be organized to permit the
acquisition of experience and knowledge of dermatology in
a graded and systematic fashion. Educational exercises
should complement and when possible precede or parallel
the clinical activities. Such exercises shall be organized to
follow a content curriculum which will ensure resident ex-
posure to the complete range of disorders encountered by
the dermatologist. Appropriate direction and supervision
are necessary throughout the training period. As the ex-
perience and confidence of the trainees grow, increasing
responsibility for patient management can be assumed;
however, the authority and supervisory role of the staff at
all levels of training should be recognised. Residents should
be adequately supported to permit their undivided atten-
tion to education and service responsibilities. Equality of
the training experience must be assured for all the. resi-
dents. Teaching methods throughout the training period
should include various combinations of lectures, confer-
ences, seminars, demonstrations, individual or group study
of color transparencies and histologic slides, clinical rounds,
chart and,record reviews, faculty-resident sessions in small
groups and ohe-to-one settings, book and journal reviews
and attendance at local, regional and national meetings.
Projection equipment and facilities for viewing and taking
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clinical photographs should be provided. A library con-

taining the essential texts, journals and other learning re-
sources should be an integral part of each training area.
Space should also be made available for dermatology
conferences, perferably utilizing a dermatology conference
room. )

A vital part of the residency program is the structured

study of the basic sciences related to dermatology, includ-

ing allergy, anatomy, bacteriology, biochemistry, embry-
ology, entomology, genetics, histology, immunology, my-
cology, oncology, parasitology, pathology, pharmacology,
photobiology, physiology, serology, virology and basic
‘principles of therapy by physical agents. Particular em-
phasis should be placed upon dermatologic microbiology,
dermatopathology and immunodermatology. There should
be a well-organized course of instruction and range of
experience in these three disciplines. It is desirable that a
physician with special competence certification in derma-
topathology direct and actively participate in this phase of
the training programs. To facilitate clinical and laboratory

teaching it is essential that the department have ready’

access to an adequate supply of properly classified ana-

tomic and pathologic materials including histologic and

photographic slides and that the resident participate ac-
- tively in the interpretation of histopathologic sections. A
clinical laboratory with facilities for microscopic analysis of
biologic specimens (e.g., fungal and ectoparasite scrapings,
Tzanck preparations, immunofluorescence, darkfield
examinations), culture for microbes (e.g., fungi, bacteria,
viruses) and interpretation of histologic specimens by light,
phase and electron microscopy should be conveniently
available. ‘

The residents’ training should be sufficient to assure a
knowledge of and competence in the performance of pro-
cedures in allergy and immunology, cryotherapy, derma-
tologic surgery, dermatopathology, microbiology, clinical
pathology, parasitology, photobiology, physiotherapy, and
topical and systemic pharmacotherapy. Among these dis-
ciplines, cryotherapy, dermatologic surgery, and pharma-
cology should be given special emphasis in tfv'te organization
and implementation of the training program.
 The practice of dermatology is concerned with both
ambulatory and hospitalized patients. It is essential that an
active outpatient service furnish sufficient clinical material
representing the broad array of diseases seen by the der-
matologist. Suitable facilities which permit the use of
modern diagnostic and therapeutic techniques in the care
of these patients should be provided. Inpatient facilities are
also essential so that residents may have the opportunity to
treat the more serious cutaneous diseases on a daily basis
and observe the dermatologic manifestations of systemic
disease. Dermatology staff and residents must have pri-
mary rather than consultant responsibility on patients they

hospitalize with dermatologic illnesses. Experience in the

provision of consultation to other services whose patients
manifest skin diseases as secondary diagnoses is also nec-
essary. The keeping of complete and accurate clinical
records should be emphasized throughout this phase of the
training. Space and equipment should be provided to per-
mit instruction in dermatologic surgery, electrosurgery,
phototherapy, cryotherapy, application of topical medica-
ments and dressings, pl{u)ysiotherapy, radiotherapy, and
appropriate epicutaneous and intradermal testing, photo-
testing, and other diagnostic procedures.

. 'During training it is necessary for residents to gain an
tinderstanding of many diagnostic procedures and thera-
pelttic techniques even though they may not personally
perform them, Furthermore, some of these procedures, or
techniques, may not be available in their programs. The
physical modalities are especially notable, since an under-
standing of the basic properties of the electromagnetic
spectrum is needed for the resident to become knowl-
edgeable about the effects of various forms of this energy in
the cause of disease, and about their use of dermatologic

Dermatology

diagnosis and therapy. Electron beam, x-ray, grenz ray,
ultraviolet, and laser radiation fit into this consideration.
Even if some of these modalities are unavailable within a
training program, it is still an obligation of the director to
assure that the resident has received appropriate instruc-
tion concerning the disease implication and therapeutic
application of these energy sources.

Clinical training should also be provided in appropriate
aspects of other specialties that relate to dermatology, such
as allergy and immunology, environmental and industrial
medicine, internal medicine, obstetrics and gynecology,
oncology, ophthalmology, otolaryngology, pathology, pe-
diatrics, physical medicine, preventive medicine, psychia-
try, radiology and surgery. -

The participation or exposure of faculty and residents to
basic and-applied research is essential and research facili-
ties should be available in amount and type suitable to the
aims of the program. Some of these research facilities can
be in departments other than dermatology.

Experience in the teaching of dermatology to other
residents, medical students, nurses, and/or allied health
personnel is an important element of the residency pro-
gram. In addition, trainees should when possible be given
selected administrative responsibility commensurate with
their interests, abilities and qualifications.

RESIDENT EVALUATION:

Periodi¢ in-training: evaluation of residents should be
carried out to insure that the resident is making satisfactory
progress. Both formal examinations and performance rat-
ings by the faculty can be utilized and the resident should be
personally apprised of his strengths and weaknesses at
anropriate intervals. Completion by the program director
of resident yearly report forms, such as those requested by
the American Board of Dermatology and other certifying
boards, is an important part of this evaluation process.
SPECIAL RESPONSIBILITIES OF THE PROGRAM DI-
RECTOR: .

Internal analysis of the training program by the program
director and his or her staff is essential in addition to the
regular surveys conducted by the Residency Review
Committee for Dermatology. One measure of the quality of
a program is the performance of its graduates on the
ce]rtifying examination of the American Board of Derma-
tology. .

The program director must notify the Secretary of the
Residency Review Committee of any change in the pro-
gram, staffing, affiliations or facilities which might signifi-
cantly alter the educational experience. Co

At times of his or her absence, the program director must
designate an interim director. If this period is for six months
or longer, the Residency Review Committee should be
notified. Documentation of resident evaluation, institu-
tional and inter-institutional agreements, resident agree-
ments and departmental statistics should be kept on file and
provided upon request to the Residency Review Commit-
tee or site visitor. The accurate and complete execution of
application forms, progress reports and replies to other
requests from the Residency Review Committee is the
responsibility of the program director. The care and pre-
cision given to these responses will be taken into consid-
eration in the assessment of the training program.

The program director should advise all residents plan-
ning to seek certification by the American Board of Der-
matology to complete the Preliminary Registration Form of
this Board and to communicate directly with the Executive

Director of .the Board to.be certain that they are in full
" compliance with the requirements for certification.

Effective: July 1983 ACGME: May 1982




20 ESSENTIALS OF ACCREDITED RESIDENCIES

Dermatopathology/[Emergency Medicine

Training Programs
in Dermatopathology

The training program shall include all aspects of der-
matopatholgy, including the gross and microscopic diag-
nosis of skin disorders by means of direct visual inspection
and by light and fluorescence microscopy, as well as
histochemistry, together with the relevant aspects of elec-
tron microscopy, cutaneous mycology, bacteriology, and
entomology. Furthermore, the program should provide the
trainee with the ability to set up and operate a laboratory to
perform the applicable procedures, including supervision
and training of personnef In order to provide such training
the program shall be directed and closely supervised by a
physician qualified in dermatopathology and devoting his
major activities to the specialty of dermatopathology. The
training institution should be of such size and composition
as to provide not only ample dermatologic clinical material
but possess all the supporting facilities necessary to ac-
complish the objectives of the program. Ordinarily, the
institution - would have approved residency programs in
both dermatology and pathology.

The minimum training period in dermatopathology shall
be one year in addition to the completion of acceptable
residency training in an approved program of either der-
matology or pathology as outlined in the Directory of
Residency Training Programs.

5. Special Requirements for Residency
' Training in Emergency Medicine .

1. PREAMBLE
General Characteristics of Accredited Programs:

Residencies in emergency medicine are designed to
prepare physicians for the unsupervised practice of emer-
gency medicine. These programs must provide education
in the basic skills and knowledge which constitute the
foundations of emergency medicine practice and an in-
creasing degree of responsibility for and experience in the
application of these principles to the management of clinical
problems. Adequate opportunity must be provided for the
resident, under guidance and supervision of a qualified
teaching staff, to develop a satisfactory level of clinical
maturity, judgment and technical skill which will, upon
completion of the program, render the resident capable of
providing quality emergency medical care and services.

Residency training programs in emergency medicine
should produce physicians trained to:

1) provide the initial recognition, stabilization, evalua-

tion and care of the acutely ill or injured patient;

2) arrange appropriate follow-up or referral as required;

3) manage the prehospital care of acutely ill or injured

patients; ' )

4) participate in the management of the emergency

medical system providing prehospital care; and

5) engage in administration and teaching in emergency

medicine and be familiar with research methodolo-
gies and their application.
Il. THE INSTITUTION:

A. The institution(s) involved in the program should
provide evidence of commitment to graduate medical ed-
ucation including emergency medicine. The administrative
and academic structure must be organized in a way that
facilitates the provision of an adequate educational expe-
rience. :

B. Medical school affiliation is desirable but not re-
quired.. )

C. When there is a cooperative educational effort in-
volving multiple institutions, the commitment of each in-
stitution to the program must be made explicit, and should
be embodied in an exchange of letters or in a contract
indicating:

1. the scope of the affiliation;

2. the resources in the affiliated institution(s) which will

-be available to the resident;

3. the duties and responsibilities the resident will have
in the affiliate institution(s); '

4. the relationship which will exist between residents
and staff/faculty of the affiliate and primary
institution(s). . :

D. Presence of Other Residencies

1. Because of the nature of emergency medicine, it is

important that emergency medicine residents have the

opportunity to interact with residents in other specialties.

2. The emergency medicine residents should partici-
pate in the appropriate teaching of residents in other
specialties, medical students, emergency department
nurses, and paramedical personnel. In order to meet this
requirement the Program Director should cooperate with

other disciplines and actively foster the training of residents

in those disciplines in the emergency department.

E. Administration of the Emergency Services

The administration of the emergency services in- the
hospital(s) must be properly organized to provide sufficient
personnel, equipment and facilities for the residency
training programs of the disciplines which require emer-
gency medicine experience. Tﬁe Program Director must
have appropriate authority to conduct the teaching pro-
gram and should participate fully in institutional policy
making for the emergency service. The administration of
the sponsoring institution should be understanding of and
Sﬁmpathetic to the attainment of educational goals and
should evidence the willingness and ability to support these
goals philosophically and financially. Additionally, the ad-
ministrative structure must be such that the Program Di-
rector has adequate authority to organize and oversee the
activities of the educational program.

F. Facilities

In every hospital in which the emergency department is
used as a training site there should be adequate a) patient
care and program support space; b) trained personnel;
c) laboratory and x-ray support; and d) medical library
resources.

G. Scope and Quantity of Patients

1. In the parent institution or a major affiliated institu-

tion there must be an adequate number of patients of all .

ages with d@ wide variety of acute traumatic and non-
traumatic clinical problems presenting for initial diagnosis
and treatment in the emergency department so that graded
responsibility rotations can be maintained. In the institu-
tions in which graded responsibility rotations are main-
tained on the emergency medicine service, the head of the
emergency medicine service must be responsible for ad-
ministrative direction and the quality of clinical care of
patients, presenting in the emergency department.®

2. In the entire program there must be a sufficient
number and variety of patients to assure that all residents
are adequately trained in the provision of all types of
emergency care.

3. There shall be a policy regulating the care in the
emergency department, by residents, of patients who have
personal physicians. The policy shall provide the personal
Ehysician access to his/ﬁer patient and supervision of

is/her patient’s care at all times. The policy will facilitate
the continuity of care of patients who have an established
relationship for their care with a physician(s).

H. Number of Residents ' :

There must be an adequate number of emergency
medicine residents to result in a major service impact in the
emergency department of the institutions where there is
graded responsibility; to assure a meaningfully attended
emergency medicine conference schedule; to allow sched-
uling of both junior and senior emergency medicine resi-
dents at the same time for a graded level of responsibility;

*The service function director and the educational function director
may be one or two individuals.
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and to foster a sense of resident and departmental identity.

lll. THE PROGRAM:

A. Length of Training

1. The minimum time of graduate training in emergency
medicine is 24 months beyond the PGl year.

2. The PG year should be a broad-based clinical ex-
perience. This year may be a part of a three year emer-
gency medicine residency program.

3. The PGl year should focus primarily on the refine-

“ment of individual patient evaluation and management
skills and the development of major emergency manipula-
tive skills. The resident should participate in the education
of other medical personnel and have experience with
emergency medical systems.

4. In the PGl year, emphasis should be placed on the
ability to provide care simultaneously to-multiple patients
and the principal management of major emergent condi-
tions. There should be specifically assigned advanced
clinical responsibilities along with major administrative,
supervisory and educational functions in the emergency
department. All residents must be under appropriate su-
pervision at all times. v

B. Curriculum

1. A written curriculum which includes goals, objec-

tives, and teaching activities should be prepared. The
curriculum should describe the methods to achieve the
physician competencies listed in the section “General
Characteristics of Accredited Programs” and the methods
to evaluate their attainment.

2. Normally at least 50% of the training time in the PG-II
and [l years for emergency medicine residents must be in
the-emergency department. : .

3. The residents’ programs should include critical care
rotation(s), with responsibility for patient care consistent
with the individual resident’s ability. .

4. The program should provide the opportunity for
each resident to obtain information on patient outcomes’
from patients the resident initially evaluates in the emer-
gency unit.

IV. THE STAFF:
A. Program Director
The director of the residency program should be highly
qualified,.as an educator and administrator, and competent
in emergency medicine. Certification by the American
Board of Emergency Medicine, although not mandatory, is
highly desirable. It is necessary for the program director to
give sufficient time to the program to assure quality patient
care and instruction. The Residency Review Committee
must be notified in writing of a change in program director.
B. Faculty :
~ 1. All staff members involved in teaching should have
clear responsibility defined in writing for resident supervi-
‘sion, teaching, administration and research, with time
specifically dedicated to the educational program.
_'2. . Physicians with teaching responsibilities should be
appropriately qualified by training and professional expe-
rience to discharge such responsibilities.
.C. Eualuation
1. Resident evaluation procedures should follow those
found in the “General Requirements.”
2. At least twice annually residents should be given the
opportunity to evaluate faculty, rotations and facilities.

V. OTHER:

A. Emergency Medical Services Training

1. Residents should have the opportunity to work with
basic and advanced emergency medicine technicians. They
should also have direct experience with prehospital com-
munications and should participate in basic and advanced
EMS runs. . o

2. Planned instruction on various aspects of emergency
department administration, management, medicolegal to-
pics, medical ethics, and EMS systems and disaster plan-
ning must be presented.

Family Practice

B. Research

Opportunity for clinical and basic research should be
provided and encouraged; residents should be taught an
understanding of basic research methodologies, statistical
analysis and critical analysis of current medical literature.

C. . Conferences

There must be at least four (4) hours per week of planned
instruction directed to emergency medicine residents and
developed by the emergency medicine residency program.
These conferences should include morbidity and mortality,
journal review and didactic lectures based on the defined
curriculum.

D. Residents who plan to seek certification by the
American Board of Emergency Medicine should commu-
nicate with the secretary of that board to be certain re-
garding the requirements for certification.

Effective: March 1982 ACGME: Feb. 1982

6. Special Requirements for Residency
Training in Family Practice

1. INTRODUCTION

Residencies in Family Practice must be specifically de-
signed to meet the educational needs of medical school
graduates intending to become Family Physicians.

The training is three years in duration after graduation
from medical school and must be planned so that a coher-
ent, integrated and progressive educational program is
assured.

Applicants who have had other types of previous train-
ing may be considered for admission to Family Practice
residencies. Credit for this previous training may be given
only in the amount that is compatible with the Special
Requirements for training in Family Practice. The Director
of the Family Practice Residency shall be responsible for
insuring that each resident who completes the program has
met these requirements.

Experience in the continuity of care offered in the Family
Practice Center is essential. Therefore, it is imperative that

- all programs offer three consecutive years of training which

includes a continuity experience with a panel of patients
and families.
The program should provide the opportunity for each

resident to develop and maintain a continuing physician-

patient relationship throughout the three year period with
a panel of patients. This relationship must be in continuity
during the resident’s second and third year and include
patient contacts in the Family Practice Center, inpatient
facility, domiciliary facility and the patient’s home.
Family Practice residency programs should provide ex-
perience and responsibility for each resident in those areas
of medicine which will be of importance to the resident’s
future practice. Since Family Practice programs are in part
dependent upon other specialties for the training of resi-
dents, the ability and commitment of the institution to fulfill
these requirements must be assured. Specifically, the
sponsoring institutions must assure the existence and
availability of those basic educational and patient care
resources necessary to provide the Family Practice resident
meaningful involvement and responsibility in the necessary
clinical specialties. Further, there should be agreement
regarding the resident’s need to maintain concurrent
commitment to his patients in the Family Practice Center.
The Family Practice residents’ identity should be
maintained throughout graduate training while they learn
the appropriate skills, techniques and procedures of other

specialties. Instruction in the other specialties must be

conducted by faculty with expertise in these fields. Cur-

riculum and plans for such rotations or experiences must be -

developed by the family practice faculty in concert with
appropriate other specialty faculty. The program should
implement a plan to assure that the residents retain their
identity and commitment to the principles and philosophic
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Family Practice

attitudes of Family Practice throughout the training pro-
gram. _

The programs must emphasize the importance of com-
prehensive patient and family medical care. The residents
must be given the opportunity to achieve high levels of
competence in disease and problem management and to
develop knowledge, skills and attitudes which reflect ex-

ertise in patient management. Therefore, experienced
amily physicians should be utilized to the fullest extent as
teachers within the constraints of their individual compe-
tence.
II. CURRICULUM

EVERY RESIDENCY PROGRAM MUST HAVE THE
“CORE” OR REQUIRED CURRICULUM AS CON-
TAINED HEREIN. HOWEVER, UPON APPROVAL OF
THE RESIDENCY REVIEW COMMITTEE, CURRICU-
LUM COMPONENTS MAY VARY TO REFLECT CUR-
RENT REGIONAL PRACTICE PATTERNS AND PA-
TIENT CARE NEEDS, AND MAY BE FLEXIBLE
ENOUGH TO UTILIZE THE STRENGTHS OF THE
PROGRAM.

All major dimensions of the curriculum should be struc-
tured educational experiences for which written goals and
objectives, a specific methodology for teaching and a
method of evaluation exist.!® The organization of the cur-
riculum should reflect the application of sound educational

rinciples, recognizing that some elements of the curricu-
um are best learned in a longitudinal experience while
others are more efficiently learned in an intensive experi-
ence of shorter duration. - :

It is recognized that the content of a rotation is more’

important than the time assigned to it. However, in an
accreditation process it is necessary to establish guidelines
for the allocation of time segments in order to assure the
opportunit}\{l for residents to achieve the cognitive knowl-
edge, psychomotor skills, attitudinal orientation and prac-
tical experience required of a family physician in each of the
curricular elements. Ranges of time!! are indicated under
the various disciplines which comprise the core curriculum.
This does not prohibit additional elective time in any of the
disciplines relative to the curriculum throughout the
“Special Requirements.”

A. Family Practice

Family Practice is a comprehensive specialty. Although
the treatment of illness is a basic function of Family Phy-
sicians, the Family Physician assumes the res onsibiii,ty for
the total health care of the individual and family, taking into
account the social, physiological, economic, cultural and
biologic dimensions. .

The responsibility to provide health care to families is
also a fundamental concept of the discipline of family
medicine. The program must provide the opportunity for
residents to acquire knowledge and experience in the
provision of longitudinal health care to families.

The residents’ acquisition of knowledge, skills and atti-
tudes of Family Practice should take place during all cur-
ricular elements. The primary setting g)r this training is in
the Family Practice Center as the residents provide con-
tinuing, comprehensive care to their panels o? patients.

An intensive short duration assignment to the Family
Practice Center during the first year is needed in order to
Erovide an orientation period to introduce the compre-

ensive approach to health care and to help the resident
develop an identity as a Family Physician. Additionally,
residents should be assigned to the Family Practice Center
for at least one-half day per week during the first year of
training. : - .

WThe Residency Review Committee expects the programs to have
written detailed plans for their curriculum which should be available to the
site surveyor. o

Ujn identifying ranges it is recognized that certain programs will deviate
from those ranges for excellent educational reasons. It is the responsibility
of thz program to document and justify variations from the ranges herein
stated. '

During the second year residents should spend from two
to four haif days in the center. The amount of time in the
center should be increased in the third year to three to five
half days per week. Intensive short duration assignments to
the Famiﬁepractice Center in the second and third years
may be utilized for specific educational purposes provided
the overall curriculum is not thereby compromised.

Certain elements of the curricurum are of special im-
portance to Family Practice but are not necessarily limited
to Family Practice. These elements must be taught longi-
tudinally during the entire period of residency training, in
didactic and clinical settings:

1. Comprehensive Care
a. Individual _ ‘

1) Health Assessment and Maintenance
2) Prevention '
3) Acute and Chronic lllness or Injury
4) Trauma .
5) Rehabilitation
6) Behavioral Counseling
7) Health Education '
8) Human Sexuality

b. Family
1) Family Structure
~ 2) Family Dynamics
3) Genetic Counseling
4) Family Development
5) Family Planning : ‘
6) Child Rearing and Education
7) Aging
8) Death and Dying
9) Epidemiology of lliness in Families
10) Role of Family in lliness Management
11) Counseling and Education
12) Nutrition
2. Continuity of Primary Responsibility
a. Ambulatory Care
b. Inpatient Care
¢. Home Care
d. Domiciliary Care: e.g. Nursing, Extended Care Fa-
cilities ‘
e. Referral and Consultation .
f. Integrative Function of the Family Physician
g. Utilization of Community Resources

B. Gerontology o

A significant portion of the Eractice of every Family
Physician includes the care of the aged. Educational op-
portunities to address this element of the curriculum must
be in a continuum throughout the resident’s entire pro-
gram. A structured multidisciplinary approach by faculty is
essential to the teaching of this curricular element in the
following settings: Family Practice Center, the hospital,
nursing homes, retirement homes, voluntary agencies, and
in the patient’s home. Care of the aged must include the
preventive aspects of health care, the physiological and
psychological changes of senescence, the social-cultural
parameters, nutritional and pathological (acute and chron-
ic) entities of aging. . E

C. Human Behavior and Psychiatry _

In Family Practice training, most of the resident’s
knowledge and skills should be acquired through a program
in which psychiatry and behavioral science are integrated
with family practice, internal medicine, pediatrics and other
disciplines throughout the resident’s total educational ex-
perience. i o

The Family Practice Center should serve as the major
site for residents to achieve the objectives of this portion of
the curriculum. Parts of this training may be interwoven
with other curricular elements. Didactic as well as clinical
methods should be utilized. Instruction should be provided
by faculty who have training and experience necessary to
apply modern behavioral and psychiatric principles to the

s
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care of an undifferentiated population and should include
qualified family physicians as teachers. Intensive short-term
experiences in facilities devoted to the care of chroncially ill
patients should be limited.

There must be instruction in the following areas of hu-
man behavior: ,

1. Diagnosis and management of the psychological

components of illness
Management of psychological disorders

Family dynamics .

professional growth and development
Physician/patient relationship
Patient counseling . .
Interviewing skills and other ¢communicative skills
Patient education
Normal growth and variants
10. Stages of stress in the family life cycle
There should be a formal didactic program which sup-
lements the clinical experience in human behavior. The
uman behavior curriculum should include the promotion
of physician well-being and prevention of physician im-
pairment.
- The curriculum must identify-a.psychiatry training
component which encompasses recognition, diagnosis and
management of emotional and mental disorders along with
and/or as components of organic diseases. Elements of
~ psychotherapy, psychopharmacology, psychiatric coun-
seling, and a broad spectrum of mental iliness, alcoholism
and other substance abuse must be included.

D. Community Medicine :

CONOG AWN

Residents should have experiences which helr them
u

understand the role of private enterprise, voluntary

organizations and government in modern health care. In

addition, residents should be taught the principles of the
application of modern medical knowledge to the care of
populations.

here must be instruction in at least the following areas
of Community Medicine:

. Occupational medicine
Health resource agencies
Epidemiology of disease
School healtﬁ
Sports medicine
Community health education

- Public health services
Preventive medicine

. Environmental health

_structured educational experience in rural and/or

inner-city health care should be available to residents if such

experience adds a dimension to the educational program
which is not otherwise present.

. Prevention of disease and disability is an important as-
pect of family practice. Residents should be given the
opportunity to acquire specific knowledge, skills and atti-

tudes whicﬁ provide special competence in the application

of modern principles of preventive medicine. This content
should be presented in both didactic and clinical settings.

. E. Internal Medicine :

. Internal medicine experience should provide the resident
with the opportunity to acquire the knowledge and skills
related to the diagnosis and management of non-surgical
diseases of ‘adults. This experience should be utilized to
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enhance the resident’s understanding of the pathophysiol-

ogy of non-surgical diseases and the application of modern
non-surgical diagnostic and therapeutic techniques. It
should also be utilized to develop a disciplined, scientific
approach to the practice of medicine. )

-.. The organization of the curriculum in Internal Medicine
in large part will be dependent upon the organization of the
"delivery of patient care services in the teaching environ-

Faculty and resident self-awareness; personal and

Family Practice

ment. The experience should include both inpatient and
outpatient experiences and progress from generala and
specific areas of content. Faculty should include both gen-
eral internists and subspecialtists. The total duration of
internal medicine training should be 8-12 months, including
structured experiences in cardiology and critical care units
{ICU/CCU) as well as education in endocrinology, pulmo-

‘nary diseases, hematology and oncology, gastroenterol-
~ogy, infectious disease, rheumatology, nephrology, allergy

and immunology and neurology. Where appropriate, fam-
ily physicians with recognized skills in internai medicine
may be utilized as instructors. Where it exists, a family
practice inpatient service may be utilized to fulfill a portion

~ of this requirement. .

- F. Dermatology
The curriculum must include a required educational
experience in dermatology with a duration in the range of
60-120 hours. Most of this experience will be in an out-
patient setting with a qualified physician teacher of der-
matology and be supplementary to the learning which
results from dermatologists’ consultations which may occur
in the Family Practice Center.
G. Pediatrics
There must be a structured educational experience in
pediatrics, the duration- of which should be four to five
months. The resident should have the opportunity to de-
velop an understanding of the pre-natal period, the growth
and development of the newborn througﬁ adolescence, and

. emotional problems of children and their management. In

addition, the resident should be taught to recognize and
manage behavioral, medical and surgical problems of chil-
dren and adolescents in home, ambulatory and hospital
settings. - . '

The pediatric experience must include ambulatory and
in-patient experiences in pediatrics, including the newborn
nursery, as well as resuscitation, stabilization and prepa-
ration for transport of the distressed neonate.

H. Obstetrics and Gynecology ‘ .

The resident must be provided the instruction necessary
to understand the biological and psychological impact of
pregnancy, delivery and care of the newborn upon a women
and her tamily. Tﬁe resident should be taught technical
skills in the provision of antepartum and postpartum care
and the normal delivery process as well as the complica-
tions of pregnancy and their management. The resident
should be taught certain operative skills in obstetrical and
gynecological proccedures as a part of the broadly-based

_curriculum. To obtain such skills the Family Practice resi:

dent must spend at least three months in a structured
educational experience, of which at least two months must
be in obstetrics and at least one month must be in gyne-
cology. . :

A program must be able to provide on an elective basis
for interested Family Practice residents, approximately
three months of additional Ob/Gyn training as structured
educational experiences which should include high risk
obstetrics and the opportunity for residents to develop the
technical proficiency to perform surgical procedures which
family physicians may be called upon to perform.

It is required that residents have the -opportunity to

" provide obstetric care to pregnant women within the con-

text of the longitudinal experience in the Family Practice
Center. The resident must assume the responsibility for
provision of antenatal, confinement arid postnatal care to

- these patients on a continuing basis.

The training program should afford an opportunity for
the acquisition of skills in marriage counseling, sex educa-
tion, human sexuality and family planning.

1. Surgery

The program must provide instruction in the diagnosis
and management of surgical emergencies and the appro-
priate and timely referral of them for specialized care. The
resident should also be taught to recognize conditions that
are preferably managed on an elective basis. 4 .
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It is important for the resident to appreciate the varieties
of-surgical treatments as well as the potential risks associ-
ated with those treatments. Knowledge of these matters

should enable the resident to give proper advice, explana-

tion, and emotional support to the patients and their fam-
ilies.

The resident must receive training in pre- and post- -

operative care, basic surgical principles, asepsis, handling
of tissue and technical skills to assist the surgeon in the
operating room. The program should provide the oppor-
tunity for residents to develop the technical proficiency to
perform specific surgical procedures which family physi-
cians may be called upon to perform. If the residents expect
to include surgery as a major aspect of their practice,
additional training must be obtained.

The general and subspecialty surgery experiences

should total four to five months duration. The residents. |

must be required to participate in a structured experience
in general surgery of a minimum of two months duration,
including operating room experience.

Outpatient experiences in general surgery are encour-
aged in order for the resident to achieve competencies in
the diagnosis and management of a wide variety of com-
mon ambulatory-general surgical problems.

The structured experiences in surgical subspecialties
may be in an intense short time format, or may be in a
longitudinal format. 160-200 hours of orthopedics should
be required. 40-80 hours in each of the subspecialties of
ophthalmology, otolaryngology and urology must be re-
quired. It is expected that experiences in the surgical sub-
specialties will be primarily outpatient oriented.

J. Emergency Medicine

There must be a structured education experience of one
to three months duration in the delivery of emergency
medicine care under compentent and full-time on-site su-
pervision. The initial month should be an intensive expe-
rience of short duration rather than in a longitudinal format.
" There must be sufficient quality and types of facilities,
equipment, support personnel, and broad range of patient
problems to provide the residents with adequate experi-
ence in initial management of serious emergencies.

The Emergency Medicine portion of the curriculum
should utilize both didactic and practical experiences.
Specific modern life-saving skills must be taught to all
residents, e.g., advanced cardiac life support, airway in-
sertion, chest tube insertion, hemostasis. ’

K. Diagnostic Imaging

The program must provide the residents with ample
opportunity to learn the appropriate application of tech-
niques and specialty consultations in the diagnostic imaging
of organs and body systems. Instruction should include the
limitations and risks attendant to these techniques. The
format of the instruction should be adapted to the resources
available, but must include radiographic film interpretation
pertinent to family practice. ’

L. Practice Management

There must be a curriculum component that provides at
least 60 hours of instruction in practice management. The
Family Practice Center should be considered the primary
classroom for teaching practice management. Elements to
be included: :

1. Patient Management
2. Records J
3. Facilities
4. Office Organization
5. Medical-legal Aspects of Practice
6. Procedures for Establishing a Practice
7. Team Care and Team Development
8. Office and Business Management
9. Personnel Management '
10. Automated Data Systems
11. Inter-professional Relationships

‘M. Other Curricular Elements
Other curricular elements should include:

Nuclear Medicine

Physical Medicine and Rehabilitation
Nutrition

Clinical Laboratory Science

Ethics

Use of drugs and their interaction

Art of consultation and referral ,
Administration of anesthetics

N. Electives

Electives which are well constructed, purposeful, and
effective learning experiences are an'essential part of a
Family Practice residency program. Most electives will be
concerned with sub-specialized areas of the major primary
specialties and may be obtained in various ways. Electives
should not utilize more than six months of the total cur-
riculum but there must be a minumum of three months
available to each resident for electives.

Electives are intended primarily to enrich the resident’s
training with experiences relevant to enhancing their future
as Family Physicians. At times, they may be used, in part,
after proper counseling by the Program Director and/or
faculty, to remove any identified deficiencies in knowledge
or skills, but also should be chosen by the resident on the
basis of future practice plans or individual interests.

No more than one-half of the total of elective time should
be utilized by the resident to fulfill deficiencies in the core
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-curriculum requirements. The choice of electives by the

resident must be with the advice and consent of the Pro-
gram Director.

O. Research

The participation of the resident in an active research
program should be encouraged. Generally, this activity
should be concurrent with other assignments, provided the
responsibilities of the resident are adjusted in a way to
permit a reasonable time for research activity. Independent
research -by the resident should be in addition to, rather
than in lieu of, clinical instruction.

P. Conferences

Conferences {or seminars, workshops) should be de-
signed for the family practice resident in order to augment
the clinical experiences of the residency. Faculty and staff
should participate, but conferences designed solely for the
medical staff are inadequate as a substitute for a complete
conference schedule in graduate training.

. FACULTY

A. Program Director

A Program Director must have had a minimum of two
years full-time professional activity in the field of family
practice. The Director should be a diplomate of the
American Board of Family Practice or have had suitable
acceptable training in family practice. It is highly desirable
that the Program Director have had teaching experience in
a family practice residency program.!?

B. Family Practice Faculty

Family Practice faculty should demonstrate a conceptual
grasp of Family Medicine and have a specific time com-

. mitment to patient care to enable them to maintain their

clinical skills and serve as a role model.

The number of Family Practice faculty must be sufficient
so that there is always an appropriate number who, without
other obligations, supervise residents in the Family Practice
Center whenever residents are seeing patients. Facult

. should not be involved in activities which interfere with:

their teaching responsibilities and supervision of the resi-
dents. -
There, should be at least one full-time equivalent Family
Physician faculty for each six residents in the program.
The part-time faculty should: have, responsibility with

~ sufficient continuity to relate well to the residents.

12This does not apply to Program Directors who have been appointed
before the effective date of the “Special Requirements.”
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C. Other Special Faculty

Faculty in the various specnaltles must devote sufficient
time to teaching and supervising Family Practice residents
in their specialty fields. Teaching time may be defined as all
formal or informal contacts between residents and faculty
which relate to the content of the teaching program.

Additional staff and faculty may be needed to provide
input into the areas such as behavioral science, the social
services, nutrition, oral pathology and pharmacy If faculty
in these dnscxplmes are not readily available from current
staff or faculty, it may be necessary to seek possnble re-
sources in the community.

D. Faculty Development

There should be an explicit system to develop and
maintain academic and clinical skllr of the facu]ty

, IV. FACILITIES
A. Primary Hospital

1. Number of Beds: It is essential that the partncnpatmg .

hospitals, primary and affiliated, be of sufficient size and
have an adequate number of teachmg beds to assure suf-
ficient patient load and variety of problems for the educa-
tion of the number of residents in the program. Experience
has demonstrated that facilities which have fewer than 135
occupied beds, are often not able to provide adequate
physical, human and educational resources for training in
family medicine. '3

2. Facilities: A program should provnde facilities re-
quired for the education of residents in sufficiently close
proximity to the primary hospital to allow for the efficient
functioning of the training program.

Multiple teaching facilities may be used so long as there
is no compromise-of the quality of the educational program
and no significant reduction in attendance of residents at
teaching sessions, or reduction of camaraderie and infor-
mation exchange among residents and/or faculty. .

3. Patients: A sufficient number of inpatients must be
available to provide a broad spectrum of problems in any
given discipline. The disease spectrum available for resi-
dent education must be that common to the general com-
munity, and must offer a structured educational experience
which allows residents the opportunity to obtain eéxpertise
in emergency .initial care of unusuay or life-threatening
problems.

There should be an institutional patient care evaluation
program to allow continuing improvement of ambulatory
anc}finpatient care provided by tﬁe institution and - medical
statt. : :
4. Medical Staff: Medical staff must be available in suf-

ficient number to insure adequate patient care and con-

-sultation in family practice, internal medicine, surgery,
pediatrics, obstetrics/gynecology, pathology, psychlatry,
radiology, ENT, urology, neurology, cardiology, derma-
tology, orthopedlcs ophthalmology, anesthesia, and
emergency medicine.

The medical staff should be organized so that family
physician members may participate in appropriate hospital
governance activities on a basis equivalent to that of the
other specialties. Family phy51c1an faculty must have ad-
mitting and attending privileges in the hospital(s) where the
majority of Family Practice Center patients are hospital-
ized. Family Practice residents must be able to admit and
care for their Family Practice Center patients in the hospital
with Family Practice faculty supervision as appropriate.

"“Requirements concerning number of hospital beds may be regarded
more appropriately in terms of those available for use in training residents
whether in the primary hospital alone or primarily plus affiliated hospitals
combined. It is important that there be no compromise in continuity of
care or attendance at teaching sessions by residents because of distance
between or among institutions. Number of beds must be perceived in
context of the tota? number, types, and locatlons as well as medlcal staff
available for quality care and teaching.

Family Practice

B. Family Practice Center

1. Functional Status: A Family Practice Center must be
in operation for the training of Family Practice residents
(whether or not in a temporary location), on the date the
program begins. If more than one Center is used, the
additional Center must meet the same criteria as the pri-
mary Center.

2. Design: The Center must be a clearly identifiable unit
which includes a separate entry, waiting room and ap-
pointment system.

The design of the Family Practice Center must insure
adequate patient flow to provide appropriate patient care,
accessibility and teaching opportunities. The Family Prac-
tice Center should have necessary provisions for handi-
capped persons.

3. Size: Two examining rooms per physician working in
the Center at one time [counting as physicians both Family
Practice residents and physician faculty who have patient
care responsibilities) should be available. In cases where the
Family Practice Center is utilized for training of. other
learners, e.g. nurses, medical students, physician assist-
ants, sufficient additional space must be available so that
the efficiency of the residents is not compromised.

Other functional areas must include: business office,
record room, office library, patient care rooms, conference
room, basic laboratory appropriate to office practice, res-
ident work area, and taculty/staff offices.

The Family Practice Center should provide for the ca-
pability of the physician to conduct individual and small
group counseling.

Diagnostic laboratory and imaging services must be
provided so that there is prompt and convenient access by
patients and residents for patient care and education.

4. Location: The location of the Family Practice Center
in relation to the hospital(s) should be such that it allows
conservation of the residents’ time in order to utilize effi-
ciently the educational oppportunities and provide neces-

sary patient care at both sites.

5. Equipment: The Family Practice Center must contain
all equipment necessary to meet the basic needs of an
efficient Family Practice office and a quality education
program for Family Practice residents.

A stable patient populatxon of sufficient number and
variety is necessary to insure comprehensiveness and
continuity of experiences for the residents. The major part
of the patient visits should be from family units for which a
resident is responsible. A patient population seeking only

-episodic care does not meet this requirement. Patients who

provide a broad spectrum of problems and represent varied
income levels and ages and both sexes should be attended
in the hospital, the Family Practice Center, at home, or in
institutions for long-term care or rehabilitation.

6. Record System: Patients’ ambulatory medical rec-
ords must be maintained so that easy and prompt acces-
sibility is assured at all times.

The record system must provide for patient care audit
and chart review and must be capable of prompt docu-
mentation of all facets of family care, including care ren-
dered in the Family Practice Center, hospital, home, via
telephone, and that provided in other institutions.

The medical record system must be designed for the
retrievability of data pertinent to patient care, and the
monitoring of the residents’ experiences.

7. Provision of Patient Care: Appointments must be

scheduled in the Family Practice Center by regular em-

ployees of the Center wﬁo are cognizant of the necessities
of the appointment system in the delivery of continuing
care and patient access to a requested physician.

Continuity of care is an important concept in Family
Practice, and for this reason the training program must
demonstrate a concern for continuity of care. This concern
is expressed in the role and interrelationships that the
system {e.g. solo or group), the professionals, the individual

patient and the patient’s family, the institution and the
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community play in the maintenance of continuity of care.

8. Support Staff: There must be appropriate numbers
and types of support staff to meet the needs of health care
and resident education.

9. Teaching Consultants: Consultations by recognized
specialists in their fields should be utilized by the program
as a teaching mechanism. Elective consultations should be
in the Family Practice Center. Where possible, the con-
sultant’s teaching role should be available to more than the
single responsible resident if this can be done preserving the
patient’s dignity. When this is not possible consultations
should occur in a location which allows residents to par-
ticipate in the consultation as an educational experience.

10. Ambulatory Units other than Family Practice Cen-
ters: Ambulatory units other than Family Practice Centers
are those sites which offer experience that differs from that
which is offered in the primary Family Practice Center.

The use of remote sites or rotations on clinical services

must not interrupt continuity of care at the Family Practice
Center for longer than two months during the second year
and two months during the third year. A resident must
return to the Family Practice Center and provide continuity
of care for the resident’s panel of patients for at least two
months before leaving for any additional remote experi-
ence. .
11. Sources of Income: The fiscal operation of the
Family Practice Center must reflect a balance between
service and education which does not adversely affect the
educational objectives.

There should be a plan to assure long-range fiscal sta-
bility of the Program.

It is the responsibility of the residents to render patient
care in the pursuit of their education without additional
remuneration based on productivity.

This does not preclude the residents from earning in-
come from patient care during off hours provided that this
activity does not interfere with the education and per-
formance of the resident. In addition, such activity should
not be in conflict with the policies of the program or the
sponsoring institution. . -

12. Hours of Operation: The Family Practice Center
must be an exclusive. facility available for patient services
during weekdays commensurate with community medical
practices in order to provide continuing comprehensive
care and a place where patients may expect to obtain
services. '

When the Family Practice Center is closed, there must be
provisions for patients to have access to their personal
physician or a designated substitute physician.

V. FAMILY PRACTICE RESIDENTS

A. Conceptual Understanding: Residents must be
taught to demonstrate and clearly articulate the philosophy
and concepts of Family Medicine to patients. .

B. Impaired Residents: The goal of the Family Practice
training program is to produce fully competent physicians
capable of giving high quality care to their patients. Be-
cause impaired physicians cannot achieve these goals, the
program should attempt to identify and prevent impending
impairment. Additionally, the program must be able to
intervene appropriately on behalf of the impaired resident.

Outside Rotations: Residents may spend time away

from the Family Practice Center to meet the needs of their -

training. The educational value of these rotations must be
. clearly documented. The availability of constant on-site
supervision is required.

D. Documentation of Residents’ Experience: A system
for documentation of residents’ experiences must.be uti-
lized to monitor the educational experience and to provide
documentation for future hospital privileges.

VL. EVALUATION

A. Evaluation of Residents: There must be an adequate,
on-going effort of evaluating knowledge, competency, and

performance of the residents. Entry evaluation asssess-
ment, interim testing and periodic reassessment, as well as
other modalities for evaluation, should be utilized.

B. Evaluation of Faculty: All teaching faculty must be
evaluated on an on-going basis. Documentation of faculty
evaluation should include: teaching ability, clinical knowl-
edge, attitudes, scholarly contributions, interpersonal skills
and communication abilities. :

C. Evaluation of Patient Care: The program must con-
sider high quality patient care as one of its primary objec-
tives and evaluate the care that is provided. There must be
a current and retrospective audit to provide necessary
feedback for continuing improvement of ambulatory and
inpatient care.

D. Evaluation of the Program: The Family Practice
residency must incorporate all elements of the “Special
Requirements.” The program should be evaluated within
the context of the educational needs of the residents,
teaching responsibilities of the faculty and the availability of
health care resources within the community. .

This evaluation should include an appropriate balance
between education, research and service. Continuing
medical education should occupy a prominent place in the

rogram and residents should be encouraged to develop
r;arning patterns to continue their education.

‘One measurement of the quality of a program is the
performance of its graduates in the certification examina-
tions of the American Board of Family Practice. The degree
of resident attrition and the,presence of a critical mass of
residents are also factors to be considered in the overall
evaluation of the program. :

E. Evaluation of the Graduate: lt is the responsibility of
all programs to maintain contact with their graduates to
obtain information about: .

1. Practice effectiveness

. Personal satisfaction with role

Practical responsibilities

Evidence of participation in continuing medical edu-
cation

Board certification .

Relevance of training to practice demands

VII. GENERAL

The provision of the “General Requirements” must also
be met for approval.

Family Practice residents who plan to seek certification
by the American Board of Family Practice should com-
municate with the Secretary of the Board.

It is the responsibility of the Program to notify the Sec-
retary of the Residency Review Committee for Family
Practice of significant changes in the program which may
occur in the interim between site surveys. This includes, but
is not limited to, changes in the Program Director.

Effective: July 1983 ACGME: Sept. 1982

oo pwN

7. Special Requirements for Residency Training
in General Surgery

GENERAL CHARACTERISTICS OF ACCREDITED
PROGRAMS: Residencies in surgery which are designed to
meet the requirements for accreditation must provide a
structured educational experience of uniformly high qualit
which will prepare trainees to function as well qualified,
independent specialists in surgery upon completion of the
program. Surgery is not an exact science and there are a
variety of educational plans leading to the desired qualifi-
cations as a surgeon. However, the requirements which
follow must be met or exceeded in all accredited training
programs in the specialty.
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Since general surgery is a discipline of great breadth and
a specialty which is often consultative in nature, the pro-
gram should be conducted in those institutions which are
accredited by the Joint Committee on Accreditation of
Hospitals and classified as General Hospitals. ‘Rotation of
individual trainees to affiliated institutions to obtain training
not adequately available in the parent institution may be
desirable. Rotations to affiliated hospitals must enhance the
overall quality of the program rather than simply enlarge
the program and must not be primarily for the purpose of
providing service coverage.

Since interaction with peers from other disciplines con-
tributes to the quality of the learning experience and pro-
vides the framework upon which future patterns of practice
are based, it is important that there be accredited residency

programs in other medical specialties in the teaching .

institution(s). While the minimum requirement is only for an
accredited residency in internal medicine, pediatrics,-or
family practice in the institution, it is desirable that there be
a better balance, as provided by residencies in several
primary care disciplines, and in obstetrics and gynecology,
pathology and radiology. Residencies'in other surgical
. specialties, while not specifically required, contribute to
quality and a balanced educational atmosphere.

The objective of the residency is to prepare the trainee to
function as a qualified practitioner of surgery at the high
level of performance expected of a specialist. Therefore,
the educational aspects of the program must be the most
important factor and the residents must be provided ade-
quate time and sufficient facilities for study. Every resi-
dency carries with it a commitment of service to patients in
the institution, but the service responsibilities must work in
concert with other activities to produce a well rounded,
knowledgeable and highly qualified practitioner of surgery.

The career goals and personal interests of individual
residents will vary and there are several paths to an ade-
quate education. Every resident need not conform to a
single pattern, buy all residents must be provided a solid
foundation in the basic and principal components of the
specialty and each resident within a program must be
provided with an equivalent educational experience.

To be accredited, programs of graduate education in
surgery must be so constructed that there is a clear dem-
onstration by the trainee of acquisition of a solid foundation
of fundamental surgical knowledge prior to progression to
the level of supervised semi-independent patient manage-
ment and operative care. An objective test mechanism is
required as a component of the process of demonstration of
this cognitive capability. While each program may utilize its
own test instruments, the American Board of Surgery In-
Training Examination ‘is considered a most desirable ex-
ample.

Furthermore, it must be clearly demonstrated that a
trainee has in fact reached a satisfactory level of clinical
qualifications prior to completion of the program. Any
program which does not establish a system of trainee
evaluation which clearly shows that each trainee has suc-
cessfully passed these two milestones above cannot be
considered adequate.

The performance of each house officer must be evalu-
ated by the teaching staff at. least every six months and a
documented record of that evaluation must be prepared
and maintained for subsequent review by the accrediting
authorities. Similar records should be kept for candidates
for certification. Where major deficiencies exist, the eval-
uation should be formally reviewed with the trainee. In
order to insure the proper relationship and balance of the
basic sciences and the other clinical disciplines to surgery,
there shall be an institutional training committee to advise
program directors and evaluate all programs. For coordi-
nating surgical education, the committee must include at
least the program directors or chiefs of service when an
accredited program does not exist or their designees re-
presenting surgery, internal medicine, radiology and ana-

General Surgery

tomic pathology. .

Graduate education programming in surgery must be a
continuum’ with undergraduate medical education. All
years must be under the guidance of the director of an

_ accredited program in surgery regardless of rotations to

other disciplines.

DURATION, SCOPE AND CONTENT OF PROGRAM:
Five years of graduate training in surgery after graduation
from medical school is the minimum amount of time re-
quired for acquisition of the necessary knowledge, judg-
ment and technical skill. To be acceptable, a program must
include a total of five years of which at least four years must
be clinical experience. Three and one half years must be
devoted to clinical surgery, and three of these years, in-
cluding the final clinical year, must be devoted entirely to
training in the principal components of the specialty as
defined below. No more than six months of the required
four clinical years may be allocated to clinical disciplines
other than surgical, such as internal medicine, pediatrics,

. gastroenterology, anesthesiology or surgical pathology.

Training in endoscopy and surgical intensive care may be
considered as clinical surgery, but obstetrics and ophthal-
mology are not. Laboratory or clinical research experience
and training in non-clinical disciplines such as pathology or
radiology are highly desirable. Not more than a total of
twelve months of clinical training may be devoted to
training in a single surgical discipline other than the prin-
cipal components of general surgery as defined, or in a
special concentrated experience in a single principal com-
ponent of general surgery.

The program must provide for advanced education in
human biologic phenomena as they relate particularly to
disorders of a surgical nature and an understanding of the
etiology, pathogenesis, diagnosis.and management of sur-
gical disorders. The program must also provide an oppor-
tunity for each resident to acquire the technical knowledge,
the interpersonal and the psychomotor skills so important
for the specialist in surgery. This goal can best be attained
by means of a progressively graded curriculum of study,
cl)i/nical and operative experience and increasing responsi-
bility for application of these principles and skills in the
management of a broadening and more complex set of
clinical conditions. Adequate and equivalent opportunity
must be afforded to each resident, under the guidance and
supervision of a qualified teaching staff, to develop the
degree of clinical maturity, surgical judgment and clinical
diagnostic and operative skill to render him prepared to
provide the level of care, to patients with a wide range of
surgical disorders, in the manner appropriate to a specialist
in surgery.

The basic areas of surgical edlication must include, but
need not be limited to:. wound healing; hemostasis and
blood disorders; oncology; shock and circulatory physiol-
ogy; surgical microbiology; respiratory physiology, gas-
trointestinal physiology; genitourinary physiology; surgical
endocrinology; surgical nutrition; fluid and electrolyte bal-
ance; metabolic response to injury, including burns; mus-
culoskeletal biomechanics and physiology; immunobiology
and transplantation; applied surgical anatomy and surgical
pathology. This fundamental surgical education should be
acquired primarily ‘through- clinical experience and appli- |
cations and should not be based solely on didactics.

-Trainees must not be allowed to progress to the advanced

years of residency with major responsibility- for overall
patient care until they have clearly demonstrated by clinical
performance and by an objective test mechanism that they
have acquired a satisfactory understanding of the above
fundamentals. . . . - . :

The program design and execution must provide the
resident with an opportunity to acquire not only the central
core of knowledge specified above, but also to acquire a
detailed knowledge and experience, under supervision, in




28 ESSENTIALS OF ACCREDITED RESIDENCIES

General Surgery

the pre-operative, operative, and post-operative care of
patients of all age groups with diseases of the alimentary
tract, of the abdomen, of the breast, of the head and neck,
of the vascular system, of the endocrine system, and of the
total management of trauma including musculoskeletal,
hand and head injuries. Specifically, arrangements must be
made for the surgery resident to receive training and
graded experience, under supervision, in the pre-operative,
operative and post-operative care of the injured patient,
including that provided in the emergency department and
intensive care unit. The resident must Kave personal ex-
perience with a variety of endoscopic techniques, inluding

laryngoscopy, bronchoscopy, esophagoscopy, gastrosco-

py, colonoscopy, peritoneoscopy and choledochoscopy.
The above described areas are considered to be prmcrpa]
components of the specialty and as such must receive the
appropriate degree of attention. In addition, the program
design must enable the residents to acquire an under-
standing of the principles of an to have a personal clinical
experience to include operative care in the more usual
problems in cardiac, thoracic, gynecologic, neurologic, or-
thopedic, plastic, neonatal anc? urologic surgery and in
anesthesiology. This experience may be obtained by a
formal rotation to an accredited program or assignment to
a duly constituted service in the parent or affiliated insti-
tution. The program must provide the residents with ex-

perience in direct and progressively responsible patient-

management as they advance through training and must
culminate in sufficiently independent responsibility for
clinical decision making that the program director is as-
sured that the graduating resident has achieved ability to
execute that sound surgical judgment, including non-
operative management, which characterizes the general
surgical specialist.

Operative skill is essential for the surgeon and can be

acquired only through personal experience and training. No
amount of observation or assisting can substitute for, per-
sonal performance of operative procedures. An acceptable
program must provide for sufficient operative experience
to train qualified surgeons, taking into account individual
capability and rate of progress. The volume, variety and
magnitude of the operative experience of each resident
must be such as to insure that each has become technically
qualified upon completion of the program. Therefore, the
volume and variety of cases available must be such that
there is an adequate distribution as to complexity and
within the areas of general surgery, especially tﬁe principal
components, to provide an equivalent and adequate dis-
tribution for all of the residents. While the number of

operations to be performed by each resident is not speci-

fied, experience has shown that an acceptable range, in
most instances, is from 500-800 total cases and from
150-300 cases as the “Surgeon, Senior Year”. Provided
that previous personal operative experlence has been ad-
equate, cases listed as “teaching assistants” may be cred-
ited toward chief year requirements. Grossly unequal ex-
perience among residents and unexplained variations from
this range, or inadequate experience in breadth or com-
plexity will be cause for questioning the acceptability of the
program.

In some institutions, a so-called “Chief Resident’s
Service” exists. While this may be highly desirable educa-
tionally, it should not encourage two leveé of care and must
be administratively defined and adequately supervised by
the senior teaching staff. Regardless of the structure of the
teaching service, every effort must be made to afford the
residents the hlghest possible level of responsxblhty A
resident may be considered to be the “ surgeon’ " only when
he or she has played a significant role in determining or
confirming the diagnosis, in the provision of pre-operative
care, in the selection and accompllshment of the appro-
priate operative procedure, in managing the post-operative
course and has had the opportunity for sufficient follow-up
to be acquainted both with the course of the disease and

outcome of treatment.

The senior or final clinical year must consist of twelve
consecutive months concerned with the multiple areas
within principle components of surgery, as defined. Op-
portunltfz for and documentation of development of pro-
gressively independent clinical skills are essential.

Clinical and/or laboratory research is an important
componént of a well rounded residency and residents
should be encouraged to participate. However, unless the
resident has an interest in participating, laboratory re-
search should not be required as a major component. A
program approved for five or more years duration may
assign a resident to full-time research.

Educational conferences of an adequate nature must be .

conducted, not only as specified in the “General
Requnrements but also to discuss specnﬁc clinical prob-
lems and advances in surgery. Weekly review of all current
complications and deaths, in addition to specific and cur-
rent clinical cases, must be conducted with documentation
of participation by the residents and teaching staff. This
should include radiological confirmation and pathological
confirmation of all surgical specimens and autopsies. Reg:
ular attendance by multiple teaching and other senior staff
members, as well as the residents, is considered to be a key'
index of interest in the educational aspects of the program.
Programs in which there is little participation by multiple
members of the designated staF f cannot be considered
acceptable. '

TEACHING STAFF: The staff responsible for the di-
rection and execution of the program must be well qualified
and of enough diversity of interest so as to represent the
many facets of surgery. The program director shall be
highﬁ; qualified in surgery, certitied by the American Board
of Surgery, or have equivalent qualifications, and shall be
dedicated to surgical education. He shall be institutionally
based or his principal offices shall be located so that he is
readily available to the resident staff. He shall be respon-
sible for the work done and make staff appointments in the
teaching department or service. He shall make resident
appointments and assignments and be responsible for the
proper conduct of the educational activities and for their
supervision, direction and administration. In discharing
these responsibilities, the program director should desig-
nate other well qualified surgeons to assist in the supervi-
sion of the resident staff on the minimum basis of one for
each resident at the chief level. -

Program directors, as well as surgeons appointed to the
teaching staff, must have a real and demonstrated interest
in teaching, personally provide the necessary time and
effort to the educational process and set an example by
engaging in scholarly pursuits such as (1) participation in
their own continuing surgical education; (2) participation in
regional or national surgical scientific societies; (3) pre-
sentation and publications of scientific studies; and (4)
demonstration of an active interest in research as it pertains
to their own special surgical interests.

A program whose staff does not exhibit such charac-
teristics will not be approved.’

To be adequate the teaching staff must be formally
organized and meet regularly. The program director should
customarily be appointed for at least the duration of the
program plus one year. Key staff members must be ap-
pointed for a period long enough to insure adequate con-
tinuity in the supervision of the resident staff. Persons
appointed or elected for short durations or in an “honorary”
capacity cannot be considered adequate to serve as pro-
gram directors or as key teaching staff members. !

A teching service shall be established and staff appo.nt-
ments to that service must be limited to those surgeons who
meet the previous qualifications and who demonstrate in a
practicaal manner that they are dedicated to the proper
education of the residents and will provide access by the
residents to their patients while providing the appropriate
supervision. That service must achieve the proper balance
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between service and education, expressed both by actual
operations performed by the resident staff and their role in
active educational pursuits. . :

OUTPATIENT FACILITIES: To be adequate, a pro-
gram must have both in-patient and out-patient activities.
Active resident participation in out-patient services is an
essential component of any program. Here, patients are to
be seen by the resident staff, a provisional diagnosis
established, appropriate diagnostic procedures initiated
. and a preliminary treatment plan made prior to admission
to the hospital. An opportunity for follow-up care must be
made available so that the results of surgical care may be
evaluated by the responsible residents. Some training
programs may use the emergency service or private staff
offices in lieu of other out-patient facilities, but where the
emergency service and the elective and follow-up facilities

. are separate, each functions more effectively and provides -

better experience for the residents; therefore, such an
arrangement is preferred. The out-patient service must be
complementary to the in-patient service and not a discon-
nected entity. An exposure to private or clinic office
ractice may be desirable so that tge resident may become
amiliar with the patterns of private practice and when
included should be so indicated in the program plan.

* SPECIAL INFORMATION: Institutions which cannot
provide totally adequate resources and clinical experience
within their own facilities should make formal arrange-
ments with other institutions to become “affiliates” of the
program or even to join the program as an “integrated”
component. Such affiliations or integrations must be ap-
proved by the Residency Review Committee prior to im-
plementation. Ordinarily, the final clinical year must be
accomplished in the parent institution. Special approval
must be obtained from the Residency Review Committee if
(1) a portion of the final year is spent at an affiliated
program,; (2) rotations to the affiliated program exceed six
months; and (3) if more than one year total is spent away
from the parent institution. Programs must strive for the
highest possible quality of educational experience for the
residents and will be judged by the reviewing authorities on
this basis. One measurement of the quality of a program is
the performance of its graduates wictlh respect to the certi-
fication process of the American Board ot Surgery.

The provisions of the “General Requirements” must be
met in addition to the above “Special Requirements” for a
program to receive accreditation.

NOTE: Residents who plan to seek Certification in
Surgery should communicate with the Secretary of the
American Board of Surgery to determine the full and cur-
rent requirements for certitication. .

Effective: July, 1983 ACGME: November, 1982

. Training Programs in Pediatric Surgery-
General Characteristics of Approved Programs: Gradu-

ate programs in Pediatric Surgery should be designed to’

provide education in the principles of pediatric surgical
practice. . .

There must be.a clear demonstration by the trainee:of
competence in basic surgical knowledge prior to progres-
sion to the senior year level of supervised and semi-
independent patient management and operative experi-
ence. Demonstration of competence in Clinical Pediatric
Surgery prior to completion of the program is required.

Any program which does not establish an effective system -

of in-training evaluation cannot be considered to be ade-
quate. '
It is urged that the performance of each house officer be
reviewed by the teaching staff at six month intervals and
that a documented record of his performance be prepared
and retained for review by appropriate accrediting and
credentialing bodies. It is suggested that comments be

Pediatric Surgery

included from other departments or services involved in his
training.

It is strongly recommended that, in order to insure the
proper relationship of basic sciences and other clinical
disciplines to surgery the program be conducted in those
institutions having a training committee advising and ap-
praising all of its programs. Where possible, the committee
should be composed of representatives speaking for Pedi-
atric Surgery, Pediatrics, Radiology, Pathology and Infec-
tious Disease. .

Duration of Training: At least two years of specialized
training in Pediatric Surgery must be acquired in addition to
that training required for qualification in General Surgery.
Eighteen months of the two years must be devoted to
Clinical Pediatric Surgery including the surgical specialties.
Twelve months of this clinical training must be at the

““Senior or Chief” Pediatric Surgical Resident level with a

high degree of résponsibility for patient management and
operative experience. The remaining six months of the two
years may be devoted to Clinical Pediatric Surgery or
related disciplines or may be allocated to research.
Rotations of not more than three months of the total
required twenty-four may be made to other institutions at
the discretion of the Program Director. Rotations outside
the parent program in excess of three months and not to
exceed six months may be made only with the approval of
the Residency Review Committee for Surgery. Assignment

of residents outside the parent institution for periods of

greater than six months, requires that the participating
institution(s) receive prior approval of the Residency Re-
view Committee for Surgery as “Affiliates” of the parent
program. - .

Scope of Training: The trainees must be provided with
the opportunity for direct and responsible patient man-
agement experience so that they may-attain detailed
knowledge of congenital, neoplastic, infective and trau-
mati¢ conditions of the gastrointestinal system and other
abdominal organs; of the blood and vascular system; of the
integument; of the respiratory system; of the endocrine
glands; in gynecology; and of the head and neck. The

- trainee must gain an adequate understanding of the prin-

ciples of and experience in the management of musculo-
skeletal trauma; of head injuries; and of the more common
problems in cardiothoracic, neurologic, orthopedic, plastic
and urologic surgery in the pediatric age group.

It is expected that every trainee will have previously
acquired adequate knowledge in the fundamental areas
specified for general surgery. Additional education should
be provided by the pediatric surgery program to include,
but not be limited to, embryology; genetics; wound healing;
hemostasis and blood disorders; immunobiology; oncolo-
gy; transplantation; shock; circulatory physiology; muscle
and bone mechanics and physiology; respiratory physiol-
ogy; gastrointestinal physiology; genitourinary physiology;
surgical bacteriology; sutgical endocrinologf/; surgical nu-
trition; fluid and electrolyte balance; metabolic response to
injury; applied surgical anatomy; pediatric pathology and
antibiotic therapy as pertaining to the pediatric age group.

Surgical Staff: The staff which is responsible for the
direction and execution of the pediatric surgical program
must be well qualified and diversified so as to represent the
many facets of Pediatric Surgery. The staff should be

composed of qualifiéd surgeons under the direction of a

Chief of Service or Training Director who is institutionally
based and certified by the American Board of Surgery as
having “Special Competence in Pediatric Surgery.” There
should be at least one individual spending full time in the
supervision and administration of the program regardless
of the number of trainees. o '

It is essential that key staff members have a real interest

"in teaching, be willing to give the necessary time and effort

to the educational program’ and be engaged in scholarly
activities such as (1) participation in appropriate regional or
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national scientific societies; (2) participation in their own
continuing pediatric surgical education; (3) engage in sci-
entific publications and presentations; and (4) show an
active interest in research as it pertains to pediatric surgery.
A staff which does not exhibit such characteristics will be
cause of grave concern as to its adequacy and suitability for

conducting a program of graduate pediatric surgical edu- - .

cation. - . :

The staff must be organized and at least the key mem-
bers should be appointed for durations long enough to
insure adequate continuity in the supervision of house staff:
Persons elected or appointed for short durations in an

- “honorary” capacity cannot be considered adequate to
serve as program directors or key teaching staff.

The Institution: An institution to have an approved
pediatric surgical program must meet all requirements
specified in the “General Essentials.” In addition it must
have intensive care facilities for the pediatric age group; a
pediatric emergency facility; designated pediatric surgical

beds; and pediatric anesthesiology capability. The institu-

tion should have a burn unit; inhalation therapy services;
and social and physical medicine services. There should
also be nuclear medicine support and the capability to carry
out microanalytic determinations. ' '

The Training Program: An acceptable program in Pedi-.

atric Surgery should include but not be limited to, the
following structural educational activities on a regular
basis: {1) proper emphasis on teaching rounds and bedside
teaching; (2) supervision of residents’ operative experi-
ence; (3) grand rounds; (4) weekly teaching conferences; (5)
morbidity and mortality conferences; (6) chief of service
rounds; and (7) other pertinent clinical conferences such as
pediatric radiology, pediatric pathology and tumor board,
etc. . :

Patient Volume: To be approved for training in Pediatric
Surgery, an institution must provide an adequate number
and variety of pediatric surgical patients. Arbitrary figures
cannot refrect these conditions accurately, however, under
usual circumstances, the general pediatric surgical service
should perform at least 750 operations per year. The
senior resident must be provided with a broad and varied
experience. It is expected that he will be the responsible
surgeon for at least 120 major pediatric surgical operations
during his senior year. '

Special Information: As stated in the General Require-
ments for Residencies, it is not essential, or even desirable,
that all institutions adopt exactly the same program content

and structure. It is essenitial that all institutions participating -

in graduate education in pediatric surgery be able to meet
the requirements for approval and either alone or in col-
laboration with other institutions, attain comparable results
in the quality of education and experience obtained.

An important measurement of the quality of a program
is the performance of its graduates on the examinations of
the American Board of Surgery for Special Competence in
Pediatric Surgery.

NOTE.: All questions concerning the examination, or
Certification for Special Competence in Pediatric Surgery
should be addressed to The Secretary, American Board of
Surgery, Inc. ‘

Training Programs in General
Vascular Surgery '

General Characteristics of Appro‘tg'ed Programs: Gradu-
ate training programs in general vascular surgery should be
designed to provide the educational resources appropriate
for the development of proficiency in the diagnosis and
treatment of diseases of the arterial, venous, and lymphatic
circulatory systems, exclusive of those components intrin-
sic to the heart, thoracic aorta and intracranial vessels. The
foregoing definition is hereinafter referred to as the vas-
cular system. The training objectives are most appropri-
ately achieved through a structured program that is prop-
erly supervised and accredited. This may be accomplished

either concurrently with, or after the completion of, a
graduate educational program which meets the require-
ments for approval and accreditation in either general
surgery or thoracic surgery.

Types of Programs: Appropriate education and training
in general vascular surgery may be attained through four
types of programs: (1) A program in general vascular sur-
gery providing a chief {senior) residency in vascular surgery
after the completion of an accredited residency in general
surgery and/or thoracic surgery. This type of general
vascular surgery program should not resuﬁ in removal of
patient material or operative experience required in the
core program to such an extent as to adversely affect the
competency of those residents completing the core pro-
gram. It is recognized that certain general surgery and
thoracic surgery programs especially rich in general vas-
cular surgery may also qualify to train vascular surgeons
within the context of existing. programs. Under these ex-
ceptional circumstances, additional types of programs in
general vascular surgery may be possible. (2) As a com-
ponent of an accredited general surgery program in which
the year of residency in general vascular surgery is pre-
ceded by a minimum of three and a half years of residency
in general surgery, has no more than one break in the
continuity, and in which the chief resident year satisfies the

requirement of both the general surgery and general vas-

cular surgery programs.!* (3) A general vascular surgery
residency combined with cardiothoracic surgery training
where patient material is adequate to fulfill the require-
ments of both areas of training.!® (4) The requirements for
training in general vascular surgery may be fulfilled in the
combination of an approved general surgery program and
an approved thoracic surgery program in the same insti-
tution.

Duration and Scope of Training: Whichever of the four
types of programs offered, the general vascular surgery
program must be of sufficient duration to allow the trainee
to acquire an acceptable level of skill in the diagnosis and

treatment of vascular diseases. Type 1 and type 2 pro--

grams shall not be less than twelve months and shall be
exclusively devoted to general vascular surgery. The min-
imum training period may not have more than one break in
its continuity. In a combined training program with a par-
ticularly abundant and varied case load {types 2, 3 or 4), a
fraction of the twelve months spent at a level below the
chief {senior) year may be acceptable. Experience as a
resident at levels of training earlier than the chief (senior)
residency year must be at senior level responsibility in
general vascular surgery to be acceptable. Special consid-
eration for credit as senior level general vascular surgery
applied toward the required twelve months will be granted
by the Residency Review Committee only in exceptional
circumstances. The program must provide instruction and
require the trainee to become knowledgeable in the fun-
damental sciences, including anatomy, embryology, phys-
iology and pathology, as they relate to the diagnosis and
treatment of vascular lesions. . .

Familiarity with special diagnostic techniques is of great
importance in the management of vascular lesions. It is
essential that the trainee have an acquaintance with the
methods and techniques of angiography and an expert
knowledge of the interpretation of angiographic findings.
The use of non-invasive diagnostic techniques such as
echography, ultrasonic flow metering, and radioisotopic
imaging and flow studies makes it highly desirable that the
trainee also have a knowledge of these methods in order to
understand not only their potential but also their limitations
and hazards. i :

"This specialized training in general vascular surgery is in addition to
the minimal requirements set forth in the “Special %
Residency Training-in General Surgery.” Such a program shall be a
minimum of five and a half years in duration. .

5This specialized training in general vascular surgery is in addition to
the ‘minimal requirements set-forth in the “Special %equiremgnts for
Thoracic Surgery.” . :

equirements for

e
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The minimum duration of residency in general vascular
surgery as defined above must be clinical in nature. Re-
search, laboratory, and non-vascular clinical assignments
must not infringe on this requirement. Most importantly,
the trainee must be provided with progressive senior sur-
gical responsibilities in the four phases of total patient care
consisting of patient evaluation, therapeutic decisions,
operative experience and post-operative management.

Organization and Staff: To provide for an effective
training program, a general vascular surgery service must
be.organized as an indentifiable unit, even though it is
within the framework of a larger administrative entity such
as a Department of Surgery.or General Surgery or Thoracic
Surgery. It is highly desirable that all patients with vascular
disease available for teaching purposes be admitted to this
unit so that the educational patient material may be cen-
tralized and utilized most efficiently. The general vascular
-surgery unit must be under the direction of a qualified
vascular or cardiovascular surgeon certified by the Amer-
ican Board of Surgery or the American Board of Thoracic
Surgery, or possessing equivalent qualifications, and ded-
icated to the teaching of general vascular surgery. The
director of the general vascular surgery program must have
continous responsibility and authority for administrative
and teaching policies of the service.

Privileges on the general surgery service accredited for

teaching should be granted to surgeons only with the un-
derstanding that their patients are to be available for co-
ordinated graduate education of the residents. Such a re-
quirement is in no way intended to infringe upon the pro-
fessional authority of the staff member responsible for the
care of the patient. All members of the staff of the general
vascular surgery unit with an accredited program must be
highly qualified in general vascular surgery, dedicated to
teaching, and must devote the necessary time and effort to
the educational program. They should also engage in
scholarly activities. '

The objectives of a general vascular surgery training
program can only be achieved when the program is based
within an institution approved for graduate education in
general surgery and/or thoracic surgery and also in the
disciplines particularly related to surgery, namely internal

medicine, radiology and pathology. Programs in general.

vascular surgery are approved only as an integrated part of
and administratively attached to the approved core pro-
gram in general surgery or thoracic surgery.

Patient Population: The institution, department or serv-
ice accredited to conduct a program of graduate education
in general vascular surgery must be able to provide a
sufficient number and variety of vascular surgery patients
to insure that the residents have an adequate exposure to
a wide spectrum of lesions of the vascular system in order
that they may acquire a high level of skill in their diagnosis
and management. It is desirable that the resident gain an
ample degree of out-patient diagnostic and follow-up ex-
perience.

Operative Experience: The resident must be afforded the
opportunity to have chief (senior) resident responsibility in
the operative management of a wide range of cases that
involve the commonly employed reconstructive and non-
reconstructive vascular procedures that include within the
scope of general vascular surgery the arterial, venous, and
lymphatic circulatory systems, briefly called the vascular
system, and are exclusive of those components intrinsic to
the heart, thoracic aorta, and intracranial vessels. Chief or
senior resident operative experience is defined as activity in
the course of which the resident functions as the operating
surgeon or performs critical technical portions of the op-
eration while serving as first assistant. With respect to
vascular reconstructive cases, a minimum of 70 procedures
(exclusive of hemo access operations) with senior operative
experience as defined is an adequate base for the acquisi-
tion of the necessary skills. The demands of the acquisition
of the necessary judgment in treating vascular diseases

Internal Medicine

dictate that the total operative and non-operative experi-
ence of the resident must be considerably greater than the
number of cases defined as the minimal requirement for
senior operative participation. This experience should
represent a healthy balance of the spectrum of vascular
disorders inproportion to the frequency of their occurrence
in the general population and should be evenly distributed
over the twelve month period of training.

Shared Programs: If the clinical and operative experi-
ences in the training of the residents are shared between
services in two or more hospitals integrated (as defined in
the “General Requirements”) with the core program, the
combined experience must fulfill the organizational and

" educational requirements listed above.

Special information: (a) The Residency Review Com-
mittee for Surgery will be the reviewing body. When pro-
grams in general vascular surgery are being reviewed, there
will be a cooperative arrangement whereby the Residency
Review Committee for Thoracic Surgery will be appropri-
ately represented and involved by the participation of
members designated for this purpose by the Residency
Review Committee for Thoracic Surgery in the numbers as
mutually agreed upon by the Residency Review Commit-
tees for Surgery and for Thoracic Surgery. ‘(b) Programs
meeting the requirements specified above and having re-
ceived the approval of the Residency Review Committee
will be identified. A list of these programs will be maint-
ained by the Secretary of the Residency Review Committee
for Surgery and will be published in the' Directory of Resi-
dency Training Programs where they will be separately
identified as accredited General Vascular Surgery Resi-
dencies (types 1, 2, 3 and 4). '

Effective: July, 1983 ACGME: November, 1982

8. Special Requirements for Residency Training

: in Internal Medicine

Residencies should be organized to provide experience
in the broad field of internal medicine and those ancillary
areas necessary for its function as a primary care specialty.
The major criterion for an acceptable residency program in
internal medicine is the provision of a well supervised,
progressive educational experience of not less than three
years duration. Such programs must provide an intellectual
environment for properly teaching and learning skills and
attitudes which are essential to the practice of internal
medicine. The social and economic impact of disease on the
patient and society as well as the efficient delivery of
superior cost-effective medical care should be emphasized.
These objectives can be achieved only when the leadership,
the attending staff and the administration are committed to
the educational program and when the proper resources
and facilities are present. The objectives cannot be
achieved when the residency functions primarily as a
service oriented activity.

Although rigid criteria for graduate medical education
are not desirable, certain specific factors are essential to the
success of a program. These are discussed below:

1. Administration: The administration of the sponsoring
institution(s) should be understanding.of and sympathetic to
the attainment of educational goals and should evidence
the willingness and ability to support these goals philo-
sophically and financially. Additionally, the administrative
structure must be such that the program director has ad-
equate authority to organize and oversee the activities of
the educational program. :

2. Faculty: (A) The Program Director: The program
director is responsible for the quality of both patient care
and teaching in the program. The strength of the medical
service is directly related to the professional competence
and leadership qualities of the program director, whose
tenure should be such as to insure continuity for the pro-
gram. The program director may be on a full-time or
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part-time basis, but must be willing and able to spend the
many hours required to organize, supervise and implement
a good training program. An increasing number of institu-
tions are finding a full-time chief of service and program
director to be a major asset to the training program. If there
is a change in program directors, the Residency Review
Commiittee for Internal Medicine must be notified in writing
immediately.

(B) Section Heads: Both general medical and subspe-
cialty sections should be well organized under the direction
of qualified physicians. As with program directors, such
section heads and other key professional personnel in the
department must have adequate clinical training and
teaching experience, must participate actively in appro-
priate scientific societies, must keep up-to-date through
their own continuing medical education and must exhibit
active interest in medical research related to their specialty.
It is essential that they be able to develop in the resident the
attitude of the scholar, scientist, teacher and humanist.
Additionally, it is their responsibility to develop in the
resident clinical judgment and technical skills as well as
medical knowledge. Finally, they must assure the resident’s

acquisition of proficiency in interpersonal relationships and

in the organization and management of patient care. As
with program directors, section heads may be on a full-time
or part-time basis, but an increasing number of institutions
are finding full-time section heads to be a major asset to the
training program. '

(C) Teaching Staff: Physicians assigned to the teaching
service should be appropriately qualified internists by tal-
ent, training and professional experience to discharge as-
signed responsibilities. They should be committed to the
purposes and goals of the teaching program. These phy-
sicians must be willing to accept the principle of meaningful
patient responsibility for residents in training. They should
assist the program director and section heads in the edu-
cation and development of the resident as described above.

3. Clinical Resources: (A) Patient Population: The pa-
tients encountered during the period of residency training
must be of sufficient number and exhibit a sufficient variety
of clinical problems to provide broad experience for the
resident. The patient population should incorporate ade-
quate numbers of patients of both sexes and a wide spec-
trum of ages, including those in the adolescent and geriatric
age groups. '

(B) Areas of Obseruation: Patients should be seer not
only in the in-hospital environment and critical care areas
but also in emérgency departments and in the ambulatory
setting. A geographic concentration of patients assigned to
a given resident is highly desirable; it promotes effective
teaching and fosters meaningful interaction with allied
health personnel.

4. Facilities: (A) The Physical Plant: The physical plant
should be planned and constructed to assure proper med-
ical care as well as safety and comfort for the patient. There
must be adequate space and equipment for up-to-date
diagnosis and therapy. Additionally, there must be ade-
quate space and equipment for the educational program,
including appropriate meeting rooms and classrooms with
visual and other educational aids.

'(B) Medical Records: The Medical Records Department
should be supervised by a qualified medical record librar-
ian. Clinical records must be readily available and should be
comprehensive and organized. Effective indices should
permit the collection and evaluation of selected material
from clinical records. )

(C) The Medical Library: The medical library should be
located in the institution in such a way that it is readily
accessible to the resident staff. There must be a means of
access during those times when the library is not open and
staffed.. The library should contain a representative selec-
tion of books and journals on internal medicine, such as the

selection listed in the Library for Internists prepared by the -

~ American College of Physicians and published periodically

»
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in the Annals of Internal Medicine. Where appropriate,
there should be an interlibrary loan system through the
facilities of a nearby resource or regional medical library
such as a medical school or national library. An Index
Medicus should be present for reference use in locating
medical literature. In addition to books and journals, a
library of pertinent audio-tapes, video-tapes and films to-
gether with the equipment necessary for their use is de-
sirable. _

5. Supporting Services: The pathologic laboratories,
both clinical and anatomic, the radiologic laboratories and
other diagnostic laboratories in the hospital are important
parts of the residency program. Each should be headed by
qualified individuals. Such individuals should not only as-
sure the quality of work done in their section by adequate
personal supervision but also be willing and abh/a to partic-
ipate in educational exercises of the medical services as
well as of their own department or section. The quality of -
these services, the interest and teaching ability of their
staffs, and the degree to which they are correéted with
clinical medicine are integral to the medical program.

Autopsies should be performed whenever possible.
They must be of sufficient number to provide an adequate
educational experience and to assure the quality of patient
care. Autopsies are needed for unresolved diagnostic
problems and may well answer questions even in those
instances where a definite diagnosis has been made ante-
mortem. The carefully performed autopsy contributes
significantly to the clinical acumen of the resident. Resi-
dents should be present at autopsies performed on their
patients. It is most important that clinical and mortality
conferences based upon autopsy data be held regularly.

6. Consultative Services: Adequate consultations from
other clincial services must be available. These contribute
significantly to the intellectual environment.

7. Other Graduate Educational Programs: Additional
residency programs should be present. These additional
programs permit increased peer interchange and augment
the breadth of the educational experience.

8. The Curriculum and the Teaching Program: (A)
General Principles: Inasmuch as the ability to care for the
whole patient is one of the distinguishing characteristics of
the internist, ample opportunity for education in the broad
field of internal medicine must be provided. This experi-
ence is fostered by rotations on general medical services,
both in-patient and out-patient, with exposure to a wide
spectrum of disease. In most instances, such in-patient
rotations should be of at least six weeks duration. .

Emphasis should be placed on the maintenance of health
and on the study of etiology, pathogenesis, clinical pre-
sentation and course of various diseases so that the resi-
dent may develop skill in diagnosis as well as mature
judgment and resourcefulness in therapy. The importance
of taking and recording a thorough medical history and
performing a careful and complete physical examination
cannot be overemphasized. Such examinations and medi- -
cal records must be carefully supervised. Neglect of these
fundamentals in favor of supplementary information sup-
plied by a multiplicity of clinical laboratory and radiological
procedures cannot be accepted.

Peer contact and discussion is as important to the
learning process as contact with teaching faculty. There
must be enough medical residents in the program to pro-
vide for frequent and meaningful discussions as well as
appropriate coverage for adequate patient care. As a
minimum it is suggested that there be a total of six, with two
in each year of training.

'The patient load for each first year resident should be
such as to allow time for close and effective management
and detailed study of patients and yet challenge the resident
to be busy with diverse and complex problems. Generally
speaking, a first year resident should be responsible for ten
to fifteen patients, depending upon the average length of
stay and the nature and severity of the illness. A Jower
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number may be appropriate in critical and intensive care
situations. Second and third year residents may be involved
in the care of substantially more patients than a first year
resident.

Itvis important that each resident have the opportunity to
follow patients on a long-term basis, to observe and learn
the natural course of disease. Such long-term observations
should include following patients from the ambulatory to
the in-patient environment as well as from the in-patient to
the ambulatory environment. :

(B) Specific Experience: (1) Subspecialty. Experience:
Education in the various subspecialty divisions of Internal
Medicine is a vital part of the training program. These
include allergy and immunology, cardiology, endocrinology
and metabolism, gastroenterology, hematology, infectious
diseases, nephrology, oncology, pulmonary diseases, and
rheumatology. Most rotations on these subspecialties
should be of at least six weeks duration. Although it is not
necessary that each resident rotate through all of these
subspecialties, it is important that there be exposure to the
specialized knowledge and methods of a-sufficient number

of the recognized medical subspecialties to gain experience.

- with their contributions to the effective care of patients.
Vital to the success of subspecialty activity are well quali-
fied subspecialists with an interest in teaching who devote
sufficient time to all aspects of the service. They should
have adequate assistance by. well-trained colleagues and
access to appropriate clincial laboratories. Not every hos-
pital with an approved medical residency must or will have
special laboratories for each of the subspecialties men-
tioned; it is essential, however, that the resident be ex-
posed to patient care utilizing such subspecialty support.
This may be accomplished by the sharing of facilities among

. departments or cooperating institutions.

" (2) Experience in Other Speciaities: To achieve breadth
of competence, there should be available' experience in
areas related to internal medicine, such as neurclogy,
psychiatry and dermatology; also medical ophthalmology,
otorhinolaryngology, non-operative orthopedics and office
gynecology. Most of this experience may be obtained in an
ambulatory setting. .

(3) Consultative Experience: Crucial to the complete
internist is his ability to act as a consultant to other physi-
cians. The resident’s experience should include the op-
portunity to act with appropriate supervision as consultant
to other clinical services. This requirement may be satisfied
either by a specific assignment as medical consultant to
other services or as a part of the responsibility while on
subspecialty rotations.

(4) Experience With Ambulatory Patients: Residency
programs must offer adequate experience in the ambula-
tory setting. Such additional experience permits greater
appreciation of the natural history of disease and greater
familiarity with the common problems encountered in the
practice of internal medicine. It allows the resident the
opportunity to see earlier manifestations as well as so-
cioeconomic and psychiatric aspects of disease that may
not be apparent in the hospitalized patient. It is mandatorﬁ

that there be closely supervised experience with both.

general medicine and subspecialty patients. As with the
in-patient services, there should be an active teaching
program by qualified on-site staff. The patient volume and
spectrum in the ambulatory environment should be large
enough to provide each resident with an adequate number
and variety of new patient visits in addition to patient
follow-up care. The continuity experience should be at least

a half day per week. It is desirable that the experience be

structured to permit the residents to follow patients from
the ambulatory setting, through hospitalization, and back

to the ambulatory setting in order for the residents to

achieve continuity of care. Both in-patient and out-patient
records should be kept in such a manner as to facilitate this
continuity of care. Organizing this experierice may require
assignments to a clinic or other ambulatory setting during
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all or most of the residents’ educational program. The
conditions under which ambulatory patients are managed
should emulate those of office practice and may indeed
take place in the office of practicing physicians. In any such
situation, adequate nursing, clinical and ancillary personnel
as well as adequate space must be provided. Where pre-
ceptorial conditions prevail, the supervisor must be ac-
countable and the experience subject to audit.

(5) Emergency Department Experience: The resident
must have experience with and first-contact responsibility
for the diagnosis and management of all types of patients

_seen in an active emergency department. The emergency
“facility in the educational institution should meet the

standards outlined by the Joint Commission on Accredita-
tion of Hospitals. The resident should be assigned to the
emergency department for a period of at least one month.

- The resident should participate in the decision to admit

patients to the hospital. Senior residents in Medicine should
have additional experience in the emergency department.
There should be careful supervision by staff acceptable to
the program director. Consultations should be readily
available both from and to other specialties. When appro-
priate and possible, the follow-up for such patients by the
same resident should be arranged.

(6) Intensive Care Experience: The resident should
participate directly in the care of patients with various
illnesses in intensive care units. Such an educational ex-
perience should be conducted with adequate supervision
and with ample consultation available. As with other parts
of the educational program, there should be appropriate
teaching rounds and conferences.

(7) Special Educational Experience: The ultimate re-
sponsibility for special educational tracks, such as those
emphasizing primary care in the ambulatory setting, rests
with the program director of the internal medicine pro-
gram. The Residency Review Committee will consider
special educational tracks to be part of internal medicine

" programs in its review and recommendations concerning

accreditation.. .

. (C) Educational Exercises: (1} Rounds: Patient teaching
rounds and patient management rounds are integral to a
good training program. h

Patient teaching rounds are primarily educational. They
should be formal and led by attending physicians selected
for their knowledge of medicine and skill in bedside
teaching. They should be regularly scheduled at a time
reserved exclusively for this activity. There should be
continuity and adequate contact between residents and
faculty. Furthermore, it is desirable that the rotations as-
signed to the residents and their attendings more. or less
coincide to permit the greatest amount of time for evalua-
tion. For example, in many programs the educational ob-
jectives can be achieved with teaching rounds conducted
three times per week, with each session at least one and
one half hours long and with the same teaching attending on

- service for at least four weeks, but preferably six weeks. It

is desirable that the teaching physician see patients other
than his/her own although the teaching physician’s own
patients may be included. Generally teaching rounds are
selective rather than comprehensive so that the number of
patients seen permits adequate time for discussion of such

- things as completeness and validity of clinical data,

pathophysiclogy and differential diagnosis of the disease,
and specific pharmacologic, dietary and social manage-
ment of the patient. Teaching rounds should include direct
interaction with the patient by the attending who evaluates
the history and.physical examination. It is of fundamental

-importance that the dignity of the patient-physician rela-

tionship be preserved. Patient management rounds are
designed for day-to-day care of patients and should be
coordinated to allow the resident to interact with other
residents and with the physician of record for the patient.

The functions of teaching rounds and patient manage-
ment rounds must be separately identifiable.
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(2) Conference and Seminars: Departmental confer-
ences and seminars and literature review activities covering
both general medicine and the subspecialties must be reg-
ularly scheduled. These should promote an active inter-
change of information between members of the depart-
ment; active resident participation in both the planning and
the productlon of such conferences is essential. Proper
structuring of these conferences should permit the incor-
poration of study of the basic sciences including the

athophysnology of disease processés and review of recent
advances in medicine. Similarly, clinical pathological con-
ferences and death conferences must be regularly sched-
uled. The resident’s schedule must be such as to permit
attendance at such conferences.

(D) Basic Sciences and Research: (1) Basic Sciences:
Study of the basic sciences should be part of the clinical
education of the resident. This is most effectlvely provided
in an integrated manner at the patient’s bedside and in
conferences. Resident preparation for conferences should
include reviewing and expanding scientific knowledge with
key references to the basic science underlying specific
clinical topics.

(2) Research: Research activities are supportive of a
residency program. Research provides a healthy climate

for an intellectual experience. Critical thinking tends to-

flourish in such ari environment not only for the resident but
also for members of the teaching staff. Active resident
participation in clinical research projects with the advice
and supervision of the teaching faculty. is encouraged.

9. Resident Responsibility: (A) Meaningful Patient Re-
sponsibility: Professional growth with the attendant devel-
opment of mature clinical judgment requires that residents,
properly supervised, be given a degree of responsibility in
patient care commensurate with their ability. This can be
achieved only if the resident is realistically involved in the
decision-making process. The residency must be mainly an
educational experience; service responsibilities must be
limited to patients for whom the resident bears major
diagnostic and therapeutic responsibility. Residents must
be given the responsibility for direct patient care including
planning and management, both diagnostic and therapeu-
tic. This experience on general internal medicine services
and a combination of related subspecialty services must be
relevant to the attainment of clinical competence in the
broad field of internal medicine. Each resident must have a
minimum of 24 months of such meaningful patient re-
sponsibility.

(B) Duty Hours and Personal Responsibility: It is neces-
sary that the resident staff have a keen sense of personal
responsibility for patient care. If the residents do not accept
this responsibility, no number of scheduled rounds and
conferences nor devoted teaching by the attending staff can
produce sympathetic and effective physicians. A resident’s
obligation to patients is not automatically discharged at any
given hour of the day or any particular day of the week.
Duty hours and night and weekend cail must be sufficient to
permit implementation of the concept of responsibility for
patients and to provide for adequate patient care; every'
third or fourth night is recommended. In no case should the
resident go off duty until the proper care and welfare of the
patients have been assured.

Residency is a full-time responsnblhty, outside activities
which intertere with optimal performance in the residency
can not be condoned. The residents’ activity outside the
educational program should not be allowed to interfere
with their performance in the educational process as de-
fined in the agreement between the institution and the
resident.

(C) Progressive Responsibility: The degree of responsi-
bility both professional and administrative accorded to a
resident should be increased progressively with each year
of training. Included should be such areas as patient care,
leadership, teaching, organization and administration. This
goal can be achieved by senior residents supervising junior

residents or by the senior residents acting as consultants to
junior residents, particularly in the subspecialty areas.
Residents from other disciplines must not supervise internal
medicine residents on internal medicine services.

10. Evaluation of the Resident: This evaluation should
concern itself not only with intellectual abilities and manual -
skills but also with attitudes and interpersonal relation-
ships. Included should be close observation of the resident
performing specific tasks of patient management such as
history and physical examination, choice of diagnostic
studies, formulation of differential diagnoses or problem
lists, development of plans for short and long-term medical
management, etc. Residents should often be made aware of
their progress and particularly of any weaknesses. Ade-
quate records must be maintained both of the results of the
evaluation process as well as of the contents of personal
interview with the resident.

11. Medical School and Institutional Affiliations: Medical
school affiliation is not required for approval of a training
program. Such affiliations are desirable if they offer a type
of quality control or if they satisfy certain identified defi-
ciencies in a given training program. Particularly desirable
is a cooperative educational effort with faculty participa-
tion. Interhospital affiliations may correct the same type of
deficiencies.

12. Totdlity of Educational Program: The training pro-
gram should place emphasis on the whole patient and
should take into consideration not only medical problems
but also cultural, social and economic background and the
impact of medical problems upon other aspects of life with
special emphasis on family. The training program should
include significant exposure to both the preventive and the
rehabilitative aspects of medicine. The resident should
become familiar with disease processes associated with
various environmental stresses and with methods for their.
control. In the same manner the resident should be familiar
with the procedures and efficacy of medical rehabilitation.

The resident must learn to apply cost-effective measures
to medical care, not only as they apply to the patient but
also as they apply to the selection of procedures and studies
in both the in-hospital and ambulatory environment.

The resident should learn to function in harmony with
other members of the health care team. He should learn to
recognize and understand the contributions of nursing
personnel, laboratory personnel, physical and respiratory
therapists, and hospital administrators.

At the conclusion of 36 months in an accredited program
in internal medicine the resident should have had experi-
ence in the prevention of illness, in the detection and the
treatment of illness, in the rehabilitation of patients, as well
as in the socioeconomics of illness and the team approach
to the provision of medical care.

The provisions of the General Requirements must also
be met for approval.

Residents who plan to seek certification by the American
board of Internal Medicine should communicate with the
Registration Section of the Board. Those who wish certi-
fication by a subspecialty board of the American Board of
Internal Medicine must first be certified in internal medicine
and should also apply to the Philadelphia office of the
American Board of Internal Medicine.

Effective: July, 1980 ACGME: May, 1980
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Special Requirements for Graduate Education
*  in the Subspecialties of
Internal Medicine

. GENERAL INFORMATION

A. Programs of graduate education in the subspecialties
in Internal Medicine should be offered only in the institu-
tions where there are accredited residency training pro-
grams in Internal Medicine, or should be related by formal
agreement to such institutions and training programs. Ac-
cordingly, accreditation of subspecialty programs will be
granted only when the program is in direct association with
a residency training program in Internal Medicine accred-
ited by the Accreditation Council for Graduate Medical
Education. : .

B. Subspecialty Training in Internal Medicine is a com-
ponent in the continuum of the educational process;
therefore, ordinarily such training will take place on com-
pletion of accredited graduate education in Internal Medi-
cine. Since there will be a close relationship with the resi-

dency in Internal Medicine, exceptions may be recognized:

wherein subspeciality training may be taken prior to the
completion of the Internal Medicine residency.

C. Subspecialty programs will be considered for
accreditation only in subspeciality areas which meet the
requirements for accreditation as established by the
Accreditation Council for Graduate Medical Education.
Accreditation will apply only to those subspecialty pro-
grams which are an integral part of an accredited residency
program in Internal Medicine and in subspecialty areas in

which certificates of special competence are given by The

American Board of Internal Medicine.

D. The principles enumerated in the Special Require-
ments for Graduate Education in Internal Medicine are also
applicable to training in the subspecialties. In conformity
with the Special Requirements, training programs must

provide an intellectual environment for acquiring the -

knowledge, skills, clinical judgment and attitudes which are
essential to the practice of the specific subspecialty. This
objective can be achieved only when the program leader-
ship, the supporting staff and faculty and the administration

are fully’committed to the educational program and when-

appropriate resources and facilities are present. Effective
graduate education is not achieved when the training pro-
gram is established and functions primarily to meet service
commitments. )
The following factors, as described in the Special Re-

quirements for Graduate Education in Internal Medicine,

require further emphasis:

1. The program director must be qualified to supervise
and educate trainees appropriately in the specific
subspecialty. The director of the subspecialty pro-
gram must be certified in that subspecialty or possess
suitable equivalent qualifications. These directors
will be responsible for the adequacy of the facility
including support resources necessary for the provi-
sion of an education of high quality. There should be

- sufficient qualified professional personnel to consti-
tute a training faculty and to allow for the critical
evaluation of. the progress and competence of the
trainees. As with program directors in Internal Med-
icine, it is essential that subspecialty program direc-
tors devote sufficient time and effort to the graduate

- education program and related activities. It is desir-
able that subspecialty program directors be full time.

2. The program must provide advanced training to al-
low the physician to acquire expertise as a consultant
in a specific subspecialty. This training should consist
of two major components. First, it should emphasize
scholarship, self-instruction, development of critical
analysis of clinical problems and the ability to make

. appropriate decisions. Second, the training should
ensure skillful performance of the techniques re-
quired for the practice of the subspecialty.,

Internal Medicine

E. Subspecialties are often expected to provide com-
prehensive medical care to patients in their subspecialty
area. Therefore programs should provide opportunity for
trainees to maintain their skills in general internal medicine
as well as the internal medicine aspects-of their subspe-
cialties. ' .

Programs will be evaluated on the availability of the

. following components:

1. A sufficient number of new and follow-up patients of
a wide age range must be present to assure appro-
priate inpatient and outpatient experience for each
trainee.

2. Subspecialty conferences, seminars and literature

' review activities covering the subspecialty must be
regularly scheduled; active subspecialty trainee par-
ticipation in both the planning and the production of
conferences is essential. Attendance at multidiscipli-
nary conferences is encouraged, with particular at-
tention given to those problems that bear directly on
the subspecialty concerned. ‘

3. In preparation for roles as consultants to other spe-
cialists, subspecialty trainees should have the op-
portunity to provide consultation, supervised by staff
members. They should become experienced in
teaching, which may include experience with under-
graduate medical students, graduate medical staff
and allied health personnel. This experience should
attempt to correlate basic biomedical knowledge with
the clinical aspects of the subspecialty, including the
integration of clinical management principles which
should be applicable to patients of all age groups.

4. There must be close interaction between the parent
program in Internal Medicine and the subspecialty
program; lines of responsibility by resident staffs in
both Internal Medicine and trainees in subspecialty
programs must be clearly delineated. In addition,
close working contact during the training period with
trainees in accredited programs in other disciplines
such as radiology, pathology, surgery, pediatrics and
others is strongly encouraged; where appropriate,
supervision and teaching by expert faculty in these
disciplines should occur. ‘ )

5. The training program in a subspecialty should have
an investigational component. Trainees should learn
the design and interpretation of research studies,
evaluation of investigative methods and interpreta-
tion of data, and develop competence in critical as-
sessment of new therapies and the medical literature.
Active subspecialty trainee participation in research
projects with the advice and supervision of a qualified
staff is encouraged. :

."6. Trainees must have supervised training in the exe-
cution of procedures and perfection of technical skills
where these are integral to the discipline involved.
Even though the trainee in future practice will not
perform all of the technical procedures of this field on
a continuing basis, the trainee must have.an under-
standing of the common technical procedures of the
subspecialty, their indications, risks and limitations,
and judicious utilization of technical resources.

E. Program directors must establish procedures for the
evaluation of the clinical competence of the subspecialty
trainees. This evaluation should. involve intellectual abili-
ties, manual skills, attitudes and.interpersonal relation-
ships, as well as specific tasks of patient management,
decision-making skills and critical analysis of clinical situa-
tions. There'must be provisions for appropriate feedback of
this information to the subspecialty trainee.

G. Policies pertaining to the accrediation of subspecial-
ties. ‘
1. Subspecialty training program report forms will be
distributed to the program director of the:Internal
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Medicine residency program. It will be the responsi-
bility of the program director of Internal Medicine to
coordinate the collection of information from all
subspecialty programs that wish to be accredited. An
on-site inspector will review the entire program in
Internal Medicine to coordinate the collection of in-
formation from all subspecialty programs that wish to
be accredited. An on-site inspector will review the
entire program in Internal Medicine, including sub-
specialties, and forward to the Residency Review
Committee-Internal Medicine (RRC-IM) the statistical
and narrative reports for all aspects of the program.
The RRC-IM will review the program in its entirety
and make a recommendation for accreditation of the
Internal Medicine program and its subspecialties.
Subspecialty programs, will be accredited only if the
program in Internal Medicine is accredited. An In-
ternal Medicine residency program may achieve and
retain accreditation-without any approved subspe-
cialty programs. _ :

2. Loss of accreditation of the Internal Medicine resi-
dency will result in loss of accreditation of all sub-
specialty programs related to that residency. The
accreditation status of subspecialty programs may
equal but not exceed the accreditation status of the
parent Internal Medicine program.

3. Review cycle for subspecialty programs will coordi-
nate with the review cycle for the Internal Medicine
training program with provision for separate review
of a subspecialty program when major changes oc-
cur.

4. Progress reports may be used to obtain additional
information regarding program progress and devel-
opment. .

Training Programs in Cardiology

1. EDUCATIONAL PROGRAM

A subspecialty educational program in cardiology must
be organized to provide experience at a sufficient level for
the trainee to acquire the competency of a specialist in the
field; it shall not be less than two years duration.

Clinical experience should include opportunities to ob-
serve and manage patients with a wide variety of adult
cardiovascular disorders, as well as the effectiveness of
therapeutic programs.

The program should be structured to permit some indi-
viduals to develop procedural and technical skills essential
to performance of one or more forms of invasive cardiac
diagnostic studies: hemodynamic, angiographic and elec-
trophysiologic. All trainees must have the opportunity to
acquire skill in the interpretation of data derived from these
invasive studies, as well as skill in acquisition, and inter-
pretation of data derived from other clinical modalities
associated with cardiology.’

2. FACILITIES AND RESOURCES

Modern facilities to accomplish the overall educational
program must be available and functioning. These include
inpatient, ambulatory care and laboratory resources. Spe-
cifically, there should be laboratories for cardiac hemody-
namics and angiography, including vascular angiography.
There should be provision for non-invasive cardiac proce-
dures, including echocardiography, electrocardiography,
and exercise tolerance testing. Additional facilities for
electrophysiologic studies are desirable. Other resources
should include facilities for assessment of peripheral vas-
cular disease, pulmonary physiology, cardiac roentgenog-
raphy and nuclear cardiology. Clinical care units should
include coronary intensive care facilities, cardiac surgery
intensive facilities, resources for cardiac rehabilitation and
facilities for assessment for hypertension, and pathophy-
siology of heart rhythms and pacemakers. Close associa-
tion and participation in a cardiovascular surgical program
is an important component of a cardiovascular training
program. .

3. SPECIFIC KNOWLEDGE AND SKILLS

The training program must provide opportunities for the
individuals to develop clinical competence in the overall
field of adult cardiology. Procedural and manipulative skills
with intravenous, intra-arterial and intracardiac catheteri-
zation may receive emphasis in the program, depending on
the intended area of practice of the subspecialty trainee.
Competence in the indications for, and the interpretation of
data from such studies is an important part of the subspe-
cialty educational program. Examples of knowledge and
skills that are desirable include, but are not limited to, the
following:

a. Cardiac hemodynamics and angiography.

b. Interpretative skills in electrocardiography, EKG
stress testing, echocardiography, radiographic and
nuclear studies of the heart and blood vessels.

c. Invasive and non-invasive electrophysiologic studies.

d. The pathophysiology, pathogenesis, natural history,
diagnosis, management and prevention of diseases of
the heart and blood vessels. *

e. Diagnosis and management of peripheral vascular
disease. o

f. Cardiac resuscitation techniques and elective cardio-
version.

g. Management and placement of cardiac pacemakers.

h. Coronary Care Unit management.

i. Congential heart disease.

Training Programs in Endocrinology
and Metabolism

1. EDUCATIONAL PROGRAM

A subspecialty educational program in endocrinology
and metabolism must be organized to provide experience at

- a sufficient level for the trainee to acquire the competency

of a specialist in the field; it shall not be less than two years
duration.

Clinical experience should include opportunities to ob-
serve and manage patients with a wide variety of endocrine
and metabolic diseases on an inpatient and outpatient
basis. The trainee should be given an opportunity to as-
sume responsibility for and follow patients throughout the
training period in order to observe tEe evolution and natural
history of these disorders as well as the effectiveness of the
therapeutic programs.

The program should include major emphasis on bio-
chemistry and physiology as they relate to endocrinology
and metabolism. Appropriate utilization of laboratory tests,
radionuclide and radiologic studies for the diagnosis and
treatment of endocrine and metabolic disease should be
stressed.

2. FACILITIES AND RESOURCES

Modern facilities to accomplish the overall educational
program must be available and functioning. These include
inpatient, ambulatory care and laboratory resources, and
facilities for adult, adolescent and pediatric patients. Spe-
cifically, there should be a complete biochemistry labora-
tory; fsa/\cilities for radioimmunoassay, nuclear medicine,
karyotyping, sonography; a radiology service with radio-

logic studies available for all types of endocrine diseases;

services of a qualified dietician and specialists in all the
subspecialty surgical fields necessary for the diagnosis and
treatment of endocrine diseases and metabolic disorders as
well as a skilled pathologist to interpret such surgical
specimens. In addition, there should be close liaison with
the pediatric and gynecologic services for the diagnosis and
treatment of endocrine and metabolic diseases in children
and women. -

3. SPECIFIC KNOWLEDGE AND SKILLS

The training program must provide opportunities for the
trainees to develop clinical competence in the overall field
of endocrinology and metabolism, Examples of knowledge
and skills that are desirable include, but are not limited to,
the following: '
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a. Disorders of all endocrine glands, including pituitary,
. thyroid, pancreas, adrenal and gonads.
b. Diabetes mellitus and hypoglycemic syndromes.
c. Disorders of the parathyroids; and bone and renal
calculus disease.
d. Disorders of fluid electolyte metabolism, including
hypertension. ,

e. Disorders of lipid carbohydrate and protein metabo-

lism.
f. Nutritional disorders and therapy.
g. Neuroendocrinology.

h. Hormone-producing malignacies and the use of en-

docrine therapy in cancer.
i. Human sexuality. _
j. Endocrine physiology in systemic diseases.

- Training Programs in Gastroenterology

1. EDUCATIONAL PROGRAM

A subspecialty educational program in gastroenterology
must be organized to provide experience at a sufficient level

for the trainee to acquire the competency of a specialist in

the field; it shall not be less than two years duration. Clinical
experience should include opportunities to observe and’
managde patients with a wide variety of digestive disorders
on both an inpatient and outpatient basis. The trainees
should be given the opportunity to assume continuing re-
sponsibility for both acute and chronically ill patients in
order to learn the natural history of gastroenterologic dis-
orders, as well as the effectiveness of therapeutic pro-
grams. g

The program should include emphasis on the patho-
genesis, manifestations and complications gastrointestinal
disorders, including behavioral adjustments of patients to
their problems. The impact of various modes of therapy
and the appropriate utilization of laboratory tests and
procedures should be stressed.

2. FACILITIES AND RESOURCES

Modern facilities to accomplish the overall educational
program must be available and functioning. These include
inpatient, ambulatory care and laboratory resources.

Specifically, there should be a procedure laboratory
completely equipped to provide modern capability in gas-
trointestinal procedures. Modern radiographic services
should be available. '

Facilities for intensive care critically ill patients with
gastrointestinal disorders must be provided. In order to

allow interface with other disciplines, the training program .

must be conducted in settings in which there are other
services such as surgery, oncology, pediatrics, radiology
and pathology. :

3. SPECIAL KNOWLEDGE AND SKILLS

The training program must provide for trainees to de-
velop clinical competence in the overall field of gastroen-
terology, including hepatology, nutritional disorders and
gastrointestinal oncology.

a. Experience should be available which will develop the
trainee’s knowledge and understanding of the pru-
dent and judicious.use of special instruments and
tests in the diagnosis and management of gastroen-
terologic disorders. Procedural and technical skills
are important and may receive different emphasis in
different programs depending on the intended area of
practice of the subspecialty trainee. Competence in
the indications for, and the interpretation of data
from such studies is an important component of the
subspecialty educational program. This includes
knowledge of complications and the costs of treat-
ment. Examples include endoscopic procedures,
liver and mucosal biopsies, gastric, pancreatic and
bilary secretory tests, and other diagnostic and thera-
peutic procedures utilizing enteral intubation and
bougienage.

b. Knowledge of the importance of radiologic exami-
nation of the digestive system, including appreciation
of the risk and expected yield of such procedures and
factors which interfere with accuracy. This experi-
ence should be extended to vascular radiology,

. nuclear medicine, ultrasound and other modalties
which offer diagnostic techniques important to
gastroenterology. :

c. Experience and knowledge of various common and
uncommon gastroenterologic diseases, including
cancer of the digestive system, various surgical pro-
cedures employed in relation to the digestive system
disorders, natural history of digestive diseases in
children and a knowledge of factors involved in nu-
trition and malnutrition.

Training Programs in Hematology

1. EDUCATIONAL PROGRAM ~

A subspecialty educational program in hematology must
be organized to provide experience at a sufficient level for
the trainee to acquire the competency of a specialist in the
field; it shall not be less than two years duration.

Clinical experience should include opportunities to ob-
serve and manage patients with a wide variety of blood
diseases on an inpatient and outpatient basis. The trainee
should be given the opportunity to assume continuing re-
sponsibility for acute and chronically ill patients in order to
observe the evolution of blood diseases as well as the
benefits and adverse effects of therapy. '

The program should include emphasis on basic physio-
logic mechanisms and therapy of diseases of the blood.

"Appropriate utilization of laboratory tests, biopsies and

procedures used for the diagnosis and treatment of hema-
tologic disorders should be stressed.
2. FACILITIES AND RESOURCES
Modern facilities to accomplish the overall educational
program must be available and functioning. These include
inpatient, ambulatory care and laboratory resources. Spe-
cifically, the resources which should be available to the
program include hematology and coagulation laboratories;
pathology department including the blood bank; diagnostic
and therapeutic radiology services; and nuclear medicine
services. In addition, there should be an oncology program
to which the hematology trainee can relate formally in an
educational experience.
3. SPECIFIC KNOWLEDGE AND SKILLS
The training program must provide opportunities for the
trainees to develop clinical competence in the overall field
of hematology. Examples of knowledge and skills that are
desirable include, but are not limited to, the following:
a. Diseases of the blood, including anemias, diseases of
white cells and disorders of hemostasis and throm-
. bosis.
b. Neoplastic diseases of the blood and blood forming
organs.
. Genetic aspects of hematology.
. Immuno-hematology.
Blood Bank techniques.
. Bone marrow biopsy and interpretation
. Coagulation tests, regulation of anticoagulant thera-
py, evaluation of autoantibodies and blood compati-
bility. .
Knowledge of clinical pharmacology including cyto-
kinetics, toxicity, and the limitations of drugs used in
therapy.
j. Management treatment protocols.
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Training Programs in Infectious Diseases
1. EDUCATIONAL PROGRAM
A’ subspecialty educational program in infectious dis-
eases must be organized to provide experience at a suffi-
cient level for the trainee to acquire the competency of a
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specialist in the field; it shall not be less than two years
duration.

Clinical experience should include opportunities to ob-
serve and manage patients with a wide variety of infectious
diseases on both an inpatient and an outpatient basis for
adults. Experience with pediatric infectious diseases is en-
couraged. The trainees should be given the opportunity to
observe and learn the natural history of diseases and the
benefits and complications of therapy. '

The program should include emphasis on the basic
concepts of immunology as well as an understanding of
theory and practice of epidemiology. Training in vital sta-
tistics as applied to public health should be available. Ap-
propriate utilization of laboratory tests as they relate to the
diagnosis and treatment of infectious disease should be
stresssed.

2. FACILITIES AND RESOURCES

Modern facilities to accomplish the overall educational
program must be available and functioning. These include
inpatient, ambulatory care and laboratory resources for
adult and pediatric patients. Specifically, there should be
access to a laboratory for clinical microbiology, including
diagnostic bacteriology, immunology, mycology, para-
sitology and virology. Although a geographically defined
infectious disease patient unit is not a requirement, facilities
for isolation of patients with communicable diseases are
necessary. It is desirable that the training program be
conducted in a setting in which programs in surgery,
obstetrics and gyneclogy, pediatrics and other medical and
surgical specialties and subspecialties are available.

< 3. SPECIFIC KNOWLEDGE AND SKILLS .

The training program must provide opportunities for
trainees to develop clinical competence in the overall field
of infectious diseases. Examples of knowledge and skills
that are desirable include, but are not limited to, the fol-
lowing: , :

"a. Factors that determine the outcome of the‘interaction
between host and parasite; the effects of disease
states and immunosuppressive therapies on host re-
sponses to infectious agents; experience with mech-
anisms of enhancement of resistence by immuniza-
tion. g )

b. Mechanisms of action and adverse reactions of anti-

microbial agents. -

c. Procedures such as transtracheal aspiration, thora-

centesis, arthrocentesis, spinal tap and aspiration of
abscess cavities. '

d. Methods of determining antibacterial activity of a

© drug.

e. Techniques to determine concentration of antibiotics
in blood and other fluids. -

f. Cultural techniques {and methods for identification in
tissues and fluids) for bacteria, mycobateris, fungi,
viruses, rickettsia, chlamydia and parasites.

g. Standard pharmacology studies to determine ab-
sorbtion and excretion of antibiotics.

h.. Recently developed technologies, such as the detec-
tion of antigen by means of counter immunoelectro-
phoresis.

Training Programs in Nephrology

1. EDUCATIONAL PROGEAM

A subspecialty educational program in nephrology must
be.organized to provide experience at asufficient level for
the trainee to acquire the competency of a specialist in the
field; it shall not be less than two years.duration.

Clinical experience should include opportunities to ob-
serve and manade patients with a wide variety of kidney
related diseases on an inpatient and outpatient basis. The
trainees should be give an opportunity to assume continu-
ing responsibility for both acute and cﬁronically ill patients
in order to learn the natural history of renal disease as well
as the effectiveness of therapeutic programs.

The program should be structured to permit individuals
to gain experience in the performance and interpretation of
laboratory tests and biopsies, including personal experi-
ence with these procedures. There should be close liaison
with other disciplines including surgery, urology, obstetrics
and gynecology, pediatrics and psychiatry. '

2. FACILITIES AND RESOURCES

Modern facilities to accomplish the overall educational
program must be available and functioniing. These include
inpatient, ambulatory care and laboratory resources. Spe-
cifically, there should be facilities for acute and chronic
hemodialysis programs; provision for peritoneal dialysis; a
radiology service which can provide modern renal-related
procedures; a diagnostic radioisotope laboratory; and the
opportunity to become familiar with renal transplantation
procedures.

3. SPECIFIC KNOWLEDGE AND SKILLS .

The training program must provide for trainees to de-

“velop clinical competence in the overall field of nephrology.

Examples of knowledge and skills that are desirable in-

clude, but are not limited to, the following:

a. Pathogenesis, natural history and management of
congenital and acquired primary renal disease and
renal diseases associated with systemic disorders. -

b. Disorders in electrolyte and acid base regulation in-
cluding knowledge of renal physiology. :

c. Hypertension of all origins and its complications as
well as treatment programs.

d. The effect of renal function and renal disease on the

pharmacokinetics of drugs as well as the effects of

drugs on renal structure and function.

.. The principles of immunology involved in the thech-
anisms of renal disease and renal transplantation.
Renal biopsy performance and interpretation.

. Acute and chronic hemodialysis procedures.

. Peritoneal dialysis procedures.

Knowledge of renal transplantation and its manage-
ment decisions. :
Training Programs in Oncology

1. EDUCATIONAL PROGRAM

A subspecialty educational program in oncology must be
organized to provide experience at a sufficient level for the
trainee to acquire the competency of a specialist in the field;
it shall not be less than two. years duration.

Clinical experience should include opportunities to ob-
serve and managée patients with a wide variety of clinical
neoplastic problems on an inpatient and outpatient basis.
The trainees should be given an opportunity to assume
continuing responsibility for both acute and chronically ill
patients in order to learn the natural history of cancer as

[

D@

. well as the effectiveness of therapeutic programs.

There should be broad support from other clinical
specialties, including diagnostic and therapeutic radiology,
gynecology, pediatrics, nuclear medicine, pathology and
surgery and its subspecialties. In addition, it is desirable to
have the support of oncologic nursing, rehabilitation nu-
trition and dietetic and social services.

2. FACILITIES AND RESOURCES

Modern facilities to accomplish the overall educational
program must be available and functioning. These include
inpatient, ambulatory care and laboratory resources. Spe-
cifically, there should be advanced pathology services, in-
cluding electron microscopy and immunopathology; re-
sources for nuclear medicine imaging; blood banking and
blood therapy facilities; a multidisciplinary tumor confer-
ence; available cancer protocol studies; on-site radiation
oncology facilities; a modern diagnostic radiologic service;
a general surgical service and its support; and pediatric
support. It is desirable that there be other clinical subspe-
cialties of Internal Medicine to which the oncology trainee
can relate formally as well as facilities for clinical pharma-
cology and tumor immunology.-
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3. SPECIFIC KNOWLEDGE AND SKILLS

The training program must provide for the trainees to
develop clinical competence in the overall field of oncology.
Examples of knowledge and skills that are desirable in-
clude, but are not limited to, the following: :

a. The epidemiology and natural history of cancer. -

b. The etiology of cancer including predisposing casual
factors leading to neoplasia.

c. Knowledge of the concepts of cellular biology, cyto-
kinetics, basic and clinical pharmacology, including
pharmacokinetics and toxicity.

d. Chemotherapy, including drugs available for treat-

ment of neoplastic diseases and indications and lim-

itations for their use in specific clinical situations.

. Management of treatment protocols.
Marrow aspiration and biopsy and interpretation.

. Involvement with a multidisciplinary tumor confer-
ence, including exposure to tissue pathology.

o0 wu -

gery and radiation therapy in the treatment of cancer.
i. Concepts of supportive care, including hematologic,
infectious disease and nutrition. :
j. Familiarity with rehabilitation and psycho-social as-
pects of clinical management of the cancer patient.

Training Programs in Pulmonary Diseases

1. EDUCATIONAL PROGRAM

A subspecialty educational program in pulmonary dis-
eases must be organized to provide experience at a suffi-
cient level for the trainee to acquire the competency of a
specialist in the field; it shall not be less than two years
duration. - : .
" Clinical experience should. include opportunities to ob-
serve and manage patients with a wide variety of pulmo-
nary diseases on -an inpatient and outpatient basis. The
trainees should be given an opportunity to assume contin-
uing responsibility for both acute and chronically ill patients
in order to learn tKe natural history of pulmonary disease as
‘well as the effectiveness of the therapeutic program.

The program should include emphasis on pulmonary -

physiology and its correlation with clinical disorders.
Trainees should learn utilization of laboratory tests. They
should gain familiarity with radionuclide procedures and
radiologic studies for the diagnosis and treatment of pul-
monary diseases.

2. FACILITIES AND RESOURCES

Modern facilities to accomplish the overall educational
program must be available and functioning. These include
inpatient, ambulatory care and laboratory resources. Spe-
cifically, there should be a laboratory for pulmonary func-
tion tests, exfoliative cytology, and the availability of ex-
tensive pathology services. Appropriate space and staffing
for pulmonary procedures should be available. Special
units for intensive care, post-operative care and respiratory
care services should be provided. There should be close
liaison. with other services such as pediatrics, radiology,
pathology, thoracic surgery, physiology, micobiology and
biochemistry. In addition, there should be a working rela-
tionship with the otolaryngology and anesthesiology serv-

ices.
3." SPECIFIC KNOWLEDGE AND SKILLS

The training program must provide for trainees to de-

velop clinical competence in the overall field of pulmonary
diseases. Examples of knowledge and skills that are desir-
able include, but are not limited to, the following:

a. A broad spectrum of pulmenary diseases including

obstructive pulmonary disease, malignancy, tuber-

culosis, fungus and bacterial infection, and hyper-
sensitivity diseases.

b. Pulmonary manifestations of systemic diseases, in-

*  cluding connective tissue and hematologic disorders.
c. Primary and secondary vascular diseases of the lung.

. Understanding of indications and limitations of sur-

Internal Medicine: Pulmonary Diseases/Rheumatology

d. Genetic and developmental disorders of the respira-
tory system.

e. Thoracic trauma. _

f. Interpretation of the chest roentgenograms, tomo-
grams, bronchograms, pulmonary angiograms and
other radiologic procedures.

g. Interpretation of pulmonary function testing.

h. Involvement in the supervision and management of
patients requiring critical care.

i. .Knowledge of respiratory physical-therapy and reha-
* bilitation.
» j. Interpretation of radionuclide scanning in relation to
pulmonary disorders.

k. Competence in procedures such as thoracentesis,
pleural and other biopsy procedures, fiberoptic
bronchoscopy and biopsy procedures and endotra-
cheal intubation. '

1. Additional recommended but not mandatory skills

" include, insertion of chest tubes, rigid tube bron-
;:hoscopy and needle biopsy or tissue aspiration of the
ung.

Training Programs in Rheumatology

1. EDUCATIONAL PROGRAM

A subspecialty educational program in rheumatology
must be organized to provide experience at a sufficient level
for the trainee to acquire the competency of a specialist in
the field; it shall not be less than two years duration.

. Clinical experience should include opportunities to ob-
serve and manage patients with a wide variety of rheumatic
diseases on an inpatient and outpatient basis including
pediatric rheumatologic problems. The trainee should be
given the opportunity to assume continuing responsibility
for both acute and chronic rheumatic diseases in order to
observe the natural history of the disease process and the
effectiveness of therapeutic programs; it is desirable that a
group of patients be monitored by each traifiee for at least
12-18 months.

The program should include training in appropriate use
of community resources that are available to assist in the
rehabilitation and vocational guidance of patients with
rheumatic diseases. There should a systematic opportunity
to observe and participate in comprehensive programs for
the treatment of chronic rheumatic disease problems in-
cluding rehabilitation medicine (e.g., physical therapy, oc-
cupational therapy) and orthopedic surgery. The program
should be structured to permit individuals to gain experi-
ence in the selection and interpretation of laboratory tests,

" roentgenograms and biopsies; experience in the method-
ology of pertinent laboratory tests is highly desirable.

2. FACILITIES AND RESOURCES *

Modern facilities to accomplish the overall educational
program must be available and functioning. These include
inpatient, ambulatory care and Jaboratory resources for
pediatric and adult patients. Optimally there should be a
clinical immunology laboratory; rehabilitation medicine
services with capabilities in rehabilitative therapy and oc-
cupational therapy; radiologic services including arthro-
graphy; an orthopedic surgical department with capabili-
ties in reconstructive and rheumatologic surgery.

3. SPECIFIC KNOWLEDGE AND SKILLS

The training program must provide for trainees to de-
-velop clinical competence in the overall field of rheumatic
diseases. Examples of knowledge and skills that are desir-
able include, but are not limited to, the following:

a. The anatomy, biochemistry and physiology of the

connective tissues and of musculo-skeletal systems.

b. Pertinent microbioloby and immunology, the patho-

physiology of inflammation and pharmacology of
anti-inflammatory drugs. ' .

c. Skill in the examination of the joints and the aspira-

tion and analysis of synovial fluid.




40 ESSENTIALS OF ACCREDITED RESIDENCIES

Neurological Surgery

d. Etiology, pathogenesis, clinical features, and patho-
logic aspects of specific primary and systemic dis-
eases of the joints and musculo-skeletal system.

e. Laboratory studies including measurement of serum
immunoglobulins and complement components,
modern serological tests, tissue typing, identification
of various serologic and biochemical abnormalties
occurring in rheumatic diseases and the principles of
immunohistologic techniques.

f. Competency in the performance of closed biopsy of
the joints and interpretation of histopathology of the
synovium.

g. Prescription of appropriate physical therapy.

h. Ihvolvement in the post-operative care of orthopedic
surgical procedures applied to rheumatic diseases.

i. Comprehension of muscle physiology and recognition

of the methodology and indications for electromy-

ography, muscle biopsy and nerve condition studies.

Effective: (not specified) - ACGME: February 1982

9. Special Requirements for Residency
Training in Neurological Surgery
Training programs in neurological surgery are evaluated
by the Residency Review Committee and accredited by the
Acceditation Council for Graduate Medical Education on
the basis of recommendations forwarded to it by the Res-
idency Review Committee. A list of accredited training

programs in neurological surgery is published annually in

the Directory of Residency Training Programs.

To be accredited by the Accreditation Council for
Graduate Medical Education; an educational program in
neurological surgery shall meet both the General Essentials
and the Special Requirements for the specialty in neuro-
logical surgery.

An educational program in neurological surgery must
have one parent institution with primary responsibility to
the entire program. Appropriate institutions would incﬁlde
hospitals, medical schools, and medical foundations. As a
general rule, affiliations with other hospitals should be
based on a clear understanding of the values of such affili-
ations to the training program as a whole. The affiliation of
hospitals at a distance from the parent hospital, which
makes attendance at conferences and teaching rounds
difficult, is not favored. .

The number and distribution of participating hospitals
must not preclude satisfactory participation by residents-in
teaching and training exercises. As a general rule, there
shall be a maximum of two geographically separate hos-

pitals in the educational program. Exceptions to this rule

may be made if a hospital offers special clinical resources,
i.e., stereotactic surgery, trauma, or pediatric neurosur-
gery, which significantly augment the resources of the
training program as a whole. In each geographically sepa-
rate hospital, there shall be a qualified neurosurgeon re-
sponsible for the education of the residents in that unit.
Certification by the American Board of Neurological Sur-
gery is one measure of qualification. The neurosurgeon
shall be appointed in this training capacity by the program
director. Appointments in this capacity will generally be for
a one year period and will be renewable. This appointee’s
major clinical responsibilities shall be at the hospital where
the appointee is responsible for the education process.

Conferences should be coordinated among institutions in
a training program so that attendance by a majority of staff
and trainees is facilitated.

In-patient facilities available for-training programs in
neurological surgery should be geographically identifiable
and adequate in number of beds, support personnel, and
proper equipment to ensure quality education. In-patient
facilities may vary from one affiliated hospital to another,
but should amply support essential preréquisites for ex-

cellence in patient care and teaching. For instance, the.

presence of a neurosurgical operating room with micro-
surgical capabilities and an intensive care unit spegcificall
for the care of neurosurgical patients are considered defi-
nite assets to the training program. Similarly, neurological
beds should be on a designated neurosurgical nursing unit.
There should be enough clinical neurosurgical patients
admitted each year to ensure that the resident trainee is
exposed to a wide variety and adequate volume of neuro-
surgical disease. The trainee should be granted the op-
portunity to participate actively in decision making pro-
cesses concerning patient care and management.

The program must demonstrate a satisfactory profile of
clinical experience which is available to the residents in
training. The following minimum number of clinical proce-
dures is suggested. It must be understood that achievement
of this minimum of clinical procedures will not ensure
accreditation of a training program.

1. No affiliated hospital unit in the training program
should be a component of a training program unless there
are approximately 100 major neurosurgical operations per
year, including twenty-five (25) procedures for a combina-
tion of brain neoplasms, aneurysms, and intracranial or
spinal vascular malformations. Again, exception may be
made if a hospital offers special clinical resources, i.e.,
stereotactic surgery, trauma, or pediatric neurosurgery
which significantly augment the resources of the training
program as a whole.

2. Within the total clinical facilities available: to"the
training program, there should be a minimum approxi-
mating 300 major neurosurgical procedures performed per
year per finishing resident. The location within a given
training program of this neurosurgical workioad, as well as
the distribution of types of cases within it is equally im-
portant. For instance, the cases should be appropriately
distributed between cranial and extracranial surgical pro-
cedures and should represent a well balanced spectrum of
neurosurgery. As a minimum, they should include ap-
proximately gi/fty-ﬁve {55) histologically verified intracranial
neoplasms and/or aneurysms and vascular malformations
per year per finishing resident. -

Recognizing the nature of the specialty of neurological
surgery, it is unlikely that a program can mount -an ade-
quate educational -experience for neurosurgical trainees
without approved training programs in related fields.
Clinically oriented training programs in the participating
institutions of the neurosurgery program should include
accredited training programs in neurology, general surgery,
internal medicine, and pediatrics. There should be re-
sources for the education of neurosurgical residents in
anesthesia, endocrinology, general surgery, internal medi-
cine, neurology, ophthalmology, orthopedics, otolaryngol-
ogy, pathology, pediatrics, psychiatry and radiology. Ed-
ucational experience in neuroradiology and neuropathol-
ogy should be an integral part of the training program and
designed for the education of the neurosurgical residents.
Such experience should be under the direction of qualified
neuroradiologists and neuropathologists. The program

“ should offer training in the basic sciences of neuroanatomy,

neurophysiology, neurooncology, neurochemistry, and
neuroimmunology in some measure and some degree.

There should be space and support personnel for re-
search identifiable in the neurosurgical division or depart-
ment. These should be available to the neurosurgical resi-
dent trainee. Neurosurgical faculty participation in under-
graduate medical education is desirable.

The training program director and the neurosurgical staff
should be well qualified neurological surgeons. The pro-
gram director should be éertified by the American Board of
Neurological Surgery or possess equivalent qualifications.
The training program director must assume responsibility
for all aspects of the training program. Assessment of the
administrative, teaching and clinical skills of the program
director and his or her faculty shall be part of the program’s
evaluation.
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The house officer’s activity outside the educational
program should not be allowed to interfere with his or her
performance in the educational process as defined in the
agreement between the institution and house officer.

The training program in neurological surgery shall follow
after one year of training in an accredited program in
general surgery, or after one year in a program sponsored

. for the acquisition of fundamental clinical skills. The neu-

rosurgical trainees shall embark on their neurosurgical
training program which shall then be of sixty months
duration, thirty-six months of which should be on the clin-
ical service of neurological surgery. The resident trainees
should assume increasing responsibility during these
months. A block of training of three months minimum in an
accredited neurology training program must be arranged
for all trainees unless they have previously had analogous
formal clinical traihing in an accredited neurology training
program. .

There shall be a period of time- as senior resident in
neurological surgery. This is considered a critical compo-
nent in each trainee’s planned program. The senior resi-
dent will have major or primary responsibility for patient
management as deemed appropriate by. the program di-
.rector. The senior resident shall have administrative re-
sponsibility as designated by the program director.

Twenty-one months of the total sixty months may be
devoted to any of several aspects.of the training program
depending on the needs of the trainee. It may be spent in
the study of the basic sciences, neuroradiology, neuropa-
thology, or other appropriate subject matter as agreed
upon by individual trainees and the program director.

One of the signal qualities of a training program is the
quality of trainees attracted to it. Also, the ability of the
faculty and the Program Director to assure a steady in-
crease in the trainee’s knowledge is an attribute of a suc-
cessful training program. In the review process, the Resi-
dency Review Committee will seek evidence that the pro-
gram evaluates the progress of the residents, while in
training. One measure of the quality of a program is the
performance of its graduates in the examination of the
American Board. The number of residents completing
training and taking and passing the certification examina-
tions in neurosurgery will be considered in the evaluation of
the program.

Appointments of other individuals for special training or ’

education, such as fellowships, must not dilute or detract
significantly from the educational opportunities of regularly
appointed trainees. Addition of such individuals by a Pro-
gram Director requires a clear statement of the areas of
training, clinical responsibilities, and duration of the fel-
lowship. This statement is to be supplied to the Residency
Review Committee at the time the program is reviewed. If
fellows so appointed will in the opinion of the Residency
Review Committee detract significantly from the education
of the regularly appointed trainees, the accreditation status
of the program may be adversely affected.

The provisions of the General Requirements must also
be met for a program to achieve approval.

Residents who seek certification by the American Board
of Neurological Surgery should communicate with the
Secretary of that Board to be sure that the requirements for
certification have been fulfilled. Requests regarding evalu-

ation of educational programs in neurological surgery and -

all related program inquiries should be addressed to the
Secretary of the Residency Review Committee for Neuro-
‘logical Surgery, 535 North Dearborn Street, Chicago, llli-
nois, 60610. Inquiries regarding certification in neurologi-
cal surgery should be addressed to the Secretary, Ameri-
can Board of Neurological Surgery. The current addresses
of these offices are published in each edition of the Direc-
tory of Residency Training Programs.

\Effective: July 1982 ACGME: Feb. 1982
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Neurology

10. Special Requirements for Residency
- Training in Neurology

Introduction!®

The purpose’ of the training program is to prepare the
physicianfor the independent practice of clinical neurology.
This training should be based on supervised clinical work
with increasing responsibility for out-patients and in-
patients. It should include not only the specific diseases of
the nervous system of different age groups, but also the
neurological complications of medical and surgical condi-
tions. The resident must also learn to differentiate those
patients whose primary illness lies in other areas, for ex-
ample, internal medicine and psychiatry.

Length of Program?’

Approved residencies in neurology must provide at least
three years of graduate education in neurology. The pro-
grams meeting these requirements may be of two types:

1. Those which provide four years of graduate training
beyond the receipt of the M.D. degree, the first year of
which includes a broad clinical experience in general
medicine in such primary care specialties as internal med-
icine, family medicine or pediatrics. Except for unusual
circumstances, residents should spend no more than two
months, and preferrably no time, in neurology or psychiatry
during this year.’

2. Those which provide three years of neurology resi-
dency training but accept only residents who have had an
initial first year of graduate training. This first year should
have the minimum requirements as noted in 1. above.

General Curriculum Considerations

It is essential that the residency program contain a
component of service to patients. This component should
be so designed as'to assure a balance between service and
education which achieves for the resident an optimal edu-
cational experience consistent with the ‘best of medical
care. .

The resident must have instruction and practical expe-
rience in obtaining an orderly and detailed history from the

16This material constitutes the special requirements for residency pro-
grams in neurology and includes material formerly published as a “quide”
for residency programs in neurology. The “Guide” is no longer published
separately. The reader is also referred to the General Requirements for
Residency Training and to the publications of the Accreditation Council
for Graduate Medical Education which outline the composition and
function of all Residency Review Committees and which indicate the
actions which any Residency Review Committee may take, as well as the
actions which the Accreditation Council for Graduate Medical Education
(ACGME) may take.

The General Requirements and the other publications of the ACGME
also indicate the appeals procedure, the types of programs and the
relationships between the Residency Review Committee (RRC), its parent
organizations and the ACGME.

Requests to have a program accredited to train residents in neurology
(or related inquiries regarding residency programs) should be addressed
to: Seéretary, Residency Review Committee for Psychiatry and Neurol-
ogy, 535 North Dearborn Street, Chicago, lllinois 60610. All inquiries as
to whether a physician is qualified to be examined for certification in
neurology should be addressed to: Executive Director, American Board of
Psychiatry and Neurology, One American Plaza, Evanston, lllinois 60201.

"Note: The regulations of the American Board of Psychiatry and
Neurology, referred to, state that two patterns of training are acceptable:

a. Prior to entering an approved neurology training program, a phy-
sician must have completed one year of approved training after
receiving the degree of Doctor of Medicine. This year should be
devoted primarily to.clinical’ experience in internal medicine or
pediatrics or family practice.

b. A four-year training program in neurology would be acceptable with
the provision that at least four months be spent in an approved
proiram providing direct responsibility for the general medical care
of children and/or adults.

At the present time it should be understood that aithough two certifi-
cates in neurology are issued by the American Board of Psychiatry and
Neurology, (I} Neurology and (2) Neurology with Special Competence in
Child Neurology, residency programs are approved and accredited in one
area only, i.e., Neurology. Consequently, the description of special re-
quirements for training in neurology is intended to incorporate the nec-
essary components of residency programs including the areas of general
{or adult) neurology, child neurology, the basic neurological sciences and
special clinical'areas which are closely allied to a full understanding and
diagnostic study of nervous system diseases.




42 ESSENTIALS OF ACCREDITED RESIDENCIES

Neurology

patient, in conducting a thorough examination (general,
mental status, neurological, etc.) and in organizing and
recording the data. The resident must understand the in-
dications for various laboratory and special diagnostic
procedures, i.e., radiological and radioisotope studies,

computed tomography, electroencephalography, electro-

myography and nerve conduction studies, psychological
testing, and other investigations pertinent to clinical neu-
rology, and their interpretation. The resident must learn to
correlate the information derived from these neuro-
diagnostic studies with the clinical history and examination
in formulating a differential diagnosis and management plan
for patients with disorders of the nervous system.

Residents must have experience with child neurology
problems, including evaluation of neurological disease in
newborns and infants. Particular emphasis should be given
to understanding the growth and development of the ner-
vous system. This training is best obtained in a child neu-
rology service under the supervision of a qualified child
neurologist.

While a wide range of clinical experience is mandatory,
each resident should be counseled and aided in planning
. various parts of the program in accordance with individual
capabilities and future plans. Clinical assignments need not
be identical for each resident and the program must be
flexible in this regard. Elective time should accomodate
individual interests.

Programs must provide mechanisms for the evolution of
responsibility and professional maturity of residents. The
early clinicaY assignments are based on direct patient re-
sponsibility for a limited number of patients. Subsequent

assignments must place a resident in.a position of increas--

ing responsibility for the patients and for a liaison with the
staff and referring physicians. Night call is an excellent
method of furthering the resident’s ability to make clinical
judgments in evaluation and care of patients. In this way the
resident matures to a point of eventually assuming full
responsibility. Reserving the hospital consultation services
for the latter portions of the program when a resident is
most mature is an excellent manner of inducing this re-
sponsibility. Adequate faculty supervision, however, is
necessary throughout the program. Periodic review of the
resident’s performance is helpful, pointing out the
strengths and weaknesses of the residents and planning
their educational program.

Service, teaching and research must be present in every
training program. The importance of service is obvious, as
clinical neurology can only be mastered at the bedside, in
the out-patient department, and in the emergency room.
Teaching of other residents, medical students, nurses, and
health care personnel, formally or informally, are important
aspects of the resident’s training in neurology. Programs
should include research opportunities for residents. It is not
necessary for all residents to engage in basic research, but
participation in -clinical research is extremely helpful in
teaching the resident to appraise published reports of re-
search. ’

An important exchange of ideas and mutual stimulation
should develop among the neurology residents themselves.
This is fostered by choosing residents from different

_schools and backgrounds. Also, on the neurological ward
the mixture of neurology residents with medical, neuro-
surgical, pediatric and psychiatric. residents who may ro-
tate through the neurological service adds a wholesome
broadening of the educational experience.

Continuity of Patient Care and Resident Education

While much of this education will take place through

- supervised experience in caring for in-patients on the neu-

rology service, a supervised experience in the out-patient
clinic is also important. As much as possible; the resident
should have individual responsibility, with supervision, for
following long-term patients througﬁout the three or more
years of neurology training. This can be accomplished by

periodic clinics in which each resident is responsible for

scheduling of personal patients. Continuity of education
throughout the residency is accomplished by attendance at
conferences in the various disciplines. They should include
electroencephalography, neuroradiology, child neurology,
neuro-ophthalmology and general neurological confer-
ences. There should be gross and microscopic pathology
conferences utilizing recent pathological specimens. Clini-
cal pathological conferences are particularly valuable. It is
useful to put increasing responsibility for the planning and
supervision of the conferences on the residents.

Training in Other Clinical Areas -
a. General

Neurological training must include assignment as a
consultant, under supervision, to the medical, surgical,
obstetrics and gynecology, pediatric and psychiatry serv-
ices and their subspecialties, to provide for broad exposure
to the many neurological complications of systemic dis-
eases. An appreciation of the surgical management of
disorders of the nervous system can be obtained by close
liaison between neurology and neurosurgery services. Pa-
tients requiring care by both disciplines should be the joint
responsibility of residents from both services.

Residents should have an adequate opportunity to ac-
quaint themselves with the management technique of the
physical medicine and rehabilitation service. .

b.  Psychiatr '

Because of the intertwining of neurological and psychi-
atric problems in many patients, it is important that resi-
dents in neurology have adequate training in psychiatry.
Residents must be acquainted with the symptomatology
and differential diagnosis of the more frequently encoun-
tered psychiatric syndromes, particularly those associated
with lesions of the nervous system. The residents must be
made aware of the psychological aspects of the patient-
physician relationship and the importance of personal,

social and cultural factors in disease processes and their ~

clinical expression. Knowledge of the use and complica-
tions of drugs used in psychiatry is essential. Time spent on
a psychiatric in-patient and out-patient service with proper
supervision, availability of liaison psychiatrists on -the
neurology service and close contact of residents from both
disciplines in the care of patients is extremely valuable in
acquiring these skills.
Basic Science

Well trained neurologists must have an adequate
background in those basic sciences upon which clinical
neurology is founded. These include: neurcanatomy,
neuropathology, neurophysiology, neuropsychology,
neurochemistry, neuropharmacology, as well as the appli-
cation of genetics and epidemiology to neurological disor-
ders. They should acquire familiarity with principles of
normal and abnormal personality development. Since it is
not possible for residents to spend time in each of these
subdisciplines within the three year period of residency, the
particular resident’s capabilities and needs must be con-.
sidered. An extensive exposure in one or more of these,

areas is desirable for each resident. Didactic courses in all) .

or some of the basic sciences are important for providing an
overall review and understanding of the field. A particularly’
good way for the resident to review the basic sciences is to
participate in the teaching and laboratory supervision of the
neuroscience courses offered in the medical school.

There should also be organized instruction in the clinical
sciences relating to neurology. This is often best obtained
by participating in and pertorming laboratory procedures
and attending instructional exercises in whicﬁ clinical cor-
relations with laboratory data are emphasized. The resi-
dent should be kept intormed of major developments in
both the basic and clinical sciences relating to neurology,
usually best presented by periodic seminars, journal clubs,
lectures, didactic courses and .attendance at local and na-
tional meetings.

'
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Library Accessibility
" Because of the great diversification in the neurological
_sciences, the library needs are great, covering not only
clinical texts, monographs and journals in clinical neurology
but also the basic neurosciences and behavioral sciences.
While it may be impossible for a department to maintain a
large collection outside of the general medical library, es-

sential references should be maintained and be accessible.

Clinical Facilities and Training
Clinical facilities must be adequate. It is desirable that
neurology patients be assembled in one area to enhance

patient care and proper training. There should be adequate:

out-patient facilities, examining areas, conference rooms,
-and research and clinical laboratories. There is no set rule
to the number of patients necessary for each resident. It is
the program director’s responsibility to see that the number
of patients is adequate. They must be diversified as to age

" -and sex, short term and long term neurologic problems; and °

in-patients and out-patients.
Number of Residents

The exact number of residents which may be appointed
to a given program, and the exact number of full or part-
time staff required to operate the program, is not specifi-
cally designated. However, the program must maintain a
sufficient number of residents and staff to provide the
“critical mass” needed to promote an intellectually stimu-
lating educational atmosphere for the residents and a broad

base of clinical expertise among the staff. Likewise, the’

available patient cases must be neither too large nor too
small to provide a sound educational program. Programs
that fail to recruit new residents for two consecutive years
will be subject to negative action. :

Teaching Staff

The program must have a sufficient number of qualified
staff with competence in general neurology, and preferably,
an area of special and recognized interest. It is desirable
that the educational and training background of the staff
provide diversity of ideas in meeting the goal of providing
service, teaching and research.

Special Training for Child Neurologists

Training in child neurology should be conducted .only in
a setting where accredited programs in both neurology and
pediatrics already exist and should be integrated into the
three-year program in neurology.

During the period of training, residents in a neurology
training program should have experience in the special
problems involved with both history taking and neurologi-
cal examination of infants and newborns. Special attention
should be devoted to training in the detection of congenital
malformations, prenatal infections, genetics, and heredi-
tary metabolic and degenerative diseases of childhood.

The required two years of general pediatric residency,
for residents seeking training in child neurology, should be
designed to provide the resident with a wide variety of
experiences in the care of sick children, including required
rotation in a newborn nursery.

Residents should be assigned to a child neurology service

under the supervision of a director who is suitably trained .

and experienced to oversee the work of the residents in
both primary patient care responsibility and in consultation
with both medical and surgical pediatric subspecialties,
including a general and newborn intensive care unit. The
program should. provide for increasing responsibility and
continuity of patient care. :

It is assumed that the resident will have gained some
insight into surgical neurology in his general training and so
it is assumed that the setting for training in child neurology
will include an active neurosurgical service. An opportunity
should also be afforded the resident to study problems of
growth and development, mental and learning disabilities
3nd gain an understanding of -psychiatric diseases in chil-

ren.

One measure of the quality of a program may be the

performance of its residents on the examinations of the

- diagnostic and therapeutic applications. TK

Nuclear Medicine

American Board of Psychiatry and Neurology.
General Requirements
The provisions of the general requirements must also be

met for approval.
Effective: January 1983 ACGME: September 1982

11. Special Requirements for Residency
Training in Nuclear Medicine

. INTRODUCTION -

Accredited residency training has been available in the
field of nuclear medicine since 1975. The Residency Re-

view Committee for Nuclear Medicine consists of appoint-

ees of the AMA Council on Medical Education and the
American Board of Nuclear Medicine who are well qualified
nuclear physicians from the backgrounds of diagnostic ra-
diology, internal medicine, pathology and other recognized
medical specialties.

II. GENERAL CONSIDERATIONS

" A good residency program in nuclear medicine requires
the support of strong services in other specialties, notably
medicine, surgery, radiology, and pathology. Other clinical
training resources should be such that the total number of
residents is large enough to permit intellectual exchange
and sharing experiences within and without the nuclear
medicine program.

A training program in nuclear medicine must have a
single parent institution. Affiliations with other hospitals
should be based on the value of such affiliation to the
training program as a whole.

The general criteria for approval for residency training
are both qualitative and quantitative. Qualitative consid-

erations include the qualifications of the director of nuclear’

medicine services; qualifications of the nuclear physicians,
basic scientist associates and technologist assistants; the
supervision of the work of the trainees; the quality of the

educational experiences; and the accuracy, appropriate-

ness and completeness of the nuclear medicine studies
performed. .

Quantitative considerations include the numbers of
procedures and tests and their relationship to the size of the
medical center. Also considered will be the diversity and
completeness of studies performed; the space and equip-
ment of the nuclear medicine facilities; and the number of
medical and nonmedical personnel in relation to the volume
of work.

Ill. DURATION OF TRAINING

A minimum of four years of residency training is con-
sidered necessary to train a physician in the specialty of
nuclear medicine. This training should include at least two
years of satisfactory preparatory residency training in
programs accredited or acceptable by ACGME. Such pro-
grams shall provide broad experience in clinical medicine in
which the primary emphasis is on the patient and the
patient’s clinical problems. The satisfactory completion of
the equivalent of an accredited Transitional Year program
is recommended as the minimum primary, patient care
experience. Preparatory training may, or may not, be
within the specialties of radiology, pathology or internal
medicine. It is recommended that the preparatory post-
doctoral training precede training in nuclear medicine.

In addition to the preparatory residency training pro-
grams, residents must complete in a satisfactory manner a
two-year residency training program in nuclear medicine.

V. SCOPI-; OF TRAINING.
The training program in nuclear medicine should include

the diagnostic, therapeutic, and investigational uses of ra-~

dionuclides. It should be of sufficient breadth to insure -~
all residents become thoroughly acquainted with th*~
niques and methodology of the major nucle~

-
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perience should assure ample opportunity to attain com-
petence in correlating the patient’s problem with the opti-
mum selection of nuclear medicine studies, performing
these studies, interpreting the information obtained, cor-
" relating this information with other diagnostic studies, and
following up patients receiving radionuclide therapy. The
resident staff should directly participate in the performance
of a sufficient number and wide variety of studies (imaging,
non-imaging and therapy) under adequate staff supervision.
Residents should become familiar with methods of in-
vestigation and should be encouraged to participate in
research, particularly as it relates to developing or evalu-
ating instrumentation and radiopharmaceuticals, radio-
bioassay or radioimmunoassay advances, and the utility of
new radionuclides or radiopharmaceuticals.

V. PROGRAM CURRICULUM
A. STRUCTURE

1. Didactic Presentations. Didactic instruction for both

imaging and non-imaging applications must be well organ-
ized, thoughtfully integrated, and carried out on a regularly
scheduled basis. : .

2. Laboratory and Practical Experience. Exposure to the
basic sciences should not be limited to didactic instruction
even when clinically related. The resident’s activities
should include laboratory experience and regular contact
with basic scientists in their clinical adjunctive roles.

3. Patient Management and Consultation. At the com-

pletion of the entire.training program, residents should
have a sufficiently broad knowledge of medicine to obtain a
pertinent history, to perform an appropriate physical ex-
amination, and to arrive at a differential diagnosis. Resi-
dents should  be able to plan and perform appropriate

nuclear medicine procedures, to interpret the results, and .

to make a logical diagnosis. They should be qualified to
recommend therapy or further studies. If radionuclide
therapy is indicated, they should be capable of assuming
responsibility for patient care. .
Supervision of the residents in this part of their nuclear
medicine training is very important. The program should be
structured so that the resident’s direct responsibility in-
creases progressively during training. At the completion of
training, the resident should be knowledgeable in the rel-
evant aspects of clinical medicine and patient care, he/she

should be able to serve as consultant to referring physicians .

in interpreting data, in choosing optimum nuclear medicine
procedures, and in explaining the meaning, limitations.and
complications of such procedures.

4. Conferences and Seminars. All residents must par-
ticipate in regularly scheduled clinical conferences in which
the resident is responsible for presenting case material and
discussing the relevant theoretical and practical issues.

There should be active resident participation in well-

structured seminars which review the pertinent literature
with respect to current clinical problems and which discuss
additional topics to supplement the didactic curriculum.

Teaching case files involving diagnostic and therapeutic
nuclear medicine procedures should cover the full spectrum
of clinical applications; they should be indexed, coded with
correlative and follow-up data, and readily accessible for
resident use. :

5. Resident Evaluation. it is essential that the program
director regularly evaluate the clinical competence of the
residents. This evaluation should concern itself not onl
with intellectual abilities and manual skills, but also wit
attitudes and interpersonal relationships. Included shouid
be observation of the resident performing specific tasks
such as image interpretation, taking a history and per-
forming a physical examination, choosing diagnostic stud-
ies, formulating patient management and communicating
effectively. Residents should regularly be made aware of
their progress and particularly of any weaknesses. These
ecords must be maintained on file and discussed with and
own to the individual resident.

B. CONTENT

The training program should provide educational expe-
rience in the following areas: '

1. Physical Science. Structure of matter, modes of ra-
dioactive decay and particle and photon emissions, and
interactions of radiation with matter.

2. Instrumentation. Nuclear medicine instrumentation,
with special emphasis on the gamma scintillation cameras,
radiation detector collimation, associated electronic in-
stlruments and computers, and image production and dis-
play. : :

3. Mathematics, Statistics, and Computer Sciences in-
cluding probability distributions, medical decision making,

" basic aspects of computer structure and function, pro-

gramming and processing. :

4. Radiation Biology and Protection. Biological effects of
ionizing radiation, means of reducing radiation exposure,
calculation of the radiation dose, evaluation of radiation
overexposure, medical management of persons overex-
posed to nuclear ionizing radiation, management and dis-

" posal of radioactive substances, establishment of radiation

safety programs in accordance with federal and state reg-
ulations.

5. Radiopharmaceuticals. Production of radionuclides,
radiochemistry, pharmacokinetics and formulation of ra-
diopharmaceuticals.

6. Diagnostic Uses of Radionuclides. Clinical indica-
tions, technical performance and interpretation of in vivo
imaging and function studies using radionuclides; use of
scintillation cameras and external detectors; physiologic
gating techniques; patient monitoring during intervention
studies and the relationship between nuclear medicine
procedures and other pertinent imaging modalities such-as
computed tomography and ultrasonography. ‘

7. In Vitro Studies. Methodology and quality control of
competitive binding and radioimmunoassay procedures;
principles of activation analysis and autoradiography.

8. Therapeutic Uses of Radionuclides. Patient selection,
dose administration, including dosimetry, and specific ap-
plications.

VI. PROGRAM DIRECTOR AND STAFF

The director of the program must be a qualified physi-
cian, certified by the American Board of Nuclear Medicine
or possessing suitable equivalent qualifications, and must
devote most of his/her professional time to the conduct of
the residency training program and the supervision of nu-
clear medicine services. The program director’s tenure
should be long enough to assure continuity to the program.

The professional staff who participate in the program
must be qualified nuclear medicine physicians and basic
scientists. It is essential that they be trained in their sub-
specialties; have experience, interest and competence in
resident teaching; devote adequate time to teaching
activities; participate in their own continuing education;
engage in scientific presentations; and have an active in-
terest in research. .

VIl. PROGRAM REQUIREMENTS

The medical facility and patient population of the insti-
tutions or institution offering a residency program in nu-
clear medicine should be of such size and composition as to
provide an ample and varied patient population. The pro-
gram should provide an opportunity for residents to study

"and participate in all aspects of clinical nuclear medicine,

including nuclear medicine diagnosis, and patient treatment
and follow-up. The number of nuclear medicine physicians
and the technologist staff must be large enough to carry out
the workload of the facility, as well as to carry out the
teaching responsibilities. There must be a mechanism for
maintaining case records and treatment results to facilitate
patient follow-up and to provide teaching material. Ade-
quate space must be available for educational, clinical and
research functions of the nuclear medicine program. The
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. institution or institutions should have other residency pro-
grams to provide an opportunity for interaction among
residents in the various medical d>ilscip|ines.

While minimum requirements may vary from one train-
ing program to another,'a well designed program will
usually perform annually at least 4,000 nuclear medicine
imaging procedures; 10,000, in vitro procedures; 500 in
vivo kinetic and body composition procedures; and 20
radionuclide therapeutic procedures. These procedures
should be distributed over the full spectrum of nuclear
medicine practice, including the pediatric age group.

The ratio of teaching staff to residents shall be sufficient
to assure adequate clinical supervision and the teaching of
the basic sciences. There should be a clinical workload
adequate to the needs of residency training attempted.

VIII. LIBRARY
Residents should have ready access to a medical library

with a reﬁresenfative selection of books and journals re--

lated to the specialty of nuclear medicine. Where appro-
priate there should be an interlibrary loan system through
the facilities of a nearby resource or regional medical library
such as a medical school or national library.

IX. RECORDS

Program directors should be familiar with the “General
Requirements” of the “Essentials of Accredited
Residencies,” including those relating to maintaining a
personal record of each resident. It is anticipated that this
record would include a record of clinical duty assignments
and personal evaluations by attending staff supervising the
resident. All records relating to the individual resident’s
training experience should be preserved and made avail-
able to the Residency Review Committee if requested.
Confidentiality regarding individual residents will be
maintained in any review.

X. OTHER

The provisions of the “General Requirements” also must
be met for approval.

Residents who plan to seek certification by the American
Board of Nuclear Medicine should communicate with the
office of that Board regarding the fulfillment of require-
ments for certification.

Effective: July 1983 ACGME: Feb. 1982

12. Special Requirements for Residency
Training in Obstetrics-Gynecology

The residency programs in obstetrics-gynecology should
constitute a structured educational experience, planned in
continuity with undergraduate and continuing medical ed-
ucation, in the health care area encompassed by this spe-
cialty. While such residency programs contain a patient
service component, they must be designed to provide ed-
ucation first and not function primarily to provide hospital
service. :

An educational program in obstetrics-gynecology must

provide opportunity for increasing responsibility, appro-

priate supervision,-formal instruction, critical evaluation
and counseling for the resident.

"The program in basic obstetrics-gynecology must pro-
vide in-hospital and ambulatory training. It must include,
but not necessarily be limited to, experience in high-risk
obstetrics, immediate care of the newborn, the full range of
gynecologic surgery, gynecologic oncology to include ex-
perience in the use of radioactive materials, gynecologic

surgical pathology, reproductive endocrinology and infer-

tility, family planning, emergency medicine, psychosexual

and psychosomatic counseling, genetics, medical jurispru-

dence, and the full range of commonly accepted diagnostic
procedures.

For those residency programs associated with post-
residency fellowships, the education of fellows must not
compromise the experience of residents. . ’

Obstetrics-Gynecology

TYPES OF GRADUATE PROGRAMS
The Residency Review Committee for Obstetrics-

Gynecology, for the purpose of monitoring the structure of

residencies, uses the following categories. In all cases,

where more than one institution is involved, a formal
written agreement must be developed between the re-
sponsible administrative bodies of those institutions.

A. Independent— An independent program is conducted
within a single educational institution under a single
program director. Extramural rotations are permitted
under the regulations applied to all programs (see
below). )

B. Integrated— An integrated program is conducted

within multiple educational institutions but under a
single program director. Each educational institution
must have the overall quality and level of supervision
" and the educational requirements demanded of an in-
dependent program. The residents may rotate at any
level, including the final senior resident year. The pro-
gram director must have authority over tﬁe educational
program in each hospital, including the appointments
and assignments of all teaching staff and all residents
and must assure the uniformity of the educational ex-
perience for each resident. Additional extramural
rotations are permitted under the regulations applied to
all programs (see below). If a program includes rotations
for a total of more than six months for any resident, at
institutions other than those included in the integrated
program, that program becomes an affiliated program.
C. Affiliated— An affiliated program is one in which any
resident spends a total of more than six months in
extramural rotations outside of the parent institution
(institutions in the case of integrated programs).
Extramural rotations may be arranged by the program
‘director of either an independent or integrated program
in order to enhance the educational experience of the
residents. Only under exceptional circumstances, and
with written prior approval of the Residency Review
Committee, may they be included in the final senior
resident year. Residents are appointed by their parent
program and assigned by it to the affiliated hospitals,
where they spend no more than one-third of the total
residency and no more than twelve months of
obstetrics-gynecology. Two types of extramural rota-
tions may be considered: a) If the total time of extra-
mural rotation from the parent program by any resident
during the entire residency exceeds six months, the
program is considered to be an affiliated program and
the entire program must receive prior approval by the
Residency Review Committee. b) Rotations for a total
of six months or less will not require that the program be
- designated as an affiliated program and these rotations
may be arranged by the program director without prior
Residency Review Committee approval.

LENGTH OF GRADUATE MEDICAL EDUCATION

A resident must have a minimum of four years of ap-
proved clinically oriented graduate medical education, of
which at least three years must be entirely in the specialty
of obstetrics-gynecology. Residency programs preceded by
a year of training sponsored by the program may contain
more trainees in that year than the number approved for
each year of specialty training. Residency programs may,
therefore, be of three or more years duration, but programs
of different lengths or quality in the same institution will not
be approved. .

A program director, under suitable circumstances, may
elect to credit a resident with a period of graduate training
in obstetrics and gynecology gained by the resident before

entering the program. The period of training must have /

been of four or more months in duration and must hav~

“been received in a hospital conducting a currently app ™

residency in obstetrics-gynecology. This time ma-"
used to provide time, within the thirty-six
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obstetrics-gynecology; for appropriate electives on other
clinical services. It may not be used to shorten the total
length of the residency program.

The Residency Review Committee has the responsibility
for the review of all graduate education programs in
obstetrics-gynecology seeking accreditation. If a program
“includes sponsorship of a first graduate year experience,

then the Residency Review Committee has the responsi-

bility for review of that first graduate year training.
TYPES OF FIRST GRADUATE YEAR

Programs differ widely in the ty?es of experience they
offer to physicians entering the first year of graduate
training. Many programs include rotations to other clinical
services, such as medicine, surgery or neonatology. Other
programs, however, offer predominantly experience in
obstetrics-gynecology but may provide elective time later in
the residency for rotations to other clinical services.

The specific definition given to the first year of graduate
training, as described in the General Requirements, de-
pends on the content of the training and the administrative
structure developed for implementing and supervising the
experience. :

NUMBER OF RESIDENTS

The number of residents that can be adequately and
responsibly trained depends on several interrelated factors.
The provision of adequate supervision, education, indi-
vidual evaluation and administrative support is critical.
With this, it is of utmost importance that each resident have

sufficient independent operative and clinical responsibili-

ties to prepare for practice in the specialty.

Increasing responsibility must progress in an orderly
fashion, culminating in a senior resident year. The senior
resident year consists of twelve months of clinical experi-
ence, in the last year of the resident’s program. Elective
time in the senior resident year requires the prior approval

of the Residency Review Committee. The senior resident’

must have sufficient independent operating experience to
become technically competent. and have enough total re-
sponsibility for management of patients to insure profi-
ciency in the diagnostic and treatment skills that are re-
quired of a specialist in obstetrics-gynecology in office and
hospital practice. .

Clinical involvement alone does not constitute an edu-
cational experience. It is also very important that each
program have a dedicated program director with an inter-
ested and competent teaching faculty sufficient in number
and quality to be able to supervise and instruct the residents
at all levels and in all of the practice areas of the specialty.

The maximum number of residents in a program is linked
to the number that can be accommodated within the
framework of the above requirements. Since one of the
most important considerations is the clinical experience
available to give each resident adequate primary respon-
sibility, and since this usually centers upon the senior res-
ident year, the maximum number of residents in a program
depends upon how many senior residents the program can
educate. Usually the maximum number of residents in a
program is the number of senior residents the program can
accommodate multiplied by three or four, depending upon
the length of the program. ' : .

The minimum number of residents in a program requires
consideration. Residency programs with a planned com-
plement of only one resident in each of three or four years
may not sustain the critical mass necessary to keep the
program vital and can rarely maintain approval. There must
be a potential for development into a program with two or
more residents at each level. :

Accreditation is granted on the basis of a balance be-
tween the educational resources and the number of resi-
dents in the program. The appointment of residents in
excess of the approved number may adversely affect the
quality of the total experience of ea,cirl resident. Therefore,
hanges in the educational resources should be reported to

the Residency Review Committee and proposed increases
in the number of residents must first be approved in writing
by the Residency Review Committee. :

All requests for increase in the resident complement
must be based not only on the availability of an adequate
patient population but also on adequate resources for su-
pervision, education and evaluation. A request for a change
in the number of residents must describe the impact of total
experience upon each of the senior residents under the new
circumstances. The request will be considered incomplete if
it lists only expansion in beds, hospitals, or overall clinical
experience and does not address the question of expansion
of faculty and administrative support necessary to teach,
supervise and evaluate the additional residents. Con-
versely, a reduction in beds, hospitals or other changes in
the program which may lead to an anticipated decrease in
total experience for the residents, must be promptly called
to the attention of the Residency Review Committee to
determine if a reduction in the number of resident positions
in a given graduate medical program is necessary.
PROGRAM DIRECTOR AND FACULTY

An obstetrics-gynecology training prograrn must have an

attending staff with professional ability, as well as enthusi-
asm, dedication and a sense of responsibility for teaching.
It would be well for the staff to regard these attributes as a
prerequisite to active faculty membership and promotion.
Tl’ﬁe performance of the faculty must be reviewed periodi-
cally. .
. The program must exist in an educational environment
which includes other relevant graduate medical education
programs in the institution(s), such as internal medicine,
pediatrics and surgery.

The program director must be able to provide a signifi-
cant time commitment to the residency program, demon-
strate the ability to orgariize and direct the teaching pro-
gram, and maintain a quality teaching staff. The programi
director is specifically responsible for all communications
with the Residency Review Committee, and must report
any major change in the residency program. Further, the
program director has the responsibility of verifying that
residents have satisfactorily completed the program and
are prepared to enter specialty practice.

It is desirable that the program director and the chief of
service of the department be Diplomates of the American
Board of Osbtetrics and Gynecology. In the absence of such
certification, the Residency Review Committee may ap-
prove programs in which these individuals have suitabﬁe
equivalent qualifications and a high professional standing in
the specialty.

Assignment of the responsibilities for the resident
training by the program director should be clearly defined.
To assure continuity of teaching efforts and departmental
policy, the program director should have a reasonable
tenure of office. The Residency Review Committee should
be notified of any change in program directors.

GRADUATE TEACHING

Every program, in order to be approved, must have a
written statement of the educational objectives for the
residents in that program. One example of such objectives
is set forth in the current “Educational Objectives for
Residents in Obstetrics and Gynecology.” Directors of
programs must be able to document that they are reviewing
the implementation of the educational objectives and that
the residents are indeed accomplishing what is anticipated
of them. Any program which does not establish a system
which clearly demonstrates that each resident has or has
not successfully accomplished each of the items indicated in
the program’s statement of educational aims and objectives
cannot be considered to be an adequate program.

The program director must establish methods of peri-
odically and systematically evaluating and documenting the
level of performance, experience and technical skills of the
residents. One example of an acceptable mechanism
helpful in evaluating cognitive knowledge is the CREOG
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In-Training Examination. On a regular basis program di-
rectors or their designees must inform the residents of their
individual progress, emphasizing strong points and offering
guidance with regard to correcting deficiencies. These
evaluations, as well as a list of skills which the resident has
mastered, must be documented and available (without re-

vealing the specific resident’s identity) at the time the

program is reviewed for approval. .

Formal teaching activities in obstetrics-gynecology
should be structured and regularly scheduled. Tﬁey should
generally consist of patient rounds, case conferences,
journal clubs and coverage of appropriate basic sciences
pertinent to the specialty. In cross-disciplinary conferences,
such as perinatology, appropriate physicians from other
specialties should be invited to participate.

The patient population avialable to the training program
should provide a variety of operative experiences in
obstetrics-gynecology. While quality of the surgery in a
hospital is more important than the actual number of cases,
and while there is a great value to a resident in acting as an
assistant to a skilled and experienced obstetrician-
gynecologist, it is also essential that the resident gain

experience in management of patients by personal evalu- -

ation of the signs and symptoms, physicial and laboratory

findings leading to a diagnosis and decision for therapy as

well as the performance of technical procedures. An ac-

ceptable residency program in obstetrics-gynecology must

be able to provide substantial, diverse and appropriate

surgical experience after the residents have mastered the
" basic skills. )

For the purpose of program review, accurate and com-
plete documentation of each individual resident’s experi-
ence for each year of training is mandatory. These records
should indicate the level of participation of the resident and
skills achieved. The program director must review at least
semi-annually the record of operative experience with the
individual resident for breadth and depth of experience as
well as for evidence of continuing growth in technical
achievements. These cummulative data will be reviewed in
detail at the time of survey for program approval or con-
tinued program approval. For the purposes of these rec-
ords, there is no distinction between private and service
patients.

Complete management of a patient’s care under ade-
quate supervision should be considered the highest level of
training. There are, however, circumstances under which
the trainee may not assume complete management:

1. When the program director or his designee does not
believe the trainee’s expertise or understanding is
adequate to insure the best care of the patient.

2. When the attending physician is not willing to dele-
gate the necessary degree of responsibility.

3. When the trainee for religious or moral reasons does

not wish to participate in the proposed procedures.

An essential feature of resident education is that a sig-
nificant number of staff support the principle of delegation
of complete management under supervision.

A medical library is an important resource to the
obstetrics-gynecology training program. The library may be
sponsored by the hospital or the department, but it should
be readily accessible to staff, both during the day and in the
evening. The textbooks should be kept up to date, and
there should be an ample supply of current journals de-
voted to obstetrics-gynecology and related subjects. When
a comprehensive library is not available in the hospital, an
active reference system should be provided through ready
access to larger medical libraries.

The fundamentals of good medical history taking and
thoughtful, meticulous physical examination should be
taught. Information gained by these procedures must be
carefully recorded in the medical record. A reliable mea-
sure of the quality of a program is the quality of hospital
records. These records should include daily appropriate

Opthamology

progress notes by both trainees and attending staff, as well
as a discharge summary. The hospital should maintain a
record room with adequate cross indexing and ready ref-
erence for study of the patients’ charts. Periodic summaries
of department statistics are essential for the evaluation of
results and usually will be requested at the time a program
is reviewed by the Residency Review Committee.

_ Knowledge of obstetric and gynecologic pathology is
essential. Therefore, assignment to general and obstetric
and gynecologic pathology may be arranged in such a wa
that the resident retains at least part-time contact witK
clinical obstetrics and gynecology (night and weekend duty,
for instance), in order to fulfill the minimum clinical re-
quirements. While much value also may be gained from
assignment to other clinical services, in general such addi-
tional formal rotations. are feasible only in programs of
more than three years duration, as such rotations cannot be
counted as a formal part of the required thirty-six months of
clinical experience in obstetrics-gynecology. .

It is .desirable that a resident in obstetrics-gynecology
receive instruction in the application of radioactive mate-
rials. Since the experience is also desirable for other resi-
dents, some system of sharing in the care of patients with
pelvic malignancies should be achieved.

It is not required, but nevertheless highly desirable, that
every program encourage a research project for each res-
ident, but it may not detract from or be a substitute for the
assignment to clinical services. An active departmental
research environment is a usefu] educational experience,
whether or not the individual resident participates directly.

Since obstetricians-gynecologists function as providers
of comprehensive care for women, experience in the care of
ambulatory patients is essential in training programs. The
ratio of outpatient visits to admissions for operations
should be evidence of this emphasis. Since many of the
patient problems seen in the hospital outpatient depart-
ment are comparable to those seen in office practice, it is
essential to provide a closely supervised experience in an
active outpatient setting that also insures a continuity of
care for patients by the individual resident. Increasing re-
sponsibility should be given to the resident under the con-
scientious guidance of & qualified attending staff member.

It is not essential or desirable that all training programs
be identical in structure or function. It is, however, man-
datory that each residency program provide quality edu-
cation and experience for each of the residents completing
the program.

One significant measure of the quality of a program is the
performance of its graduates on the examinations of the
American Board of Obstetrics-Gynecology.

In addition to these Special Requirements as set forth, all

* provisions of the General Requirements must also be met

for approval of a residency program. Residents who plan to
seek certification by the American Board of Obstetrics and
Gynecology should communicate with the Secretary of the
Board to obtain the latest information regarding current
requirements for certification.

Effective: July, 1982 ACGME: May, 198

13. Special Requirements for Residency
Training in Ophthalmology -

SECTION 1. INTRODUCTION

The “Special Requirements for Residency Training in
Ophthalmology” set forth the educational prerequisites for
trainees and tge minimum components that a residency
training program in ophthalmology must possess, including
the duration of training, institutional support and adminis-
tration, faculty, educational program, patient resources,
and facilities. : -

Residency training programs in ophthalmology should
be organized to provide a stable, well coordinated pro-
gressive educational experience for the trainee rather than
simply to provide health care to patients. *
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SECTION 2. PREREQUISITES

A first post-graduate clinical year (PGY-1) in an accred-

ited program or equivalent training is required of all can-
didates entering ophthalmology training programs. It is

suggested that the year be comprised of training in which -

the resident has primary responsibility for patient care in a
field such as internal medicine, neurology, pediatrics, sur-
gery, family practice, or emergency medicine. As a mini-
mum, six months of the year should be a broad experience
in direct patient care.

SECTION 3. DURATION OF TRAINING

The length of training in ophthalmology must be at Jeast
36 calendar months, including appropriate short periods
for vacation, special assignments, or exceptional individual
circumstances approved by the program director.

SECTION 4. INSTITUTIONAL SUPPORT AND
PROGRAM ADMINISTRATION

A. General

Program directors must be given sufficient authority,
financial support, and facilities by the governing body of the
sponsoring institution to permit them to organize and su-
pervise the following activities of the training program: staff
recruitment, resident selection and evaluation, instruc-
tional program, patient management, and research.

B. Qualifications of the Program Director

The program director must be a qualified physician, fully
trained in the discipline of ophthalmology, certified by the
American Board of Ophthalmology or possessing suitable
equivalent qualifications in the judgment of the members of
the Residency Review Committee. The tenure of the pro-
gram director should be adequate to insure stability and
continuity of the program.

The program director must be able to devote sufficient
time to the ‘administration and conduct of the residency
training program so that the educational experience for the
residents is satisfactory. The Residency Review Committee
for Ophthalmology will evaluate the overall effectiveness of
the program director as an administrator, educator, and
research coordinator.

C. Administrative Responsibilities of the Program Director

The program director must develop and maintain cur-
rent documentation of institutional or inter-institutional
agreements, resident agreements, patient care statistics,
faculty evaluations, and assessment of resident perform-
ance. The forms necessary to document these activities
shall be provided by the Residency Review Committee.

The program director is responsible for notifying the
Secretary of the Residency Review Committee ‘of any
change which may significantly alter the educational ex-
perience for the residents. These will include a change in:

1) program director and/or departmental chairman;

2) formal affiliation with another institution; -

3) required rotation to any institution other than the
parent institution or institutions integrated into the
programs; ' >
or ‘

4) the number of resident positions offered.

A proposed change in the number of resident positions

offered at any level of training or in'the total number of -

resident positions offered must receive prior review of the
Residency Review Committee to determine whether ade-
quate resources exist to train the number of residents
contemplated and to determine whether an adequate bal-
ance exists between educational opportunity and clinical
responsnbxllty

SECTION 5. THE TEACHING FACULTY

The faculty should possess good clinical and teaching
skills. The faculty must devote adequate time to the edu-
cation of residenifs. It is desirable that the faculty be chosen
with a-broad range of subspecnalty interests.

Faculty members should be certified by the American
Board of Ophthalmology or possess suitable equivalent
qualifications.

As a general rule, there should be sufficient faculty in the
program to provnde a minimum of approximately one full-
time equivalent faculty person for every three residents in
the program.

SECTION 6. PARTICIPATING INSTITUTIONS

Allinstitutions participating in the training program must
be described as requested by the Residency Review Com-
mittee in its information forms. Affiliations with institutions
which are geographically remote from the parent institu-
tion (not within commuting distance) should not represent
a significant proportion of the training program, unless the
remote institution can be shown to provide equivalent
educational experience to that obtained at the parent in-
stitution. Rotations to foreign countries shall not be uéed to
meet minimum educational standards.

SECTION 7. EDUCATIONAL PROGRAM
‘The program director is responsible for the structure and

" content of the educational program and must provide the
- Residency Review Committee with a statement of objec-

tives, methods of implementation, and procedures for as-
sessment of the program. Extramural educational experi-

*ences may be used to complement the teaching program,

but the preponderance of the educational experience must
be designed and supervised by the program director. The
components of the educational program should-include:
A. Didactic Instruction in the Basic and Clinical Sciences

Residents should be educated in basic and clinical sci-
ences through lectures or discussions relevant to the
practice of ‘ophthalmology. Regularly scheduled required
lectures or seminars should be held at the parent institution.
As a general rule, the didactic curriculum should encom-
pass a minimum of approximately 400 hours of instruction
for residents during the 36 month training program.
B. Case Presentations and Clinical Conferenices

A minimum of approximately eight hours per month
should be devoted to regularly scheduled case presenta-
tions and clinical conferences attended by majonty of res-
idents and faculty.
C. Pathology

The intramural training experience in ocular pathology
should be comprised of lectures, clinicopathological con-
ferences and a minimum of approxnmate]y 50 hours of
intramural laboratory experience in gross and microscopic
examination of pathological specimens.
D. Clinical Experiences

The volume and wvariety of clinical ophthalmological
problems in children and adults must be sufficient to afford
each resident a graduated supervised experience with the
entire spectrum of ‘ophthalmic diseases so that the resident
may develop appropriate diagnostic, therapeutic, and
manual skills and be able to judge whether these should, or
should not, be applied. .

1. Out-patient Experience

Residents should be responsible for the care of an ade-
quate number of cutpatients during the course of training.
The out-patient experience for a resident during the three
year training program should consist of a minimum of
approximately 3,000 patient visits appropriately distrib-
uted through a broad range of ophthalmic disease in adults

- and children. There should be evidence of faculty supervi-

sion in at least two-thirds of these visits, and evidence that
residents have major management responsnblllty in at least
two-thirds. Approximately 1,500 of these patients should
be refracted by the resident.

2. Surgical Experience '

Residents should perform and assist at sufficient surgery
to become skilled as general ophtha]mlc surgeons, For
example, each resident’s experience should typically .in-
clude a minimum of approximately 25 cataract procedures
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and approximately 10 strabismus procedures in which the

resident has major technical and patient care responsibili-

ties.
The Residency Review Committee will require docu-

mentation (on its information forms) of the surgical expe-

riences of each resident, to include the number of cases in
" each category where the resident has served as a primary
surgeon, or the assistant surgeon.

3. Consultation Experience

Each resident should care for a minimum of approxi-
mately 150 patients seen in consultation during the course
of three years of training. The types of cases seen should
cover a wide spectrum of ophthalmic diseases and oph-
thalmic manifestations of systemic dlseases
E. Fellowship Program

If the.residency training program is conducted in con-

junction with fellowship training programs for teaching
advanced competence in specialized areas of ophthalmol-
ogy, such fellowship programs must not adversely effect
the experience of residents in the core training program.

SECTION 8. FACILITIES

A. Clinic

The outpatient area in at least one participating institu-
tion must have at a minimum one fully equipped examining
lane for each resident in the clinic. There must be current
equipment for ophthalmic photography, fluorescein
angiography, perimetry, retinal electrophysxology, ultra-
sound and microbiology readily available in the clinic area
or nearby.

B. Operating Room Facilities

The surgical facilities at each part1cnpatmg institution in
which residents are trained in surgery must include at least
one operating room fully equnpped for ophthalmic surgery,
including an operating microscope.

C. Inpatient Facilities '

There must be inpatient facilities wnth sufficient space
and beds for good patient care and for educational pur-
poses. An eye examination room with a slit lamp should be
available and conveniently located within or near the in-
patient area of each participating institution.

D: Library

Residents should have access to a major medlcal library.
In addition, there should be readily available a collection of
ophtha]mo]oglcal and general medical texts, journals, films,
records and tapes.

SECTION 9. OTHER

In its review and evaluation of training programs the
Residency Review Committee for Ophthalmology may use
the pass rate on the examinations of American Board of
Ophthalmology for residents completing a particular pro-
gram as one measure of the qualpty of that training pro-
gram.

Training programs in ophthalmo]ogy should comply with
all of the provisions of the “General Requirements.”

Residents who plan to seek certification by the American
Board of Ophthalmology should communicate with the
Secretary of the Board regarding specific requirements for

certification.

Effective: July 1982 ACGME: Sept. 1981

14. Special Requireménts for Residency
Training in Orthopaedic Surgery’

Orthopaedic surgery is the medical specialty that in-

cludes the investigation, preservation, and restoration of

the form and function of the extremities, spine and asso-
ciated structures by medical, surgical and physical meth-
ods.

The Special Requirements for Orthopaedic Surgery
detail the content and scope of the education and experi-
ence which a program must provide:

Orthopedic Surgery

1. TRAINING PERIOD
A. Duration of Training
The post-graduate medical educatlonal requnrement is

- five years, of which at least three years must be in an

accredited orthopaedic residency. These three years must
include a significant quality educational experience and
appropriate mix in adult orthopaedics, children’s ortho-
paedics, and trauma. An orthopaedic residency program
may be responsible for three, four or five years of post-
graduate medical education. Accreditation by the Resi-
dency Review Committee and the Accreditation Council
for Graduate Medical Education (ACGME) is required for all
years in the program..

B. Categories of Post-Graduate Education

As many as two years of post-graduate education may be
obtained from the following categories: -

1. The first post-graduate year (PGY-1) may be in a
broadly based ACGME accredited program with no
more than three months of orthopaedic surgery.

2. Up to two years may be spent in an ACGME
accredited residency in a broadly based medical

. discipline.

3. Up to twelve months of study may be in either clinical
or laboratory research.

[I. RESPONSIBILITIES OF INSTITUTIONS

A. Institutional Support
" The governing body of the institution should provide
support for the program director in teaching, recruiting
staf? selectmg residents, and dismissing residents whose
performance is unsatlsfactory Assurance of due process
for residents and teaching staff should be demonstrated.

B. Affiliation Agreement

When' the resources of two or more institutions are

utilized for the clinical or basic science education of a
resident in orthopaedic surgery, letters of agreement must
be approved by the institutional governing boards.

Affiliations should be avoided with institutions which

are:

1) at such a dlstance from the parent institution as to
make resident attendance at rounds and conferences
difficult, or

2) which do not add to the educational value of the
program.

Clinical responsibility alone does not constztute a suitable

educational experience.

lll. PROGRAM ORGANIZATION AND
RESPONSIBILITIES®
A. Qualifications of the Program Director
The program director should be certified by the Ameri-
can Board of Orthopaedic Surgery or possess suitable
equivalent qualifications. The evaluator of such equiva-
lency will be the Residency Review Committee. The ef-
fectiveness of the program director will be considered by
the Residency Review Committee:
B. Responsibilities of the Program Director
1. The program director must arrange for the provision
of adequate facilities, teaching staff, resident staff,
teaching beds, educatlonal resource materials, out-
" patient fac1[1t1es and research facilities.

2. The program director is responsible for the selection
of residents and must insure that the appointed res-
idents meet the eligibility requirements listed under
item 3 of the “General Requirements.” The program
director should monitor each resident’s performance:
and progress in cognitive, judgmental, interpersonafl
and manual skills aspects of orthopaedic surgery. It is
the program director’s responsibility to counsel,
censure, and, after due process, to dismiss residents

18Program directors are referred also to the “General Requirements” of
the Essentials of Accredited Residencies for further explanation of the
requirements for pro?ram organization and responsibilities of the program
- director and the staf
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who fail to demonstrate appropriate industry, com-
petence, responsibility learning abilities, and ethics.
3. In programs which offer post-graduate fellowships
and instructorships, the program director should in-

sure that such fellowships and instructorships do not

compromise resident education.

4. The program director must keep documentation of
" institutional and interinstitutional agreements, resi-
dent agreements, patient care statistics, and evalua-
tions, including periodic assessments of resident
performance. These documents must be provided
upon request to the Residency Review Committee or

site visitor. .

5. The program director must notify the Secretary of
the Residency Review Committee of any change
which might significantly alter the educational expe-
rience. Examples of such changes are:

a. Change of program director.

b. Major changes in institutional affiliation. Any
change in formal affiliation with an institution
where a resident spends six months or longer
requires prior approval by the Residency Reivew
Committee. The total experience in institutions in
which programs in-Orthopaedic Surgery are not
accredited by the ACGME shall not exceed six
months for any resident.

c. Extension of resident education period. A pro-
gram director may retain a resident longer than
the duration for which the program is accredited
in orthopaedic surgery so that the resident may
achieve sufficient competence in the specialty.
The Residency Review Committee must be noti-
fied of such retention.

"~ d. A change in number of residents. Any change in
the number of residents at any level of training or
change in the total number of residents must re-
ceive prior approval of the Residency Review
Committee. .

C. Responsibilities of the Teaching Staff

1. It is the responsibility of the teaching staff to insure
that the orthopaedic residency is an educational ex-
perience with the resident in tge role of student.- The
structure and content of the of the residency program

- should reflect the education-service ration of an ed-
ucational experience.

2. There must be sufficient staff available to supervise
and instruct residents at all times. The teaching staff
should demonstrate sufficient commitment in time
and energy to fulfill the teaching assignments. .

3. The teaching staff should participate in appropriate
scientific societies, pursue their own continuing ed-
ucation, and develop an active interest in related
research.

IV. ELIGIBILITY, SELECTION, RETENTION AND DIS-
MISSAL OF RESIDENTS - ,

Program directors are referred to the “General
Requirements” in this area. - . S
V. TYPES OF PGY-1 EDUCATIONAL EXPERIENCE

A. Categorical PG-1 Year :

The categorical post-graduate year (PGY-1) must be
spent in an.accredited institution which has accredited
residency programs in general surgery, internal medicine
and pediatrics. In categorical programs, the non-
orthopaedic PG-1 year should include no more than three
months of orthopaedic experience.

B. Transitional Programs : ‘

In transitional programs, the non-orthopaedic PG-1 year
should include no more than three months of orthopaedic
experience. Lo . '
VI. SCOPE OF CLINICAL, BASIC SCIENCE, AND RE-
SEARCH EXPERIENCE -~ -

A. Clinical Resources
" Clinical problems must be of sufficient variety and vol-

- ume to afford the residents adequate educational experi-

ence in diagnostic, therapeutic, judgmental, and manual
skills in adult orthopaedics, pediatric orthopaedics, frac-:
tures and trauma, surgery of the spine, including disc
surgery, hand and foot surgery, athletic injuries, rehabili-
tation and related basic sciences. -

B. Resident Responsibility

The residency program should provide gradually in-
creasing responsibility. Inpatient and outpatient experience
including all age groups is necessary.

C. Teaching Rounds and Conferences

There must be regularly scheduled and held teaching
rounds and clinical conferences. Subjects of mutual interst
should be discussed at interdisciplinary conferences.

D. Basic Medical Sciences

Basic science education must include anatomy, bio-
chemistry, biomechanics, microbiology, pathology, physi-
ology, embryology, and other studies related to the mus-
culoskeletal system. Specifi¢ time must be available for’
basic science instruction and routine clinical duties must not
encroach upon this time.

1. Anatomy should include study and dissection of
anatomical specimens, appropriate lectures or
other formal sessions, and correlation of anatomi-
cal information with clinical problems. '

2. Pathology should include formal teaching sessions
with lectures or seminars in correlative pathology,
and the study and discussion of microscopic pa-
thology with correlation to physical and roent-
genographic findings and patient care. ‘

3. Biochemistry and physiology should include pre-
sentation of formal course materials as related to
orthopaedic surgery. The application of biochem-
istry and physiology to daily clinical problems
should be emphasized. ) ‘ _

4. Biomechanics should be presented in seminars or
conferences emphasizing principles and terminol-
ogy as applied to orthopaedic practice.

5. Bacteriology and pharmacology should be dis-
cussed in depth as related to patient care.

E. Research :

Reasonable facilities for research by the residents should
be ](ojrovided. Reports of such research should be encour-
aged.

F. Library Facilities :

Library facilities should have available current and past
orthopaedic periodicals and reference books.

VIl. PROGRAM EVALUATION .

A. Site Visits

All programs will be evaluated periodically by the Resi-
dency Review Committee for Ortﬁopaedic Surgery. This
evaluation will include a site visit by a salaried Field Sur-
veyor or an Orthopaedic Site Visitor as determined by the
Residency Review Committee for Orthopaedic Surgery. A
report of the site visit will be sent to the Residency Review
Committee and will be considered in the evaluation of the
program,

B. Examinations

One measure of the quality of a program is the per-
formance of its graduates on examinations for certification
by the American Board of Orthopaedic Surgery.

C. Programs on Probation

Programs on probation will be reviewed.by a specialist
within one year of their accreditation on a probationary
status. '

If deficiencies as documented by the specialist site visitor
have not been corrected, withdrawal of accreditation of the
program may be recommended after review by the Resi-
dency Review Committee. - :
VIII. BOARD CERTIFICATION '

Residents who plan to seek certification by the American
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Board of Orthpaedic Surgery should communicate with the
Secretary of the Board to obtain the latest information
regarding certification.

Effective: July 1981 ACGME: Feb. 1981

15. Special Requirements for Residency
Training in Otolaryngology

- Duration of Training: Residency training programs in
Otolaryngology are designed to meet the requirements of
the Council on Medical Education of the American Medical
Association, the American College of Surgeons, and the
American Board of Otolaryngology. The training must be
of at least five years duration, which should include one
year of general surgery training, three years of progressive
training in otolaryngo?é)gy, and one additional year in oto-
laryngology, general surgery or in other residency pro-
grams accredited by ACGME. The final year of training
must be a senior experience in otolaryngology.

Scope of Training: As stated in the general requirements
(Section 7, Training Program), it is not essential or even
desirable that all programs should adopt exactly the same
program, or that they should offer a rigidly uniform se-
quence of experiénce. It is essential, however, that all
institutions participating in graduate training in otolaryn-
gology should be able to meet the fundamental require-
ments for an approved program and, either alone or in
collaboration, should obtain comparable results in the
quality of training and in the experience obtained.

Residencies in otolaryngology should offer broad train-
ing and should preferably include some experience in
closely related fields of surgery. Adequate educational
content and overall clinical and operative experience
should be provided to enable the resident on completion of
his training to begin the practice of his specialty in a sci-
entific and competent manner. Residencies in otolaryngol-
ogy must provide in-depth training and experience in
- medicine and regional surgery. It is essential that the
training program have a well-organized, comprehensive,
and effective educational curriculum. The curriculum con-
tent should reflect careful planning, with evidence that the
cyclical presentation of core specialty khowledge is being
supplemented by the addition of current information and
that teaching is being conducted in a variety.of educational
settings employing accepted principles of educational
methodology.

Essential equipment for diagnosis and treatment should
‘be available, including all special apparatus. The clinical
material should be sufficient in variety and amount to
provide adequate training in the various divisions of the
specialty. The program should provide for training in the
following areas: .

1. Morphology, physiology, pharmacology, pathology,
microbiology, biochemistry, genetics, immunology, allergy
and neurology relevant to the head and neck; the air and
food passages; the communication sciences, including a
working knowledge of audiology and speech; the endocrine
disorders as they relate to otolaryngology.

2. The recognition and management of congenital
anomalies, abnormal function, trauma and disease in the
regions and systems enumerated in item one above.

3. The recognition and medical management of dis-
eases and abnormality of function of the ears, uppet and
lower respiratory tract and food passages.

4. The recognition, technique and surgical management
of congenital, inflammatory, neoplastic and traumatic
states, including among others: :

a. Temporal bone surgery

b. Paranasal sinus and nasal septum surgery

c. Maxillofacial, plastic and reconstructive surgery of
head and neck :

d.. Surgery of the salivary glands

Otolaryngology

e. Head and neck oncologic surgery .

f. Head and neck reconstructive surgery particularly as
it relates to the restoration of function in congenital
anomalies; following extensive surgery and compli-
cations of head and neck trauma

g. Peroral endoscopy, both diagnostic and therapeutic
h. Surgery of lymphatic tissues of the pharynx.
i. Pre- and post-operative care.

5. Diagnosis and diagnostic methods including related
laboratory procedures.

6. Diagnostic and therapeutic radiology, including the
interpretation of roentgenograms of the nose, accessory
sinuses, salivary glands, temporal bone, skull, neck, larynx,
lungs and esophagus. .

7. Awareness of the current literature especially per-
taining to the.areas mentioned in item one abqve.

8. Awareness of the habilitation and rehabilitation
techniques and procedures pertaining to otolaryngology.

A more detailed list of the procedures to be peformed by
residents may be obtained by reviewing the Residency
Review Committee form entitled “Otolaryngologic Opera-
tive Experience Report for an lndividuarResident.” It is
essential that there be documentation of a careful analysis
of the operative experience of the individual residents and
the cumulative operative experience of the graduating
residents annually by the Program Director as a part of his
responsibility for the evaluation of the balanced progress of
individual residents and the total program. The training
shall include a systematic course of instruction with dem-
onstrations on clinical and technical subjects pertinent to
the various phases of otolaryngology. Adequate experi-
ence should be provided in office practice procedures and
management.

A program need not necessarily be confined to a single
hospital. In programs involving two or more hospitals, it is
essential that the training programs be organized by the
parent institution with progressive responsibility for the
residents. Collaborative programs can be developed where
two hospitals of graduate training caliber have comple-
mentary clinical resources which can be combined to ad-
vantage in developing an acceptable program.

Application of the Basic Medical Sciences: There should

" be training in the concepts and technique of allergy therapy,

and in audiology and speech and language disorders. There
should be applied training in hearing, hearing evaluation,
hearing aid use, hearing conservation, hearing rehabilita-
tion and the effects of noise on hearing: There should be
instruction in the recognition and management of such
disorders as aphasia, articulation, dysfluency and voice
disorders as well as in normal and abnormal  language
development. Also, there should be applied. training in
vestibular function evaluation-and vestibular disabilities.

Frequent departmental conferences for a detailed dis-
cussion of problem cases are important, as are also clini-
copathological conferences. The residents should study
and discuss with the pathologist all tissues removed at
operation and all autopsy material from patients on their
services. It is desirable to have the residents assigned for a
period of service in the department of pathology. :

Surgical anatomy should be stressed by the attending
surgeons indiscussing surgical cases with the residents, and
also by the pathologists in the performing of autopsies as
far as is possible. In addition, opportunity for the residents
to work out special anatomic problems by performing dis-
sections-in the laboratory should be provided.

Research offers an important opportunity for the appli-
cation of the basic sciences in clinical problems, and is an
essential part of the preparation of the resident for a life-
time of self-education after the completion of formal train-
ing. It is essential that the training program provide a
meaningful research experience for the residents, sufficient
to result in an awareness of the basic principles of study
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design, performance, analysis and reporting. The research
experience may be clinical or basic in nature and should
reflect careful advice and planning with the faculty.

One of the major areas of responsibility for program
directors is the area of continuing program and trainee
evaluation. It is essential that the training program conduct
a periodic evaluation of the adequacy of the total educa-
tional experience of the residents and of the professional
and educational progress of each resident.

It is essential that the residents participate in existing
national examinations. Analysis of the results of these
testing programs should guide the faculty in regard to the
strengths and weaknesses of the individual trainees and the
teaching program. Reasonable facilities for research by the
residents should be provided, together with stimulating
guidance and supervision.

One measure of the quality of a program is the per-

formance of its graduates on the examination of the
American Board of Otolaryngology.

Staff: The chief of the training program should be certi-
fied by the American Board of Otolaryngology, or possess
suitable equivalent qualifications.

At least one other member of the staff should be similarly
qualified.

The director of the otolaryngology training program
must devote sufficient time to the conduct of the program
to assure that an appropriate educational experience is
provided for the residents.

It is the responsibility of the program director to develop
a sound administrative organizational framework and an
effective teaching staff as essential elements of an approved
training program. It is essential that there be clear docu-
mentation of an adequate faculty commitment to the resi-
dency training program and that there be assurance of
adequate institutional support for the otolaryngology
training program. in terms of budgetary, space and clinical
resources provided by the institution.

Staff members must have a real interest in teaching, be
willing to give the necessary time and effort to the educa-
tional program and be engaged in scholarly activities such
as (1) participation in regional or national scientific socie-
ties; (2) participation in their own continuing surgical edu-
cation; (3) engage in scientific publications and presenta-
tions; and (4) show active interest in research as it pertains
to their specialty. A staff which does not exhibit such
characteristics will be.cause for grave concern as to its
adequacy and suitability for conducting a program of
graduate education in otolaryngology. )

Surgical Staff: The surgical staff should be composed of
surgeons who are highly qualified in both surgical skill and
judgment. It should be properly organized and harmonious,
with the designated head or chief of service responsible for
the quality of work done in the department, and he should
be the surgeon best fitted for this responsibility. The
members of the staff should have a sincere interest in
teaching and in the welfare of the residents and must be
willing to give the time and effort required by the educa-
tional program.

Approval cannot be granted for residency training in
otolaryngology if the service is a division of the department
of surgery unless that division is headed and staffed by
qualified otolaryngologists as specified above.

Clinical Material: The institution must be able to provide
an adequate number and variety of otolaryngic medical and
surgical patients. Arbitrary figures cannot reveal these
considerations accurately. The surgical cases provided by
the hospital should reflect a broad range of, pathological

problems and clinical experience pertinent to otolaryngol-

ogy. This is essential to give the progressive operative
experience necessary for the resident. The residency pro-
gram should be organized so that the residents wilr hold
positions of increasing responsibility for the care and
management of patients.

An approved residency in otolaryngology should include

a well-organized and well-supervised active outpatient
service. ) .

A hospital which limits its clientele to special types of
cases may, if otherwise qualified, be approved as a col-
laborating hospital if its residency is an integral part of an
approved comprehensive program. _

The provisions of the General Requirements must also
be met for approval. .

Residents who plan to seek certification by an American
board should communicate with the secretary of the ap-
propriate board, to be certain regarding the full require-
ments for certification.

Effective: Not Specified ACGME: May, 1980

16. Special Requirements for Residency
: Training in Pathology

Accreditation is granted for residency training programs
in pathology in the following categories:
Category APCP-4—In both anatomic and clinical pa-
thology, two years in each, for a total of four years.
Category AP-3— In anatomic pathology only for three
or more years, :
Category CP-3—In clinical pathology only for three or
more years. .
. Category APFP-4—In both anatomic pathology and
forensic pathology, two years in each, for a total of four
years. .
Category APNP-4—In both anatomic pathology and
neuropathology, two years in each, for a total of four years.
Category FP-1—In forensic pathology for one year.
Category FP-2—In forensic pathology for two years.
Category NP-2—In neuropathology for two years.
Category DP-1—In dermatopathology for one year.
Category DP-2—In dermatopathology for two years.
Category BB-1—In blood banking for one year.
Category RIP—In radioisotopic pathology ?:)r one year.
Cateﬁory SP-1—1In selective pathology (formerly, spe-
cial pathology) usually for one year. Programs in this cat-
egory are ordinarily approved in highly specialized hospi-
tals of acknowledged excellence which because of the
limitations of their clinical material cannot provide general
training in anatomic or clinical pathology. Resident expe-
rience in a selective pathology program is deemed to be
equivalent to one year of training in either anatomic or
clinical pathology. Residents receiving part of their training
in such programs should consult with The American Board
of Pathology as to what other training is necessary to
provide acceptable breadth of experience. :

Training programs intended to qualify applicants for
certification in other special fields of patho?ogy by The
American Board of Pathology are approved by the Board
on an individual basis.

The provisions of the General Requirements (Section 1
to 10) must also be met for accreditation.

Training Programs in
Anatomic and Clinical Pathology

Scope of Training: The training programs in AP/CP, AP’
and CP should be designed so as to offer the opportunity to
acquire a broad and in-depth understanding of the subject
matter in clinical and anatomic pathology, as well as the’
techniques and methodology required to gain this infor-
mation. Experience in the interpretation of laboratory data,
in the management and direction of a laboratory, in
teaching and in investigation are all objectives of a good
program. )

Every opportunity should be offered to and every at-
tempt made by the trainee to gain clinical correlative ex-
perience in anatomic pathology and in clinical pathology
and to relating these experiences directly to the patient.

Systematic insttuction in anatomic pathology should be

" accomplished primarily through the use of fresh tissues,

microscopic slides, and photographs from current cases
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supplemented by museum specimens and seminar and
course materials. Equal attention should be paid to material
from the autopsy service as well as from the surgical pa-
thology service. Proficiency in frozen section diagnosis, in
exfoliative and other forms of cytology, in electron and
other special forms of microscopy, in histochemistry, in

cytogenetics and in immunopathologic techniques is an:

important aim. Training should be given in forensic pa-
thology neuropathology, pediatric pathology and gyneco-
logic pathology and where such training is not available in
the primary institutions, arrangements should be made to
accomplish this in other institutions. The teaching material
must be sufficient in quality and variety to afford adequate
training in gross and microscopic pathology. Special em-
phasis, however, should be placed on the quality of the
supervision and instruction and the nature and quality of
opportunities to gain clinical correlative experience.

The training in clinical pathology should emphasize an
integrated understanding of procedural theory and selec-
tion, qualitfz control and clinical correlation since the result
of a clinical pathology laboratory procedure should closely
reflect the medical requirements involved. Assurance of
quality, precision, accuracy and medical appropriateness of
laboratory data to the diagnosis, management and prog-
nosis of patients, and the development of medical admin-
istrative ability and responsibility are of special importance
in clinical pathology. :

Instruction in clinical pathology should include, but not
be limited to, training in medical microbiology, medical
parasitology, immunohematology-blood banking, chemical

pathology, hematolegy, medical microscopy, immunopa-

thology, radioisotopic pathology, toxicology, endocrinol-
ogy and the application of the physical and biological
sciences to the diagnosis, prognosis and treatment of dis-

eases. Instruction in automation and data handling in the

clinical laboratory should be included in the training pro-

‘gram. It is expected that instruction will be augmented by .

the use of seminar and course materials, laboratory indices

_ of unusual cases and clinical correlative conferences.

The general criteria for approval of hospitals and labo-
ratories are both qualitative and quantitative. On the score
,of quality, consideration is given to the qualifications of the
director of laboratories and his associates and assistants,
the supervision of work of the trainee, the quality of the
educational program which includes the educational envi-
ronment of other training programs, the opportunities for
significant exchange of information and experience with
patient care physicians through conferences, seminars,
rounds, consultations and on-call and trouble-shooting
responsibilities, the exactness and completeness of the
laboratory work performed and the quality control proce-
dures used. On the score of quantity, consideration is also
given to the volume -and distribution of laboratory work
both in absolute numbers and in relation to the size of the
hospital, to the pattern of medical practice in the institu-
tion, to the diversity and completeness of tests performed,
to the size and equipment of the laboratory, and to the
number and qualifications of medical and nonmedical per-
sonnel in relation to the volume of work.

It is expected that the director of the program be fully

qualified in the branches of the specialty for which training

is approved, and that he provide adequate supervision of
the hospital laboratory. Adequate supervision is-not inter-
preted in terms of hours, but rather that the director have
no obligation outside of the one approved hospital which

* will dilute the quality of this supervision; the equivalence of

full time direction by two or more qualified persons is
acceptable in special instances. Similarly, two or more
hospitals may be approved as a unit with a single, full-time
director of laboratories if it is apparent that a satisfactory
training program can be conducted. ‘

[t is expected that the number of medical technologists
and their qualifications will be appropriate for the volume of
work in the laboratory.

Neuropathology

Sufficient laboratory and office space, as well-as equip-
ment, should be provided for both staff and trainees to
~enable the department to function efficiently and the
training program to be effective. There should be facilities
in all hospitals for the procedures usually performed in
clinical pathology, including cytogenetics and immunopa-
thology, and for the study of surgical and cytologic speci-
mens, and for the performance of necropsies. The trainee
must be provided with the opportunity to study such spe-
cial procedures not available on the premises of the main
training institution.

The work and training of trainees must be fully super-
vised with appropriate and increasing responsibilities of
trainees being clearly defined. Inter- and intra-department
conferences, seminars, journal clubs and demonstrations
should be conducted as frequently as the volume of the
material and the size of the staff justifies. A clinicopatho-
logic correlative conference should be held regularly to
review necropsy cases. '

In institutions offering training in both anatomic and
clinical pathology, the program should be so arranged as to
assure even division of the residents’ training and experi-
ence in anatomic and clinical pathology. Ordinarily, this can
best be achieved by a series of exclusive, or nearly exclu-
sive, assignments to the various departments of the labo-
ratory. Assignment in cytopathology is a mandatory re-
quirement for training in anatomic pathology with the
trainee being given adequate-instruction and supervision,
and appropriate responsibility. The training should be su-
pervised by a pathologist trained or fully experienced in
cytopathology -and should include experience with extra-
gential as well as gential material. )

Quantitative Requirements: In the field of anatomic pa-
thology there should be sufficient volume and variety of
necropsy, and surgical and cytopathologic material (except
in special programs) to insure adequate education, training,
and experience in this branch of the specialty. There are no
absolute criteria but special scrutiny will be given to a

~ hospital in which an adequate volume and variety of the .
various types of anatomic material does not exist.

In the field of clinical pathology there should be a rea-
sonable diversification of tests and in each category there
should be sufficient volume to provide training and expe-
rience. There are no absolute criteria but special scrutiny
will be given to a hospital in which there is not a reasonable
diversification and variety. .

Effective: July, 1981 ACGME: May, 1980

Training Programs in
Neuropathology

It is expected that the program will be for a minimum of
one year and will be directed and adequately supervised by
'a qualified neutropathologist and that additional neuropa-
thologists be involved in the training. :

The neuropathology program should be associated with
the Department of Pathology in which during each year at
least 200 necropsies, with. examination of the nervous
system, are performed, and 100 neurosurgical specimens
from operative procedures on brain and spinal cord are
examined for diagnosis. In addition, there should be a
reasonable number of neuromuscular and peripheral nerve
biopsy specimens and an opportunity to study tumors and
related lesions of peripheral nerves and sympathetic and
parasympathetic nervous systems. The number of resi-
dents in training should be proportional to the amount and
‘quality of material available. )

Adequate laboratory space and facilities and competent
personnel should be available and properly utilized for the
conduct of the special procedures customarily employed in
neuropathology, including eléctron microscopy and histo-
chemistry. .

There should be teaching materials in the form of indices
of unusual cases, course and seminar materials and mi-
croscopic slide collections augmented by photographs
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and/or museum specimens sufficient to provide adequate
study of conditions and diseases not frequently encoun-
tered in the routine necropsy and surgical specimens.

Teaching conferences in neuropathology, joint confer-
ences with the general pathology service and with the
clinical services of neurology, psychiatry, and neurosurgery
should be regularly schequed and attended by residents.

It is expected that residents in neuropathology will par-
ticipate in research and will be provided with adequate
facilities for the conduct of same.

Effective: July, 1981 - ACGME: Sept. 1980

Training Programs in
Forensic Pathology

Institutions or offices may apply for approval of training
programs in forensic pathology. :

It is expected that the program will be for a minimum of
one year and be directed and adequately supervised by a
qualified forensic pathologist. ’ )

The approved institution or office should conduct a
minimum of approximately 500 medico-legal necropsies
per year. Of these, 100 or more should be in cases in which
death is due to the immediate (within 24 hours) and direct
effects of physical or chemical injury. In 25 or more of these
autopsies, the investigation by the pathologist should also
include an on-scene investigation with examination of the
body before it has been disturbed. i

Adequate facilities and competent personnel shall be
available and properly utilized for the conduct of all bac-
teriological, biochemical, toxicologic, firearms, trace ele-
ment, physical anthropology, odontology and other scien-
tific studies as may be needed to insure complete post-
mortem investigation.

Effective: July, 1981 ACGME: Sept. 1980 '
Training Programs in
Blood Banking
The program must be directed and adequately super-
vised by a physician qualified in blood banking.
The training program shall include. all aspects of blood

banking, i.e., medical, technic¢al research, and administra-

tive. The program must be conducted in institutions where
blood is regularly drawn and processed and also must
include training and experience on an active transfusion
service of a hospital.

The administrative experience should include donor re-
cruitment and processing as well as logistic aspects of blood
banking. The program should also provide adequate study
of the technical and laboratory facets of transfusion and
transplantation. The hospital training should include clini-
cal experience in the use of blood and blood components.
The resident in blood banking should participate in re-
search or development activities and that adequate facili-
ties will be provided.

In order to obtain adequate training in a blood bank
program, a ‘sufficient number of blood donations and
transfusions to provide the required skills should be per-
formed in the participating institution{s). Also, an active
teaching program in laboratory medicine and pathology, as
well as'a training program for blood bank tecEnoIogists, in
one or all of the institutions in the training of blood bank
physicians, is desirable. '

Requirements for Training Programs
in Radioisotopic Pathology

The training program shall include all aspects of the use
of radionuclides in the study of body fluids, excreta, or
tissues quantified outside the body. The training program
should provide the trainee adequate information regarding
the basic theory and physics of radiation, isotope produc-
- tion and labeling, radiation -protection, appropriate instru-
mentation, a broad spectrum of in vitro analyses and their

interpretation, authoradiography, quality control, and
other related topics. Furthermore, the program should
provide the trainee with the ability to set up and operate a
laboratory to perform the applicable procedures, including
supervision and training of p_ersonnef.) ’

In order to provide such training, the program shall be
directed and closely supervised by a physician qualified in
radioisotopic pathology and devoting his major activities to
the specialty of radioisotopic pathology. The training in-
stitution should be of such size and composition as to
provide not only ample radioisotopic clinical material but
possess all the supporting facilities necessary to accomplish
the above objectives of the program.

The minimum training period in radioisotopic pathology
shall be one year in addition to the completion of acceptable
residency training in an approved program of either ana-
tomic and/or clinical pathology as outlined in the Directory
of Residency Training Programs.

Training Programs
in Dermatopathology

The training program shall include all aspects of der-
matopathology, including the gross and microscopic diag-
nosis of skin disorders by means of direct visual inspection
and by light and fluorescence.microscopy, as well as
histochemistry, together with the relevant aspects of elec-
tron microscopy, cutaneous mycology, bacteriology, and
entomology. Furthermore, the program should provide the
trainee with the ability to set up and operate a laboratory to
perform the applicable procedures, including supervision
and training of personnel. :

In order to provide such training the program shall be
directed and closely supervised by a physician qualified in
dermatopathology and devoting his major activities to the
specialty of dermatopathology. The training institution
should be of such size and composition as‘to provide not
only ample dermatologic clinical material but possess all the

- supporting facilities necessary tc accomplish the objectives

of the program. Ordinarily, the institution would have ap-
proved residency programs in both dermatology and pa-
thology.

The minimum training period in dermatopathology shall
be one year in addition to the completion of acceptable
residency training in an approved program of either der-
matology or pathology as outlined in the Directory of
Residency Training Programs.

17. Special Requirements for Residency
Training in Pediatrics

Residency programs in pediatrics are organized and
conducted to provide an advancing educational experience
with increasing patient responsibilities over a period of
three years. The Residency Review Committee designates
the various levels of pediatric training as Pediatric Levels
(PL) 1, 2 and 3. Residents and trainees of other varieties
may also rotate through the pediatric program for short
term educational experience.

PL-1 refers to the first full year of accredited basic or core
training in pediatrics. This may correspond to a categorical
internship, or to the first year of pediatric residency for
someone with previous nonpediatric experience. The PL-1
year must contain at least eight months of supervised
pediatric experience. Any or all of the remaining four
months may be scheduled by the pediatric training program
director for other enriching or elective educational experi-
ence. :

PL-2 refers to the second core year of an accredited
pediatric residency. Increased assumption of responsibility
including supervisory activities is expected. | = .

PL-3 refers to the third year of accredited pediatric
clinical training. It may be a chief or senior supervising
residency. . .

A year of supervisory experience must be an integral
part of the total three-year program. This year must include
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at least six months of direct and senior supervisory re-
sponsibility in general pediatrics. Subspecialty rotations, if

any, e.g., cardiology, hematology, neonatal intensive care,

nephrology, etc., should be at least one month in duration.
No one subspecialty should accumulate more than six
months time over a three year program and the total of all
such rotations should not exceed eleven months. In keeping
with the commitment of pediatrics to primary and com-
prehensive care, the three year program must include the
equivalent of at least six months’ experience in ambulatory
pediatrics. To enhance understanding of longitudinal as-
pects of disease, as well as growth and development, it is
recommended that at least a portion of the ambulatory
experience be of continuing as well as block assignments.
" An accredited training program may be entirely inde-
pendent (intramural) or may occur in two or more institu-
tions as an affiliated or integrated program. ' :

In both integrated and affiliated programs the strengths
of each institution are drawn upon to make a satisfactory
unitary educational experience for the house officer. The
amount of time to be spent by the house officer in each of
the participating hospitals should be determined by his/her
educational needs rather than by the service needs of each
institution. The educational objectives and experiences
obtained in each institution must be described. Copies of
formal written agreements and contracts specifying ad-
" ministrative and organizational relationships which bear
upon the educational program must be submitted.

Accredited programs may use the resources of other
‘appropriate but less closely affiliated hospitals or institu-
tions to provide certain essential or enriching elements in
the house officer’s training, such as newborn, subspecialty,
adolescent, development or community pediatrics rota-
tions. If such affiliate hospitals or institutions do not have
their own approval by the Residency Review Committee,
periods of rotation through them should not total more than
three months in each of the years of training. ‘

When a program which cannot supply a complete edu-
cational program relies upon another program to provide
some essential element, it is important that the arrange-

ment between the two programs be such that the needs of .

the house officer are actually met. The commitment of each
program to the other must be made explicit, and should be
embodied in an exchange of létters or in a contract indi-
cating: ’
1. the scope of the affiliation;
2. the resources in the affiliate program which will be
available to the house officer;

3. the duties and responsibilities the house officer will
have in the affiliate program;

4. the relationship which will exist between house offi-
cers and staff of the affiliate and primary programs.

The needs of the house officer will not be met in such
affiliations by his relegation to second-class status, such as
observer or other relatively inactive or passive participant,
and the Residency Review Committee will look with dis-
favor upon such arrangements if it appears that in the
affiliate program the affiliating house officer is not fully
absorbed into the prevailing pattern of instruction and
patient care.

Staff: Of foremost importance in a successful graduate
training program is the quality of supervision and evalua-
tion of the clinical work of the house officers. An attending
staff with professional ability, enthusiasm, and a sense of
responsibility for teaching is essential. The director of the
residency program must be capable of administering the
program in an effective manner and be competent in the
care of pediatrics patients. He/she should have demon-
strated ability as a teacher and be knowledgeable in the
related basic sciences and in research methodology. The
director should be certified by the American Board of

Pediatrics or should possess suitable equivalent qualifica-

tions. The faculty should contain similarly qualified teach-

\

Pediatrics

ers with diversified interests and expertise in clinical pedi-
atrics and the basic sciences, and should be sufficient in
number to meet the training responsibilities of the program.
Qualified pediatric subspecialists provide highly desirable
depth of teaching and facilitate the incorporation of new
advances into the training program. The example set by
dedication of the teaching staff to patient care is essential to

. the excellence of the educational program. Junior staff

appointments, equivalent to chief residencies at the
fourth-year or other advanced residency level, may be
desirable in some programs. Such appointments may serve
to provide better coordination and supervision of the ed-
ucational and patient care programs. )

Continuity of leadership over a period of years is im-
portant to the integrity of a program. The Committee feels
that it is imperative that the program director assume full
responsibility for supervision of the work of the depart-
ment. When a change in program director occurs, the
Committee must be notified promptly 'since appropriate
reevaluation of the program must be undertaken.

The chief of the service must take responsibilit?/ for all
educational programs, including any subspecialty pro-
grams, carried on in his department. All program descrip-
tions submitted from his department must bear his original
signature indicating his review and approval of the sub-

* mitted programs.

It is desirable that the staff include qualified members of
allied health professions, such as social service, physical
therapy, psychology, nutrition and the like. Adequate
numbers of qualified pediatric nurses are also essential.

Number of House Officers Appointed: The Committee
does riot designate the exact number of house officers
which should be appointed to a program. If evaluation of a |
program discloses deficient or excessive patient loads,
however, or if imbalances between supervisory and house
staff are found, the program director will be so advised and
correction will be expected. :

Scope of Training and Facilities: Residency programs in
pediatrics should be designed and.organized to prepare
physicians for comprehensive care of the pediatric patient,

_through a continuum of advancing educational experience
and increasing patient care responsibilities. The degree of
resident responsibility for patient care must be carefully
advanced during the training years according to the indi-
vidual’s capabilities in order to develop necessary medical
judgment and demonstrated competence.

Residents at all levels should be expected to provide care
for the whole patient. The program should include a broad
experience in all of the aspects of human growth and
development from conception through fetal life, infancy,
childhood and adolescence. Sufficient time must be de-
voted to studies in the basic sciences related to clinical
pediatrics. The patient population served should encom-
pass age groups from tlfe newborn (including premature
infants) through adolescence with respect to both thera-
peutic and preventive pediatrics. It is expected that ac-
credited programs will include adequate training in the
basic medical sciences, as well as in the clinical, laboratory,
public health and community aspects of pediatrics.

The house officers should be exposed to pathologic
conditions ranging from minor illness to life threatening
conditions requiring intensive care.. There should be ex-
perience with health supervision of the well child, diseases

‘encountered frequently in office-based pediatric practice,
psychological and social problems and problems which lie
in subspecialty areas, -both surgical and medical, involving.
chronic as well as acute or emergent conditions. )

The inpatient and outpatient facilities must be adequate
in size, variety and equipment necessary for. a broad edu-
cational experience in pediatrics. '

Ambulatory Services: A high quality of ambulatory pe-
diatric care is essential to adequate training. Attainment of
high quality requires the physical presence of supervising
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teachers in ambulatory settings where the patient load is
kept at a level controlled to permit adequate teaching. An
array of pediatric-problems varying widely in variety and

complexity should be included in the patient group cared

for in the outpatient setting. Appropriate consideration
should be given to the total environment including the
psycho-social influences on, and needs of, the patient and
family. Provision must be made for continuity between
inpatient and ambulatory services.

Certain aspects of ambulatory care deserve special
mention, and their implementation will be an important
factor relative to the accreditation of training programs.

1. Continuity Clinic (follow-up clinic): This clinic provides
experience with continuity of care for both house
staff and patients. House officers should have weekl
or biweekly assignment to the clinic, during whic
they should be relieved of other duties. Their patients
should include those initially cared for by the resident
on the ward or in the outpatient department, some
well children of different ages and children with a
variety of chronic diseases. Children with chronic,
and often multiple, problems are in the greatest need
of care such as this arrangement provides. Subspe-
cialty consultants for these patients should be avail-

able to the house officers. They should designate.

who will see their patients when they are not avail-
able. The duration of this commitment should be for
at least two years of training.

2. Acute lllness Clinic and Emergency Room: This
rotation can be non-educational if inadequately su-
pervised or if the patient load reaches a point where
learning is compromised. On the other hand, high
volume forces one to set priorities and facilitates

. development of accurate clinical judgment. The pa-
tient load should be kept reasonable with due con-
sideration being given to the stage of training of the
resident, the number of new patients versus return
visits and the complexity of the problems. The
duration of such an assignment should total at least
three months over the three years of core training.
Training in minor surgery and orthopedics should be
included in this rotation.

3. Specialty Clinics: Special clinics should provide the
house officer with experience in the role of a super-
vised consultant. It is strongly recommended that the
resident have experience in dermatology, allergy,
neurology, cardiology; psychology, developmental
pediatrics, care of the handicapped and adolescence.
Other desirable experiences include hematology,
endocrinology, gastroenterology, pulmonary and re-
nal disease, collagen diseases and learning problems.

Where special clinics for patients with these problems

do not exist, an equivalent exposure should be ar-
ranged. - e

4. Preceptorships: Office electives for preceptorships
may constitute up to two months in either the second
or third year of pediatric graduate education. As-
signments may be solid blocks of time, or may run
concurrently with other assignments on a part-time
basis. Training programs incorporating this educa-
tional method sﬁould submit to the Residency Re-
view Committee adequate descriptions of the con-
tent of these educational experiences and a short
curriculum vitae for each supervising preceptor.
Preceptors should be specifically designated by the
director and chosen for their willingness and ability in
teaching. The manner in which responsibility is del-
egated is important. House officers should be in-
volved in decision-making processes, not merely
function as observers. The house officer may ad-
vantageously accompany the preceptor on hospital
visits. The resident’s roﬁa in the management of in-
patients should not, however, conflict with that of

other house officers assigned to inpatient duty. A
preceptee is not a locum tenens employed to substi-
‘tute for a pediatrician temporarily absent from the
office. A preceptor must be physically present to -
supervise the résident and assure the resident’s
continuing educational experience.

A house officer in a preceptorial relationship should
be responsible for the maintenance of office records
as well as for the management of patients assigned to
him/her. The program director is responsible for the
maintenance of records of preceptorial activities, in-
cluding justification of the qualifications of the pre-
ceptor, evaluation of the house officer by the pre-
ceptor and evaluation of the preceptor by the house
ofticer.

Quantitative Requirements: It is not considered feasible
to establish numerical quotas of either inpatients or out-
patients for house officers. A relatively small inpatient
service may be offset by a sizeable outpatient department.
Programs should have a sufficient number and variety of
hospital patients to assure each house officer broad training
and experience. There should be a sufficient number of
residents at each level of the training program to provide
intellectual interaction necessary for a stimulating, worth-
while educational experience. Hospital duties should not be
so pressing or consuming that they preclude ample time for
other important phases of the training program or for
personal needs. On the other hand, it is equally essential
that the resident staff have a keen sense of responsibility for
patient care. Night and week-end duty provides a valuable
educational experience. Duty of this type not less than
every fourth night and week-end on inpatient services is
desirable.

Basic Science Teaching: Clinical rounds and conferences
should correlate fundamental physiological, biochemical, -
microbiological, pathological and psychological aspects of
disease in infancy, childhood and adolescence. Although
departmental clinical faculty may have sufficient knowl-
edge and expertise to provide satisfactory instruction,
participation of basic scientists may increase the breadth
and depth of the educational challenge. House officers
should be encouraged to utilize basic science resources in
the development of an understanding of the mechanisms of
diseases and their management. .

Laboratory, Radiology and Pathology Facilities: Labora-
tory, radiology and pathology services must be adequate to
permit the house officer to obtain an educational experi-
ence during the care of his/her patients. The services
should be available each day throughout the entire 24
hours. The percent of deaths in which autopsy is per-
formed, and the use to which this activity is put, reflect the
house officer’s interest in observing post-mortem findings,
the quality of the pathology service, and the intensity of the
attending staff’s interest in teaching.

Learning Experiences: The most important vehicle for
learning is the assumption of meaningful responsibility by
the house officer for arriving at his/her own diagnostic
impressions, for consulting appropriate literature or other
source material or persons, for developing plans for diag-
nostic studies and for writing orders. The resident must be
involved, under supervision, in an adequate number and
variety of procedures in order to develop appropriate skills.
This assumption of responsibility must be carefully super-
vised by the pediatric faculty and attending physicians.

The most important formal teaching session is attending
rounds conducted by a qualified teacher who is immedi-
ately available to the house officer for consultation and who
is backed by a staff of consultants in subspecialty areas.

In addition to the teaching rounds at the bedside, there
should be other regularly scheduled teaching assignments
which the house officer is required to attend. :

Conferences: In addition to regular departmental con-
ferences, there should be available teaching sessions de-
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voted to pathology, radiology, and various subspecialties
such as hematology, cardiology, neurology, basic sciences,
psychiatry and development. At least weekly, there should
. be an hour’s meeting attended by both house staff and

attending staff. House staff should be given the responsi-
bility of presenting and discussing patient material or other
subject matter. These conferences ought to involve the
house officers actively (not be simply didactic), and should
be conducted by highly qualified 1nd1v1duals preferably
with pediatric orientation.

Clinical Investigation and Research: Time consuming re-
search projects at the expense of clinical learning should
not be required for house officers in the relatively short core
training program in pediatrics. Encouragement, supervi-
sion and needed facilities should, however, be placed at the
disposal of the research-minded insofar as circumstances
permit.

Clinical lnvestlgatron such as the adequately supervised
collection of 'data, review of pertinent literature, and
preparation of a paper for presentation before a group,
offers valuable experience that might well be a requirement
for all house officers.

Medical Library: An adequate medical library should be
readily available day or night. There should be an.ample
supply of current pediatric textbooks and journals. If library
facilities are inadequate within the hospital, arrangements
should be made for ready access to a larger medical library.
Access to computerized literature search facilities is highly
desirable.

Records: There can be no substitute for a well taken
history and a carefully performed physical examination. On
the basis of these two procedures alone, the house officer

should record his/her imr)ressnons and develop an initial -

study and management plan. The house officer’s progress
notes and final summary are a revealing index of the quality
of his/her training. The medical record room should
" maintain a’cross-indexing system that makes patients’
charts readily available for review and study. The Com-
mittee recommends a unit record system for inpatient and
outpatient charts.

Evaluation: Periodic evaluation of the educational pro-

gress of all residents is required. Residents should be en- .

couraged to take a standard in-training examination at the
beginning of the PL-1 and PL-2 years and, if performance is
questionable or unsatisfactory, at the beginning of the PL-3
year. In-house evaluations, utilizing a variety of acceptable

techniques, must be carried out on a recurring basis. These "

evaluations must be discussed with the resident and must
be kept on file and be available for review.

One measure of the quality of a program is the per-
formance of its graduates in the examination of the
American Board.

Conclusion: Hospltals conducting accredited graduate
training programs in pediatrics, or contemplating estab-
lishment of such programs, should be ever mindful that
success for both teachers and students requires unselfish
expenditure of time, effort, ability and enthusiasm to the
end that the educational experience be of the highest
possible quahty ,

Effectwe: May, 1980. ACGME: May, 1980

Training Programs in
Pediatric Cardiology
I. Duration of Training and Prerequisites
A minimum period of two years!? is required, and a third
year, emphasizing research preparatory to an academic
career, is strongly recommended. Training need not be
confined to the parent institution although it is essential
that the resident in pediatric cardiology receive progressive
education, experience and responsibi!si,ties in the specialty.

‘9At the present time only two years of tralnmg will be accredited by the
Residency Review Committee.

Pediatrics Cardiology

Training programs in pediatric cardiology must exist in

-conjunction with an accredited three year pediatric resi-

dency program; these postgraduate programs should not
dilute the patient material available to the core program.
Ordinarily, the resident will have completed three years
of training in an ‘accredited pediatric residency program
prior to beginning a program in pediatric cardiology.

II. General Scope of Approved Programs

Graduate training in pediatric cardiology should provnde
for properly balanced, well-organized and progressive re-
sponsibility for care and study of patients on ward and
outpatient services. This must encompass age groups from
the newborn (including premature infants) through adoles-
cence. Approved programs must include adequate training
in the ‘basic medical sciences, as well as in the clinical
laboratory, public health and community aspects of pedi-
atric cardxology Significant experience in investigational
activities is expected. The resident must be exposed to
Fathologlc conditions ranging from moderate to those

und in the seriously ill child needing intensive care. There
must be experience with a broad spectrum of congenital
and acquired heart disease, both surgical and medical, and
chronic as well‘as acute or emergency situations. There
should be opportunities to develop teaching skills. These
opportunities should include both formal and informal ex-
periences, including rounds, outpatient clinics, confer-
ences, grand rounds and formal lectures. There should be
opportunities to participate in and learn the fundamentals
of administration of a pediatric cardiology program, in-
cluding organization of clinics, organization and function of
the cardiac team, ‘and interaction with support agencies in
the community such as CCS, third party insurance com-
panies, school nurses, public health nurses and others.

lI. Content Areas

A. Basic Sciences— The program should offer instruc-
tion through courses, seminars, workshops, or laboratory
experience to provnde appropriate background in basic and
fundamental disciplines related to the heart and cardiovas-
cular system, such as anatomy, physiology, biochemistry,
embryology, - pathology, pharmacology, genetics, bioelec-
tronics and biostatistics. The resident must receive in-
struction in cardiovascular pathology. Specimens demon-
strating the various types of congenital cardiovascular
anomalies should be classified and readily available for

'study. Conferences involving current pathological material

must be held and closely correlated with clinical experi-
ence; such conferences should include clinicians, surgeons,
physiologists, roentgenologists and pathologists.

Thorough understanding of embryology and anatomy of
the normal heart and vascular system as well as the devi-
ations from normal that may occur should be mastered.
Normal and abnormal cardiovascular and cardiopulmonary
physiology and metabolism should be taught, as well as
fundamentals of cardiovascular pharmacology, including
mechanisms of drug action, therapeutic indications, and
side effects.

B. Clinical Practnce——The program should prepare the
resident to provide optimal care and consultation for chil-
dren with cardiovascular disease. Clinical experience
should be broad and include inpatient and outpatient ex- .
perience and encompass age groups from newborn through
adolescence (birth to 21 years, preferably) with opportunity
to observe heart disease in adults, particularly congenital
and rheumatic disease.

Aftercare — The resident should participate in consul-
tations or conferences in which the medical and surgncal
staffs evaluate the results of surgery and the patient’s
cardiac status prigr to discharge from the hospital. The
resident should have the opportunity to arrange for
follow-up visits and send information to the referring phy-
sician to assist-him/her in the future management of the
patlent

Residencies in pediatric cardiology must offer broad and
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inclusive training in the specialty. This should include fun-
damentals of clinical diagnosis with special emphasis on
auscultation and physical examination, roentgenology,
electrocardiography, 2-D and M-mode echocardiography,
radionuclear cardiography, exercise stress testing, Holter

monitoring and such other laboratory tests that may be- -

come established to facilitate diagnosis and management.
Experience and instruction in techniques of and under-
standing of the limitations of cardiac catheterization and
selective angiocardiography are required. Opportumty
must be provided for the resident to participate in a mini-
mum number of catheterizations in infants an