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Preface

The Graduate Medical Education Directory (89th edition), pub-
lished by the American Medical Association (AMA)}, lists programs
accredited by the Accreditation Council for Graduate Medical Edu-
cation (ACGME).

The Directory provides medical students with a list of accredited
graduate medical education (GME) programs in the United States,
which aids them in making important professional decisions. State
licensing boards, specialty societies, and hospitals refer to the Di-
rectory to verify the authenticity of programs presented by physi-
cians who wish to qualify for licensure, certification, or hospital
privileges, The Directory provides a unigue historical record of ac-
credited GME programs and background information about the
ACGME accreditation process.

Contents of the Directory

Section [—Graduate Medical Education Information—summarizes
the accreditation policies and procedures followed by the ACGME.

Section II-—Essentials of Accredited Residencies in Graduate
Medical Education: Institutional and Program Requirements—pro-
vides information on the ACGME accreditation process, require-
ments for institutions sponsoring GME programs, and Program
Requirements for each of the medical specialties and
subspecialties, including the Common Program Requirements, The
Program Requirements deseribe curricular content for GME pro-
grams and may also address program resources and personnel, pro-
gram length, and other specifications.

Section [lI—Accredited Graduate Medical Education Pro-
grams—lists GME programs accredited by the ACGME as of Janu-
ary 20, 2004, the date the ACGME transferred to the AMA the data
used in this section. Section 11l provides program name, sponsoring
institution, major participating institution(s), program director
name, address, and phone/fax numbers, e-mail address, accredited
program length, ACGME approved/offered positions, and program
ID number. Specialties and subspecialties are listed in alphabetical
order. Programs within each specialty or subspecialty are listed in
alphabetical order by state and city. A list of accredited transitional
year programs offered by hospitals or groups of hospitals is also in-
cluded. (Nate: The Directory may include programs that are on pro-
bation. For information on a program’s current accreditation status,
contact the ACGME, 515 N State St/Ste 2000, Chicago, IL 60610; 312
464-4920; www.acgme.org.)

Section IV—New and Withdrawn Programs—Ilists GME programs
newly accredited since the publication of the 2008-2004 edition of
the Directory and programs that are no longer accredited to offer
GME as of December 31, 2003, or earlier.

Section V—Graduate Medical Education Teaching Institu-
tions—lists institutions and organizations that sponsor or partici-
pate in GME programs. Teaching institution listings include type of
affiliation (sponsor and/or participant) and are listed alphabeti-
cally by state and city. Institution listings include the name and ad-
dress of the institution, medical school affiliations (as verified
biennially by the deans of accredited US medical schools), a list of
the specialties and subspecialties in which the institution provides
training, and the institution identification number.

Appendix A—Combined Specialty Programs—provides informa-
tion on programs that offer combined specialty training. These com-
bined programs are approved by each respective medical specialty
board, and physicians completing combined training programs are
eligible for board certification. Although the ACGME has accredited
each program separately, neither the ACGME nor the Residency Re-
view Committees have reviewed these combined programs.

Appendix B—Medical Specialty Board Certification Require-
ments—contains information about the American Board of Medical
Specialties (ABMS)-and the certification requirements for each of
the 24 member boards of the ABMS. Certification is the process by
which a medical specialty board grants recognition to 2 physician
who has met certain predetermined qualifications, as specified by
the board. Certification requirements are also published by and
available from each medical specialty board. Questions concerning
certification requirements should be directed to the particular spe-
cialty board office listed in Appendix B.

Appendix C—Medical Schools in the United States—contains a
list of US medical schools accredited by the Liaison Committee on
Medical Education (LCME), including the identification number,
name, and location of each LCME-accredited medical school.

Appendix D—Graduate Medical Education Glossary—defines
various terms commonly used in GME.

Contents of the GMED Companion

The following sections, which had been included in previous edi-

tions of the Directory, are now available in the GMED Companion:

An Insider’s Guide to Selecting a Residency Program:

o Entry of Foreign-born Medical Graduates to the United States

s Fifth Pathway Program

o Appointment to US Armed Services Graduate Medical Education
Programs

» Electronic Residency Application Service (ERAS)

National Resident Matching Program (NRMP)

¢ Medical Licensure Information

Production of the Directory

The work of the ACGME's Residency Review Committees (RRCs),
which review and evaluate programs, provides a basis for program
and institution information included in Sections III through V of
the Directory. Through regular electronic data transfers, the
ACGME shares with the AMA information about accreditation ac-
tions and other changes. Although the AMA, in turn, shares with the
ACGME information collected on its annual survey of GME pro-
grams, directors of ACGME-accredited programs are reminded that
most RRCs require prompt notification, in writing, of changes in
the program’s leadership. Providing information on program direc-
tor changes via the National GME Census alone does not meet this
requirement, [n addition, most RRCs require a current copy of the
curriculum vitae for new program directors.

The Directory, as the official list of ACGME-accredited programs,
reflects accreditation actions completed as of January 20, 2004, the
date the ACGME transferred to the AMA the data used in Sections
I through V. Readers are reminded that accreditation actions and
related changes can alter the ACGME program population on a
daily basis and that the irectory serves only as a “snapshot” of this
population at a given moment, For updated information on
ACGME-accredited programs, consult the ACGME Web site at
WWW.ac8me.org.

The ACGME also provides the Institutional Requirements, Com-
mon Program Requirements, and Program Requirements listed in
Section IT of this Directory (Essentials of Accredited Residencies
in Graduate Medical Education). Accreditation of a residency pro-
gram indicates that the program and its sponsoring and affiliated
institutions are judged to be in substantial compliance with the Es-
sentiols.
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Preface

FREIDA Online™ (Fellowship and Residency
Electronic Interactive Database Access]

FREIDA Online™ provides Internet access to extensive informa-
tion on ACGME-accredited residency programs and combined spe-
cialty programs. FREIDA Online™ allows users to search these pro-
grams by program identifier, specialty/subspecialty, state/region,
program size, and educational requirements, among other vari-
ables. All program listings include program director name, address,
and phone number, as well as program length and program start
date(s). In addition, the majority of programs listed include ex-
panded variables, such as the number of positions, program bene-
fits (including compensation), resident-to-faculty ratio, work sched-
ule, policies, and educational environment,

FREIDA Online™ is available through the AMA home page at
www.ama-assn,org/go/freida.

AMA Physician Masterfile .

The AMA Physician Masterfile is a comprehensive and authontatlve
database on resident and licensed physicians used to produce por-
tions of the Directory as well as of FREIDA Online™ and AMA Phy-
sician Select. Masterfile data track physicians’ entire educational
and professional careers, from medical school and graduate medi-
cal education to practice.

Medical Education Data Service

The AMA Medical Education Data Service provides publlshed mfor-
mation, existing tables, custom tables, electronic data, and mailing
labels to educational institutions, professional associations, govern-
ment agencies, foundations, and others interested in collecting, an-
alyzing, and disseminating medical education data. Written re-
quests for data must state the purpose of the project, describe the
specific data service requested, include expected due date for data,
and provide the name, address, phone, and fax number of the pro-
ject contact. When requests require staff contribution or organiza-
tional overhead, a fee is assessed. Most data requests require a
licensure agreement.

Individuals interested in obtaining medical education data
should contact Sarah Brotherton, PhD, AMA, 515 N State 8t, Chi-
cago, IL 60610, 312 464-4487; sarah_brotherton@ama-assn.org.

Disclaimer

It is the AMA's understanding that all institutions hsted inthe -
Graduate Medical Education Directory are required by law to in-
clude the phrase “EEQ, M/F/D/V" (Equal Employment Opportunity,
Minority/Female/Disabled/Veteran) on any information distributed
for public view,

Back issues of the Directory

Copies of previous editions of the Directory are available for pur-
chase at $25 per copy. For more information of to order, please call
312 464-5333. In addition, the CD-ROM version of the Directory
contains Adobe Acrobat files of editions from 1996-1997 to the pres-
ent.

Special Acknowledgment to the ACGME

The AMA gratefully acknowledges the cooperation of the Accredita-
tion Council for Graduate Medical Education (ACGME) in supplying
the ACGME accreditation standards, the list of programs accredited
by the ACGME and sponsoring/participating institutions, and rele-
vant information about the ACGME accreditation process. Particu-
larly helpful have been the contributions of the RRC executive di-
rectors and accreditation administrators, who provided corrected

copy of Program Requirements and notification of recent RRC and
ACGME actions.

Finally, the AMA thanks ACGME staff Ingrid Philibert, John
Nylen, MBA, Rebecca Miller, MS, Jerry Vasilias, PhD, Doris Stoll,
PhD, and Kathy Malloy for their many ongoing contributions to the

,Dzrectm:a;
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Review and Accreditation of
Graduate Medical Education
Programs

]
G ra d u ate M Ed I ca I Note: This summary of the process of review and accreditation of

graduate medical education programs was adapted from official pol-

- icies of the Accreditation Council for Graduate Medical Education
E d u Catl 0 n (ACGME); for the official Manual of Policies and Procedures for
ACGME Residency Review Committees, other information related

to the accreditation process, and the current listing of accredited

-
I nfo rm atl 0“ programs, showing their status and length of review cycle, contact
the ACGME or consult the ACGME Web site at www.acgme.org.

Introduction

The Accreditation Council for Graduate Medical Education
(ACGME) is a separately incorporated organization, responsible for
the accreditation of approximately 7,800 allopathic graduate medi-
cal education programs. It has five member organizations: the
American Board of Medical Specialties, American Hospital Associa-
tion, American Medical Association, Association of American Medi-
cal Colleges, and Council of Medical Specialty Societies. Each mem-
ber organization nominates four individuals to the ACGME’s Board
of Directors. In addition, the Board of Directors includes three pub-
lic representatives, a resident representative, and the chair of the
Residency Review Committee Council. A representative for the fed-
eral government and the chair of the RRC Resident Council also
serve on the Board in a non-voting capacity.

The mission of the ACGME is to improve the quality of health in
the United States by ensuring and improving the quality of graduate
medical education experience for physicians in training. The
ACGME establishes national standards for graduate medical educa-
tion by which it approves and continually assesses educational pro-
grams under its aegis. It uses the most effective methods available
to evaluate the quality of graduate medical education programs. It
strives to develop evaluation methods and processes that are valid,
fair, open, and ethical.

In carrying out these activities the ACGME is responsive to
change and innovation in education and current practice, promotes
the use of effective measurement fools to assess resident physician
competency, and encourages educational improvement.

Under the aegis of the ACGME, the accreditation of graduate
medical education programs is carried out by 27 review committees
and a committee for the review of sponsoring institutions. These
committees have been delegated accreditation authority by the
ACGME. A Residency Review Committee (RRC) consists of repre-
sentatives appointed by the American Medical Association, the ap-
propriate specialty board, and, in some cases, a national specialty
organization, The Transitional Year Review Committee is composed
of ten members who are appointed by the chair of the ACGME in
conjunction with the Executive Committee. The term “review com-
mittee” is used to dencte a Residency Review Committee, the Tran-
sitional Year Review Committee and the Institutional Review
Committee. The Institutional Review Committee (IRC) is composed
of ten members appointed by the Chair of the ACGME in conjunc-
tion with the Executive Committee, The Institutional Review Com-
mittee assumes the responsibility for reviewing institutions which
sponsor multiple programs, It evaluates institutions for substantial
compliance with the Institutional Requirements.

Section|
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Review and Accreditation of Graduate Medical Education Programs

Graduate medical education programs are accredited when they
are judged to be in substantial compliance with the Essentials of
Accredited Besidencies in Graduate Medical Education. The Es-
sentials consist of () the Institutional Requirements, which are
prepared by the ACGME and apply to all programs, and (b) the Pro-
gram Requirements for each specialty and subspecialty. The re-
quirements are developed and periodically revised by a review
committee for its area(s) of competence, and are approved by the
ACGME. The activities of the ACGME extend only to those institu-
tions within the jurisdiction of the United States of America.

A list of programs accredited by the ACGME, including detailed
information about each program, is published by the American
Medical Association annually in the Graduate Medical Education
IHrectory, using information provided by the ACGME. As this list is
periodically updated to add or remove programs or to change their
accreditation status, the most current information is always found
on the ACGME’s Web listing of programs (www.acgme.org). With the
exception of this listing of programs and their current accreditation
status, the contents of program files are confidential, as are all
other documents regarding a program used by a review committee.

Application and Site Visit

The accreditation review process is sef in motion in one of two
ways, depending upon whether the program under consideration is
seeking initial accreditation, re-accreditation, or continued
accreditation.

Application

In the case of a program seeking initial accreditation or re-accredi-
tation, the process begins when the program director sends an ap-
plication to the executive director of the review committee. Review
and evaluation of an application involves several steps and usually
requires 8 to 10 months from the time the application is received
by the review committee executive director until an accreditation
action is taken.

The review committee executive director checks the application
for completeness and forwards the document to the director of field
activities , who schedules a site visit of the program. The scheduling
and completion of the site vigit take approximately 6 months. In
some specialties, a member of the review committee or a specialist
will review the application to identify areas requiring clarification
by the site visitor.

Re-accreditation following loss of accreditation involves the same
process deseribed above. A program cannot apply for re-accreditation
while engaged in the appeals process described in this document.
In addition, an institution placed on unfavorable status by the
Institutional Review Committee may not apply for any new
programs or reapply for programs withdrawn or voluntarily
withdrawn until if has once more attained favorable status.

Review of Accredited Programs
Accredited programs undergo site visits and reviews on cycles de-
termined by the review committee, as described below in the sec-
tions on actions regarding accreditation of general specialty and
subspecialty programs. Program directors are notified well in ad-
vance of the site visit, at which time they receive the appropriate
forms for completion, Program directors may request forms earlier.
A review committee may elect to review a program outside the
usual cycle. A program director also may request an early review,
However, a program will not be reviewed while it is in the appeals
process.

Function of Site Visitor

Annually, approximately 1,900 site visits are conducted by the
ACGME Field Staff, and between 100 and 200 visits are conducted
by Specialist Site Visitors, who are members of the particular spe-
cialty being reviewed. In either case, the site visitor does not partie-
ipate in the final accreditation decision or recommendation of the
review committee beyond providing a written report. It is the site
visitor’s primary responsibility to verify the information that has
been provided by the program director. The site visitor also con-
ducts interviews with administrators, faculty, and residents in order
to report accurately on the various aspects of the educational pro-
gram. The site visitor, whether field staff or specialist, should not be
viewed as a consultant to the program and should not be expected
to provide feedback to the program or to conduct a formal exit
interview.

After the site visit has been completed, the site visitor’s report is
submitted fo the review committee executive director, who pre-
pares the program file for evaluation by the review committee. The
site visitor is not present when the review committee evaluates the
program.

Review and Accreditation

The review committee reviews the program information in detail,
evaluates the program, and determines the degree to which it
meets the published educational standards (Essentials). The re-
view committee decides upon an accreditation status for the pro-
gram and identifies areas of noncompliance with the Fssentials.

Actions Regarding Accreditation of General
Specialty Programs

The following actions may be taken by a review committee regard-
ing the accreditation status of general specialty programs and by
the Transitional Year Review Committee regarding the status of
fransitional year programs.

Withhold Accreditation

A review committee may withhold accreditation when it determines
that the proposal for a new program does nof substantially comply
with the Essentials. The review committee will cite those areas in
which the proposed program does not comply with the Essentials.

Provisional Accreditation

Provisional accreditation is granted for initial accreditation of a
program or for a previously accredited program that had its accredi-
tation withdrawn and has subsequently applied for re-accreditation.
Provisional accreditation may also be used in the unusual circum-
stance in which separately accredited programs merge into one or
an accredited program has been so altered that in the judgment of
the review committee it is the equivalent of a new program.

When a program is accredited on a provisional basis, the effec-
tive date of accreditation will be stipulated. Under special circum-
stances, the effective date may be made retroactive; however,
unless specifically justified, it should not precede the beginning of
the academic year during which the program is accredited.

Provisional accredifation implies that a program is in a develop-
mental stage. It remains to be demonstrated that the proposal for
which accreditation was granted will be implemented as planned. A
review committee will monitor the developmental progress of a pro-
gram accredited on a provisional basis, Following accreditation,
programs should undergo a site visit in approximately 2 years in
preparation for review by the respective committee. The interval
between accreditation and the next review of the program should
not exceed 3 years, In the course of monitoring a program’s
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development, a review committee may continue provisional accredi-
tation; however, the total period of provisional accreditation should
not exceed b years for programs of 4 years’ duration or less, or the
length of the program plus 1 year for programs of 5 years' duration
or longer. With the exception of special cases as determined by a re-
view committee, if full accreditation is not granted within either of
these time frames, accreditation of the program should be
withdrawn.

Full Accreditation

A review committee may grant full accreditation in three

circumstances:

A. When programs holding provisional accreditation have demon-
strated, in accordance with ACGME procedures, that they are
functioning on a stable basis in substantial compliance with the
Essentials;

B. When programs holding full accreditation have demonstrated,
upon review, that they continue to be in substantial compliance
with the Essentials; and

C, When prograims holding probationary accreditation have demon-
strated, upon review, that they are in substantial compliance
with the Essentials.

The maximum interval between reviews of a program holding full
accreditation is 5 years; however, a review committee may specifya
shorter cycle.

Probationary Accreditation

This category is used for programs holding full accreditation that
are no longer considered to be in substantial compliance with the
Essentials. The normal interval for review of programs holding pro-
bationary accreditation is 2 years; however, a review committee may
specify a shorter cycle. In reviewing a program holding probationary
accredifation, a committee may exercise the following options:
grant full accreditation; withdraw accreditation; or, in special cir-
cumstances, continue probationary accreditation. A program should
not hold probationary accreditation for more than 4 consecutive
years until it is returned to full accreditation or the review commit-
tee acts to withdraw accreditation. This period may be extended

for procedural reasons, as when a program exercises the right to ap-
peal procedures or the review schedule exceeds 4 years. The proba-
tionary period is calculated from the date of the initial decision for
probation. The Procedures for Proposed Adverse Actions and Proce-
dures for Appeal of Adverse Actions, in subsequent text, provide
further details on adverse actions.

Withdrawal of Accreditation

Accreditation of a program may be withdrawn under the following

conditions:

A, Noncompliance with Essentials. Accreditation of programs hold-
ing either provisional accreditation or probationary accreditation
may be withdrawn as follows:

1. For programs holding provisional accreditation, once a review
committee has notified a program director that the program
has not developed as proposed to establish and maintain sub-
stantial compliance with the Essentials, the program will be
subject to withdrawal of acereditation for failure to be in sub-
stantial compliance with the Essentials.

2. For programs holding probationary accreditation, once a re-
view committee has notified a program director that the pro-
gram is accredited on a probationary basis, the program will
be subject to withdrawal of accreditation for continued failure
to be in substantial corapliance with the Essentials.

3. In giving notification, as indicated in 1 and 2 above, a review
committee must indicate the areas in which the program is
judged not to be in substantial compliance with the Essentials. It
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is understood that these areas may change in the course of
multiple reviews conducted from the time a program is first
given notice that it is not in compliance until withdrawal of ac-
creditation may occur. )

B. Request of Program. Voluntary withdrawal of accreditation may
occur at the request of the program director in the following
ways:

1. A program director may request voluntary withdrawal of ac-
creditation of a program, without prejudice. It is expected that
if a program is deficient for one or more of the reasons set
forth in E below, the director will seek voluntary withdrawal of
accreditation, Normally such requests would come from the
program director, with a letter of confirmation from the spon-
soring institution’s chief executive officer.

2. Two or more programs may be merged into a single new pro-
gram. If the review committee accredits the new program, it
will take concurrent action for withdrawal of accreditation,
without prejudice, of the previously separate programs, The re-
view committee will consider the expressed preference of the
program director in establishing the effective date for with-
drawal of acereditation of the program(s).

C. Delinquency of Payment. Programs that are judged to be delin-
quent in payment of fees are not eligible for review and shall be
notified by certified mail, return receipt requested, of the effec-
tive date of withdrawal of accreditation. On that date, the pro-
gram will be removed from the list of ACGME-accredited
programs.

D. Noncompliance with Accreditation Actions and Procedures. A
prograr director may be deemed to have withdrawn from the
voluntary process of accreditation and a review committee may
take appropriate action to withdraw accreditation if that director
refuses to comply with the following actions and procedures:

1. To undergo a site visit and program review;

2. To follow directives associated with an accreditation action;
and

3. To supply a review committee with requested information,

E. Program Inactivity or Deficiency. A review committee may with-
draw acereditation from a program, regardless of its current ac-
creditation status, under the following circumstances:

1. The program has been inactive for 2 or more years, without re-
questing and being granted official “inactive status.”

2. The program has incurred a catastrophic loss or complete
change of resources, e.g., faculty, facilities, or funding, such
that the program is judged not accreditable.

3. The program has incurred an egregious accreditation
violation,

F. Withdrawal of accreditation for reasons noted in the above para-
graphs (Delinquency of Payment, Noncompliance with Accredita-
tion Actions and Procedures, and Program Inactivity or Defi-
ciency) is an administrative action and is not subject to the
appeals process.

G. The following policies apply when action is taken to withdraw ac-
creditation (except for establishment of an effective date in the
case of voluntary withdrawal of accreditation or withdrawal of
accreditation because of inactivity or deficiency):

1. The effective date of withdrawal of accreditation shall not be
less than 1 year from the date of the final action taken in the
procedures to withdraw accreditation.

2. The effective date of withdrawal of accreditation shall permit
the completion of the training year in which the action be-
comes effective.

3. Once notification has been made of the effective date of with-
drawal of accreditation, no residents may be appointed to the
program.
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4. When action has been taken by a review committee to with-
draw accreditation of a residency program and the program
has entered into appeal procedures, an application for re-ac-
creditation of the program will not be considered until the ap-
peal action is concluded.

The Procedures for Proposed Adverse Actions and Procedures

Jor Appeal of Adverse Actions, provided in this document, contam
further details. :
H: Inactive Status in Lieu of Withdrawal of Accreditation

A program in otherwise good standing that has not been active

(had residents) for 2 or more years may request “inactive status”

in lieu of withdrawal of accreditation if it is contemplated to re-

activate the program within the next 2 years. The RRC may stipu-
late what assurances must be provided for reactivation to be sure
the program continues in substantial compliance. For dependent
subspecialty programs, “inactive status” does not exempt from
policies related to accreditation status. Unless the general spe-
cialty program is in full or continued accreditation the depend-
ent subspecialty is not eligible for “inactive status.” Programs
with residents may not elect to become inactive until all resi-

dents have left the program. .
In any event a program may not retain accreditation for more

than 4 consecutive years without residents even with “inactive

status” for.2 years.

Actions Regardmg Accreditation of Suhspaclalty

Programs

There are two procedural models for the aecredltatmn of

subspecialty programs;

A. When the accreditation status of a subspecialty program is not
directly related to, or dependent upon, the status of a general
specialty/parent program, the subspecialty programs are accred-
ited in accordance with the same procedures used for general
specialty programs as heretofore described,

B. When the accreditation status of a subspecialty program is di-
rectly related to, or dependent upon, the status of a general spe-
cialty/parent program, the following accreditation actions are
used:

1. Withhold Accreditation. A review committee may withhold ac-
creditation when it determines that the propoesal for a new
subspecialty program does not substantially comply with the
Essentials. The review committee will cite those areas in
which the proposed program does not comply with the
Essentials.

2. Accreditation, The subspecialty program has demonstrated
substantial compliance with the Essentials and is attached to
a general specialty program that holds full accreditation or is
otherwise deemed satisfactory by the review commitiee.

3. Accreditation With Warning, The accredited subspecialty pro-
gram has been found fo have one or more areas of noncompli-
ance with the Essentinls that are of sufficient substance to re-
quire correction.

4. Accreditation With Warning, Administrative. The general spe-
cialty program to which the subspecialty program is attached
has been granted accreditation on a probationary basis. This
action simultaneously constitutes an administrative warning
of potential loss of accreditation to any subspecialty program
that is attached to the general specialty program.

5. Withdraw Accreditation. An accredited subspecialty program
is considered not to be in substantial compliance with the
Fssentials and has received a warning about areas of
noncompliance.

6. Withdraw Accreditation, Administrative. If a general specialty
program has its accreditation withdrawn, simultaneously the

accreditation of any subspecialty program that is attached to
the general specialty program is administratively withdrawn.

7. Other Actions by a Review Committee. The policies and proce-
dures on withdrawal of accreditation of general specialty pro-
grams, as well as those on deferral of action, resident comple-
‘ment; participating institutions, and progress reports governing
general specialty programs, also apply to the actions concern-
ing subspecialty programs.

Warning Notices

A review committee may use a special procedure to advise a pro-

gram director that it has serious concerns about the quality of the

program and that the program’s future accreditation status may be
in jeopardy. In keeping with the flexibility inherent in the accredi-
tation process, each review committee may use this procedure in
accordance with its own interpretation of program quality and the
use of the different accreditation categories. This procedure is not
considered an adverse action and therefore is not subject to the ap-
peal procedures.

The warning procedure may be used as follows:

A. For a program with provisional accreditation. A review commit-
tee may elect to continue provisional accreditation, but include
in the letter of notification a statement that the program will be
reviewed in approximately 1 year, following a site visit, at which
time withdrawal of accreditation will be considered if the pro-
gram has not achieved satisfactory development in establishing
substantial compliance with the Essentials.

" B. For a program with full accreditation. A review committee may

elect to continue full accreditation, but include in the letter of
notification a statement that the program will be reviewed in ap-
- proximately 1 year, following a site visit, at which time probation-

ary accreditation will be considered if the program is not in sub-
stantial compliance with the Essentinls.

C. Review committees may extend the interval before the next re-
view to 2 years, as in cases where program improvements may be
addressed more appropriately within 2 years rather than 1 year.

Deferral of Accreditation Action

A review committee may defer a decision on the accreditation sta-
tus of a residency program. The primary reason for deferral of ac-
creditation action is lack of sufficient information about specific is-
sues, which precludes an informed and reasonable decision. When a
committee defers accreditation action, the residency program re-
tains its current accreditation status unt‘il a final decision is made.

Size of Resident Complement

The complement of residents in a program must be commensurate
with the total capacity of the program to offer each resident an edu-
cational experience consistent with accreditation standards; thus, a
review committee may indicate that a residency program is accred-
ited to train a specific number of residents as a maximum at any
one time. In addition, a committee may indicate the number of rési-
dents t6 be trained in each year of the program. A review commit-
tee may also indicate that a minimum number of residents is con-
sidered necessary in each program to provide an effective learning
environment.

Participating Institutions

The sponsoring institution of a residency pmgram may utilize one
or more additional institutions to provide necessary educational re-
sources. In such cases, a review committee may evaluate whether
each participating institution contributes meaningfully to the edu-
cational program.
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Progress Reports

A review committee may request a progress report from a program

director. The committee should specify the exact information to be

provided and a specific due date for the report. The progress report
should be reviewed by the sponsoring institution GMEC and signed
by the chair of the GMEC.

Notification of Accreditation Status

Letters of Notification

Accreditation actions taken by a review committee are reported to
program directors by formal letters of notification. The accredita-
tion status of any program will change only by subsequent action of
the review committee. The notification letters usually contain refer-
ence to the approximate time of the next site visit and review of the
program.

Notifying Residents and Applicants

All residents in a program, as well as applicants (that is, all candi-
dates invited to come for an interview), should be aware of the ac-
creditation status of the program and must be notified of any
change in the accreditation status. When an adverse action is
taken, program directors must notify all current residents as well as
applicants to the program in writing. For applicants, the informa-
tion on accreditation status must be provided in writing prier to
having candidates come to the program for an interview. Copies of
the letters to residents and applicants must be kept on file by the
program director and a copy must be sent to the executive director
of the review committee within 50 days of receipt of the notification
of the adverse action. Additional information regarding notification
letters is contained in the Procedures for Proposed Adverse Actions
and Procedures for Appeal of Adverse Actions.

Duration of Accreditation

When a residency program is initially accredited, accreditation’
commences with the date specified in the letter of notification. A
program remains accredited until formal action is taken by a review
committee to withdraw accreditation. The action to withdraw ac-
creditation will specify the date on which accreditation ends.
ACGME accreditation does not lapse merely because of the passage
of time. The time interval specified in the letter of notification is
the time of the next site visit and review; it does not iraply that ac-
creditation will end when the time of next review occurs.

Identification of Programs in ACGME Records

Because numerous users consult and reference ACGME records,

the ACGME retains the right to identify programs in a way that is

consistent and will not give unfair advantage to any program.
The following standards are followed:

a. The program title clearly identifies the sponsoring institution,

b. Only one sponsoring institution is identified.

c. Participating institutions are identified in the program listing
only if they provide major teaching sites for resident education.
This means that, in a 1-year program, residents must spend at
least 2 months in a required rotation at the site for it to be listed;
in a 2-year program, the rotation must be 4 months, and in a pro-
gram of 3 years or longer, the rotation must be at least 6 months.
Review committees retain the right to grant exceptions to this
formula.

d. Qutpatient facilities and ambulatory clinics generally are not
listed.
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e. Units that do not operate under a separate license are not listed
as discrete training sites.

Procedures for Proposed Adverse:
Actions and Procedures for Appeal of
Adverse Actions

ACGME Procedures for Proposed Adverse Actions
(Approved by ACGME June 24, 2003)

The following procedures will be implemented when a Residency
Review Committee (RRC) dstermines that a program is not in sub-
stantial compliance with the Essentials of Accredited Residencies
i Graduate Medical Education (Essentials), [Note: Here and else-
where in these Procedures for Proposed Adverse Actions, reference
to “Residency Review Committee” also includes the ACGME’s Tran-
sitional Year Review Committee.]

a. When an RRC determines that an adverse action is warranted,
the RRC will first give notice of its proposed adverse action to the
program director and to the Designated Institutional Official of
the sponsoring institution. This notice of proposed adverse action
will include the citations that form the basis for the proposed ad-
verse action, a copy of the site visitor’s report, and the date by
which the program may submit, in writing, its response to each of
the citations and to the proposed adverse action. [Note: Here and
elsewhere in these Procedures for Proposed Adverse Actions, the
word “action” reflects delegation of accreditation authority to
the RRC. In the event of a decision by an RRC not holding dele-
gated authority, read “recommendation of an RRC and action by
the ACGME” throughout the procedures. ]

b. The program may provide to the RRC written information revis-
ing or expanding factual information previously submitted; chal-
lenging the findings of the site visitor; rebutting the interpreta-
tion and conclusions of the RRC; demonstrating that cited areas
of noncompliance with the published standards either did not ex-
ist or have been corrected since the time when the RRC reviewed
the program and proposed an adverse decision; and contending
that the program is in corapliance with the standards. The RRC
will determine whether the information may be considered with-
out verification by a site visitor,

¢. The RRC will complete its evaluation of the program at a regu-
larly scheduled meeting, as indicated to the program director in
the notice of proposed adverse action. The RRC may confirm the
adverse action or modify its position and take a nonadverse
action.

d. If an RRC confirms the adverse action, it will communicate to
the program director the confirmed adverse action and the cita-
tions, as described above, including comments on the program
director’s response to these citations.

e. The letter of notification, which will include information on the
right of the program te appeal the RRC’s decision to the ACGME,
will be sent to the program director, and the DIO. The program
director may appeal the decision; otherwise, it is final. if the de-
cision is accepted as final, the program director may subse-
quently request a new review in order to demonstrate that the
program is in compliance with the standards.

f. Upon receipt of notification of a confirmed adverse accreditation
action, the program director must inform, in writing, the resi-
dents and any applicants who have been invited to interview
with the program that the adverse action has been confirmed,
whether or not the action will be appealed. A copy of the written
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notice must be sent to the executive director of the .RRC within
50 days of receipt of the RRC’s letter of notification.

ACGME Procedures for Appeal of Adverse Actions
(Approved by ACGME June 24, 2003)

a. If a Residency Review Committee (RRC) takes an adverse action,
the program may request a hearing before an appeals panel.
{Note: Here and elsewhere in these Procedures for Appeal of Ad-
verse Actions, reference to "Residency Review Committee” also
includes the ACGME's Transitional Year Review Committee. ]
[Note: Here and elsewhere in these Procedures for Appeal of Ad-
verse Actions, the word “action” reflects delegation of accredita-
tion authority to an RRC. In the event of a decision by an RRC
not holding delegated authority, read “recommendation of an
RRC and action by the ACGME” throughout the procedures.] If a
written request for such a hearing is not received by the execu-
tive director of the ACGME within 30 days following receipt of
the letter of notification, the action of an RRC will be deemed fi-
nal and not subject to further appeal.

b. Requests for a hearing must be sent express mail to: Executive
Director, Accreditation Council for Graduate Medical Education,
515 North State Street, Suite 2000, Chicago, Illinois 60610.

c. Ifa hearing is requested, the appeals panel will be appointed ac-
cording to the following procedures:

1) The ACGME shall maintain a list of qualified persons in each
specialty as potential appeals panel members.

2) For a given hearing, the program shall receive a copy of the
list of potential appeals panel members and shall have an op-
portunity to delete a maximum of one-third of the names from
the list of potential appeals panel members. Within 15 days of
receipt of the list, the program shall submit its revised list to
the executive director of the ACGME.

3} A three-member appeals panel will be constituted by the
ACGME from among the remaining names on the list.

a. When a program requests a hearing before an appeals
panel, the program reverts to its status prior to the ap-
pealed adverse action until the ACGME makes a final deter-
mination on the status of the program. Nonetheless, at this
time residents and any applicants who have been invited to
interview with the program must be informed in writing as
to the confirmed adverse action by an RRC on the
accreditation status. A copy of the written notice must be
sent to the executive director of the RRC within 50 days of
receipt of the RRC’s letter of notification.

b. Hearings conducted in conformity with these procedures
will be held at a time and place to be determined by the
AGGME. At least 25 days prior to the hearing, the program
shall be notified of the time and place of the hearing,

¢. The program will be given the documentation of the RRC
action in confirming its adverse action.

d. The documents comprising the program file, the record of
the RRC'’s action, together with oral and written presenta-
tions to the appeals panel, shall be the basis for the recom-
mendations of the appeals panel.

e. The appeals panel shall meet and review the written record,
and receive the presentations. The appropriate RRC shall

panel shall not be bound by technical rules of evidence usu-
ally employed in legal proceedings.

The program may not amend the statistical or narrative
descriptions on which the decision of the RRC was based.
The appeals procedures limit the appeals panel’s jurisdie-
tion to clarification of information as of the time when the
adverse action was confirmed by the RRC. Information
about the program subsequent to that time cannot be con-
sidered in the appeal. Purthermore, the appeals panel shall
not consider any changes in the program or descriptions of
the program which were not in the record at the time when
the RRC reviewed the program and confirmed the adverse
decision. [Note; Option: When there have been substantial
changes in a program and/or correction of citations after
the date of the confirmed action by the RRC, a program may
forego an appeal and request a new evaluation and
accreditation decision. Such an evaluation will be done in
accordance with the ACGME procedures, including an
on-site survey of the program. The adverse status will
remain in effect until a reevaluation and an accreditation
decision have been made by the RRC.] Presentations shall
be limited to clarifications of the record, arguments to
address compliance by the program with the published
standards for accreditation, and the review of the program
in the context of the administrative procedures governing
accreditation of programs, Presentations may include
written and oral elements, The appellant may make oral
arguments to the appeals panel, but the oral argument will
be limited to two hours in duration.

The appellant shall communicate with the appeals panel
only af the hearing or in writing through the executive di-
rector of the ACGME.

The appeals panel shall make recommendations to the
ACGME whether there is substantial, credible and relevant
evidence to support the action taken by the RRC in the mat-
ter that is being appealed. The appeals panel, in addition,
will make recommendations as to whether there has been
substantial compliance with the administrative procedures
governing the process of accreditation of graduate medical
education programs.

f. The program may submit additional written material within

15 days after the hearing. The intention to submit such ma-
terial must be made known to the appeals panel at the
hearing.

g. The appeals panel shall submif its recommendations to the

ACGME within 20 days after receipt of additional written
material. The ACGME shall act on the appeal at its next reg-
ularly scheduled meeting.

h. The decision of the ACGME in this matter shall be final,

There is no provision for further appeal.

i. The executive director of the ACGME shall, within 15 days

following the final ACGME decision, notify the program un-
der appeal of the decision of the ACGME,

be notified of the hearing and a representative of the RRC
may attend the hearing to be available to the appeals panel
to provide clarification of the record.

Proceedings before an appeals panel are not of an adver-
sary nature as typical in a court of law, but rather, provide
an administrative mechanism for peer review of an accredi-
‘tation decision about an educational program. The appeals

Program Organization

The organization of a program may involve any of several adminis-
trative forms, For example, a program may be conducted within a
single institution, that is, the assignment of residents is limited to
that institution; or a program may involve more than one institu-
tion, that is, the resident assignments are not limited to the spon-
soring institution,

Some RRCs have specific requirements relating to program orga-
nization. These may be found in the appropriate Program
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Requirements (see Section IT). In all cases, however, a single,
clearly identified sponsoring organization must exercise oversight
over the educational program.

Institutional Review

Procedures for review of sponsoring institutions for compliance
with the Institutional Requirements of the Essentials have been es-
tablished, in addition to the process of review and accreditation of
programs in graduate medical education.

The purpose of the review is to determine whether the sponsor-
ing institution provides the necessary educational, financial,
and human resources to support graduate medical education;
supports the residents and their work environment through
well-established and documented policies and procedures; and
provides strong oversight of the residency programs to ensure
substantial compliance with the Program Requirements. Insti-
tutions that sponsor programs in two or more different core spe-
cialty or subspecialty areas will undergo an institutional site visit
and will have formal review by the Institutional Review Committee
of the ACGME. Institutions that sponsor only one residency pro-
gram, one residency program and its related subspecialty(ies), or
several residencies in only one specialty, such as Family Practice,
will undergo an institutional review as part of their program site
visit and will be reviewed by the appropriate RRC.

Results of institutional review evaluation for institutions that un-
dergo a formal institutional review by the IRC are reported as ei-
ther favorable or unfavorable in a letter of report. The date of the
next institutional review will be identified in this letter. Results of
institutional review for institutions that do not undergo a formal in-
stitutional review by the IRC are incorporated into the letter of no-
tification concerning program accreditation.

An institution that has received an unfavorable evaluation can .
request another institutional review earlier than the specified re-
view cycle. An unfavorable review of an institution may lead to the
withdrawal of accreditation of all the residency programs sponsored
by the institution at the time of the institution’s next review. An ap-
peals mechanism has been established for the latter contingency.

Fees for Evaluation and Accreditation

Fees charged for the accreditation of programs are determined an-
nually by the ACGME. As of January 1, 2000, the following fee
schedule is in effect.

Application Fee

A fee is charged for processing applications for programs seeking
initial accreditation. This also applies to programs seeking re-ac-
creditation following any withdrawal status. The charge for applica-
tions is $3,000. It is normally billed at the time the application is
received. '

Program Fee

An annual accreditation fee is assessed on a per program basis for
all accredited programs. This annual fee is $2,000 for programs with
five or fewer residents and $2,500 for programs with five or more
residents. This fee is billed around January 1 of each year and ap-
plies to the current academic year.

Palm Pilot Fee
Programs required to use the ACGME Internet Case log system for
tracking resident cases may choose the option of utilizing Palm

Review and Accreditation of Graduate Medical Education Pragrams

Pilots to record and then upload data info the system. Though use
of the Infernet system is free to all accredited residencies, the Palm
Pilot interface carries a $25 per resident per year charge. Use of a
Palm Pilot is optional. This is a pass-through charge for software li-
censing required for Palm Pilot use.

GME Information

Cancelled Site Visit Fee

Should a program cancel or postpone a scheduled site visit, includ-
ing cancellation of the site visit for a program electing voluntary
withdrawal of accreditation or inactive stafus, if inadequate notice
is provided the ACGME may impose a cancellation fee penalty of up
to $2,000. This penalty may be imposed at the discretion of the Di-
rector of Field Activities.

Inactive Fee

Programs with no residents in the current academic year and with a
status of continued full accreditation may wish to be placed ina
status of Accredited - Inactive, The fee is $2,000. This fee is for each
academic year and is effective starting the academic year in which
the RRC approves the change in status.

Appeal Fee

The fee for an appeal of an accreditation: decision is $10,000 plus ex-
penses of the appeals panel members, and the associated administra-
tive costs shall be shared equally by the appellant and the ACGME.

Information and Inquiries

Inquiries regarding the accreditation of residency programs should
be directed to ACGME staff members listed below. The educational
standards (Essentials of Accredited Residencies in Graduate Medi-
col Education: Institutional and Program Reguirements) pub-
lished in this edition of the Graduate Medical Education Directory
have an effective date as indicated for each document. Please con-
sult with the ACGME for changes in those standards that occur
throughout the year. Copies of the Institutional Requirements and
of the Program Requirements for each specialty/subspecialty may
be obtained through the Internet at www.acgme.org, Other docu-
ments pertaining to the accreditation process are also available
through this source.

The address for the ACGME is as follows:
ACGME
515 N State St/Ste 2000
Chicago, IL 60610

Inquiries regarding fees should be directed to;
Barbara J Warren

ACGME Credit Manager {invoices, vouchers)
515 N State St/Ste 2000

Chicago, IL 60610

312 755-5006

ACGME staff members may be contacted for information as follows:
David C Leach, MD

Executive Director, ACGME

312 765-5007

E-mail: dcl@acgme.org

Executive Directors of RRCs

Judith S Armbruster, PhD

« Anesthesiology

s Nuclear Medicine

¢ Radiology-Diagnostic

312 755-6043 .
E-mail: jsa@acgme.org
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Patricia Levenberg, PhD

o Allergy and Immunology

¢ Ophthalmology

» Otolaryngology

312 755-5048

E-mail: plevenberg@acgme.org
Steven P Nestler, PhD

¢ Dermatology

» Medical Genetics

» Orthopaedic Surgery

¢ Pathology

812 755-5025

E-mail: spn@acgme.org

Paul O’Connor, PhD

o Colon and Rectal Surgery

» Obstetrics and Gynecology
» Physical Medicine and Rehabilitation
312 755-6039

E-mail: poc@acgme.org

Mary Alice Parsons

s Family Practice

s Pediatrics

312 755-5045

E-mail: map@acgme.org
William E Rodak, PhD

¢ Internal Medicine
312 755-5497

E-mail: wer@acgme.org

Doris A Stoll, PhD

» (General Surgery

s Plastic Surgery

o Thoracic Surgery

s Urology

312 755-5499

E-mail; das@acgme.org

Larry D Sulton, PhD
Emergency Medicine
Neurological Surgery
Neurology
Preventive Medicine
Psychiatry

312 755-5027

E-mail: lds@acgme.org
Cynthia Taradejna
Institutional Review Committee
312 755-5004

E-mail: cat@acgme.org

Linda Thorsen

+ Transitional Year Review Committes
» Radiation Oncology

312 765-5029

E-mail: Imt@acgme.org

» ¢ o 0
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Associate Executive Directors of RRCs
Kathy Malloy

o Orthopaedic Surgery

o Neurology

» Pathology

» Pgychiatry

312 755-5046

E-mail: kmalloy@acgme.org

Karen L Lambert

* Internal Medicine
312-765-5785

E-mail; kll@acgme.org

Marsha A Miller

» New Program Directors

s Parker J. Palmer Courage to Teach Award
s Residency complaints

312 755-5041 )

E-mail: mmiller@acgme.org

Linda Thorsen
* Anesthesiology Subspecialties
¢ Diagnostic Radiology Subspecialties

Other ACGME Personnel

Ingrid Philibert

Director of Field Activities (site visits)
312 755-6003 '

E-mail: iphilibert@acgme.org

Jerry Vasilias, PhD

Associate Director of Field Activities (site visits)
312 755-5015

E-mail: jvasilias@acgme.org

John H Nylen, MBA

Chief Operations Officer

312 765-7121

E-mail: jhn@acgme.org

Susan R Swing, PhD

Executive Director of Research

312 755-7447

E-mail: srs@acgme.org

Rebecca Miller, MS

Director of Operations and Data Analysis
312 755-7119

rmiller@acgme.org

Tami § Walters

ACGME Accreditation Appeals Administrator
312 755-5002

E-mail: tsw@acgme.org

Richard Murphy

Director of Human Resources

312 755-7122

E-mail: rmurphy@acgme.org

Julie Jacob

Manager of Corporate Communications

312 756-7133

E-mail: jjacob@acgme.org -

Linda Gordon

Manager, Meeting Services

312 755-7142

E-mail; Igordon@acgme.org

Sheri A Bellar

Help Desk Specialist, Department of Information Services
312 755-7129

E-mail: sab@acgme.org

Brenda Trevino

Help Desk Specialist, Department of Information Services
312 7656-7125

E-mail:btrevino@acgme.org
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Preface

Section II-—Essentials of Accredited Residencies in Graduate Med-
ical Education: Institutional and Program Requiremenis—begins
with a preface containing general information about the three
major phages of the education of physicians, the accreditation of
graduate medical education programs, and a glossary of selected
terms, followed by a copy of the Institutional Requirements and the
Common Program Requirements, both effective July 1, 2003. The
bulk of Section I consists of Program Requirements organized by
specialty/related subspecialty, reflecting updates/revisions in 2003.
Because the RRCs meet periodically throughout the year to review
programs, the most current list of accredited programs of graduate
medical education and relevant Program Requirements can be
found at the ACGME Web site at www.acgme.org,

Preface

I. The Education of Physicians
Medical education in the United States occurs in three major
phases.

A. Undergraduate Medical Education

Undergraduate medical education is the first or “medical school”
phase. The medical school curriculum provides instruction in the
sciences that underlie medical practice and in the application of
those sciences to health care. Students learn basic information-
gathering, decision-making, and patien{-management skills in rota-
tions through the various clinical services. Students are granted the
MD or DO degree on the successful completion of the medical
school curriculum and are eligible to undertake the next phase of
medical education.

Accreditation of educational programs leading to the MD degree
is the responsibility of the Liaison Committee on Medical Educa-
tion (LOME). Accreditation of educational programs leading to
the DO degree is the responsibility of the American Osteopathic
Association. ’

B. Graduate Medical Education

Graduate medical education (GME), the second phase, prepares
physicians for practice in a medical specialty. GME focuses on the
development of clinical skills and general and professional compe-
tencies and on the acquisition of detailed factual knowledge ina
medical specialty. This learning process prepares the physician for
the independent practice of medicine in that specialty. The pro-
grams are based in hospitals or other health care institutions and,
in most specialties, utilize both inpatient and ambulatory settings,
reflecting the importance of care for adequate numbers of patients
in the GME experience. GME programs, including Transitional Year
programs, are usually called residency programs, and the physicians
being educated in them, residents.

The single most important responsibility of any sponsoring insti-
tution of GME is to ensure the provision of organized educational
programs with guidance and supervision of the resident, facilitating
the resident’s professional and personal development while ensur-
ing safe and appropriate care for patients. A resident takes on pro-
gressively greater responsibility throughout the course of 4 resi-
dency, consistent with individual growth in clinical experience,
knowledge, and skill.

The education of resident physicians relies on an integration of
didactic activity in a structured curriculum with diagnosis and man-
agement of patients under appropriate levels of supervision and
scholarly activity aimed at developing and maintaining life-long
learning skills. The quality of this experience is directly related to
the quality of patient care, which is always the highest priority.
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Residency Review Committee Appointing Organizations

Residency Review Committee Sponsoring Organizations

y Review Committee Sponsoring Organizations

Allergy and Immunclogy American Board of Allergy and immunology Ophthalmology American Academy of Ophthalmology
(A Conjoint Board of the American Board of American Board of Ophthaimalogy
Internal Medicine and the American Board of AMA Council on Medicai Education
Pediatrics}
AMA Council on Medical Education
Anesthesiology American Board of Anesthesiology Orthopaedic Surgery American Academy of Orthopaedic Surgeons
American Society of Anesthesiologists American Board of Orthopaedic Surgery
AMA Council on Medical Education AMA Council on Medical Education
Colon and Rectal Surgery American Board of Colon and Rectal Surgery Otolaryngology American Board of Otolaryngology
American College of Surgeons American College of Surgeons
AMA Council on Medical Education AMA Council on Medical Education
Dermatology American Board of Dermatology Pathology American Board of Pathology
AMA Council on Medical Education AMA Council on Medical Education
Diagnostic Radiology American Board of Radiclogy Pediatrics American Academy of Pediatrics

American College of Radiclogy
AMA Council on Medical Education

American Board of Pediatrics
AMA Council on Medical Education

Emergency Medicine American Board of Emergency Medicine
American College of Emergency Physicians

AMA Councit on Medical Education

Physical Medicine and
Rehabilitation

American Academy of Physical Medicine and
Rehabilitation

American Board of Physical Medicine and
Rehabilitation

AMA Council on Medical Education

Family Practice American Academy of Family Physicians
American Board of Farnily Practice

AMA Council on Medical Education

American Board of Plastic Surgery
American College of Surgeons
AMA Council on Medical Education

Plastic Surgery

American Board of Internal Medicine
American College of Physicians
AMA Council on Medical Education

Internal Medicine

American Board of Preventive Medicine
AMA Councit on Medical Education

Preventive Medicine

American Board of Medical Genetics
American College of Medical Genetics
AMA Council on Medical Education

Madical Genetics

Psychiatry American Board of Psychiatry and Neurology
American Psychiatric Association

AMA Council on Medical Education

American Board of Neurological Surgery
American College of Surgeons
AMA Council on Medical Education

Neurologica! Surgery

American Board of Radiology
American College of Radiology
AMA Council on Medical Education

Radiation Oncolagy

Neurology American Academy of Neurology
American Board of Psychiatry and Neurology

AMA Council on Medical Education

American Board of Surgery
American College of Surgeons
AMA Council on Medical Education

Surgery

American Board of Nuclear Medicine
AMA Council on Medical Education
Society of Nuclear Medicine

Nuclear Medicine

Thoracic Surgery American Board of Thoracic Surgery
American College of Surgeons

AMA Council on Medical Educatien

Obstetrics-Gynecology American Board of Obstetrics and Gynecology
American College of Obstetricians and
Gynecologists

AMA Council on Medical Education

American Board of Urology
American College of Surgeons
AMA Council on Medical Education

Urology

Educational quality and patient care quality are interdependent
and must be pursued in such a manner that they enhance one an-
other. A proper balance must be maintained so that a program of
GME does not rely on residents to meet service needs at the ex-
pense of educational objectives.

A resident is prepared to undertake independent medical prac-
tice within a chosen specialty on the satisfactory completion of a
residency. Residents in a program accredited by the Accreditation
Coungil for Graduate Medical Education (ACGME) typically com-
plete educational requirements for certification by a specialty
board recognized by the American Board of Medical Specialties
(ABMS).

The accreditation of GME programs is the responsibility of the
ACGME, its associated Residency Review Committees (RRCs) for
the various specialties, and the Transitional Year Review Committee
(TYRC). These committees are hereafter referred to as “review
committees.” In addition, the review of the institutions sponsoring
GME programs is carried out by an Institutional Review Committee
established specifically for this purpose by the ACGME. Further

information on the ACGME and the review committees is provided
below.

C. Continuing Medical Education
Continuing medical education (CME) is the third phase of medical
education. This phase continues the specialty education begun in
graduate training; it reflects the cormmitment to life-long learning
inherent in the medical profession.

The Accreditation Council for Continuing Medical Education
(ACCMBE) is responsible for accrediting the providers of CME.

I1. Accreditation of GME Programs

A. Accreditation, Certification, Licensure

In the context of GME, accreditation is the process for determining
whether an educational program is in substantial compliance with
established educational standards as promulgated in the institu-
tional and program requirements. Accreditation represents a pro-
fessional judgment about the quality of an educational program. De-
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cisions about accreditation are made by the review committees
under the authority of the ACGME.

Certification is the process for determining whether an individ-
ual physician has met established requirements within a particular
specialty. The standards for certification are determined by the ap-
propriate member specialty board recognized by the ABMS.

Licensure is distinct from both accreditation and certification.
Licensure is a process of government through which an individual
physician is given permission to practice medicine within a particu-
lar licensing jurisdiction. Medical licenses are granted by the Board
of Medical Examiners (or the equivalent) in each licensing jurisdic-
tion (the 50 states, the District of Columbia, Guam, Puerto Rico,
and the Virgin Islands).

B. Accreditation of Residency Programs

Accreditation of residency programs is a voluntary process. By par-
ticipating in the process, residency programs undergo regular re-
view. The review helps programs in their goals of attaining and
maintaining educational excellence. The review also serves to in-
form the public, specialty boards, residents, and medical students
whether specific residency programs are in substantial compliance
with the standards that have been established for GME.

For a program to become accredited, the sponsoring institution
must demonstrate a commitment to GME. The sponsoring institu-
tion must be in substantial compliance with the Institutional Re-
quirements and must assume responsibility for the educational
quality of its sponsored program(s). (Further information concern-
ing a “sponsoring institution” is provided below.)

The Institutional Requirements, which have been established by
the ACGME's Institutional Review Committee (IRC), apply to all in-
stitutions that seek to sponsor programs in GME. An assessment of
whether institutions fulfill these requirements is made by the IRC
through its institutional review process and by the review commit-
tees through their program review process,

A program must demonstrate to its RRC that it is in substantial
compliance with the Program Requirements for its particular disci-
pline and that it is sponsored by an institution in substantial com-
pliance with the Institutional Requirements. Materials used by the
review committees in making this determination include the results
of the most recent institutional review conducted by the ACGME,

The Program Requirements are developed by each review com-
mittee for programs in its specialty and accredited subspecialties.
The Program Requirements specify essential educational content,
instructional activities, responsibilities for patient care and super-
vision, and the necessary facilities of accredited programs in a par-
ticular specialty. In developing and updating Program Require-
ments, a review committee obtains comments on the proposed
documents from interested parties and agencies. The review com-
mittee then decides on the final proposal to be submitted to the
ACGME. The ACGME has final authority for approving all Program
Requirements.

Accreditation actions taken by the review committees are based
on information submitted by program directors and on the reports
of site visitors. Actions of the committees, under the authority of
the ACGME, determine the accreditation status of residency pro-
grams and are based on the degree to which the programs meet the
published educational standards.

The ACGME is responsible for adjudication of appeals of adverse
decisions and has established policies and procedures for such
appeals,

Current operating policies and procedures for review, accredita-
tion, and appeal are contained in the ACGME Manual of Policies
and Procedures for Graduate Medical Education Review Commit-
lees. The Manual is reviewed annually and is revised as appropri-
ate. (A copy of the Manual, as well as copies of the Institutional

Preface

Requirements and of the Program Requirements, may be obtained
from the ACGME’s Web site at www.acgme.org or the Office of the
Executive Director, ACGME, 515 N State St/Ste 2000, Chicago, IL,
60610.)

Information about the acereditation status of a residency pro-
gram may be obtained by contacting the executive director of the
ACGME,

C. Structure of the ACGME and of the Review Committees
1. The ACGME is an independently incorporated voluntary accredi-
tation organization, Ifs five member organizations are national
professional bodies, each of which has major interests in and in-
volvermnent with residency education.
The five member organizations of the ACGME are as follows:

American Board of Medical Specialties (ABMS)
American Hospital Association (AHA)

American Medical Association (AMA)

Association of American Medical Colleges (AAMC)
Council of Medical Specialty Societies (CMSS)

Each member organization submits nominees to the ACGME
Board of Directors for approval. From among the nominees of
each member organization, the Board of Directors elects four di-
rectors to the ACGME per member organization. The ACGME ap-
points three public directors.

The Resident and Fellow Section of the AMA, with the advice
of other national organizations that represent residents, selects a
resident director to the ACGME.

The Chair of the RRC Council, an advisory body of the ACGME,
represents that group on the ACGME.

The Secretary of the US Department of Health and Human Ser-
vices designates a nonvoting representative of the federal govern-
ment to the ACGME,

2. There is an RRC for each of the specialties in which certification
is offered by a specialty board that is a member of the ABMS.
Each RRC is sponsored by the AMA’s Council on Medical Educa-
tion, by the board that certifies physicians within that specialty,
and in most cases, by the professional college or other profes-
sional association within the specialty.

The Transitional Year Review Committee, which aceredits 1
year of GME congsisting of rotations in multiple elinical disci-
plines, is appointed directly by the ACGME.

The established RRCs and their respective appointing organi-
zations are listed in the chart on the previous page.

3. There is an Institutional Review Committee (IRC) that assumes
the responsibility for reviewing institutions that sponsor multiple
programs. It evaluates institutions for substantial compliance
with the Institutional Requirements. The IRC is appeinted di-
rectly by the ACGME,

lll. A Glossary of Selected Terms Used in GME

Accreditation
Applicants: Persons invited to come for an interview for a GME
program.

Consortium: Two or more organizations or institutions that have
come together to pursue common objectives (eg, GME). A consor-
tium may serve as a “sponsoring institution” for GME programs if it
is formally established as an ongoing institutional entity with a doc-
umented commitment to GME.

Desirable: A term, along with its companion “highly desirable,”
used to designate aspects of an educational program that are not
mandatory but are considered to be very important. A program
may be cited for failing to do something that is desirable or highly
desirable.
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Essential: (See “Must.”)

Feliow: A physician in a program of graduate medical education
accredited by the ACGME that is beyond the requirements for eligi-
bility for first board certification in the discipline, Such physicians
may also be termed as “resident” as well. Other uses of the term
“fellow” require modifiers for precision and clarity, eg, “research
fellow.”

Institution: An organization having the primary purpose of pro-
viding educational and/or health care services (eg, a university, a
medical school, a hespital, a school of public health, a health de-
partment, a public health agency, an organized health care delivery
system, a medical examiner’s office, a consortium, an educational
foundation).

A. Major Participating Institution: An institution to which residents
rotate for a required experience and/or those that require ex-
plicit approval by the appropriate RRC prior to utilization. Major
participating institutions are listed as part of an accredited pro-
gram in the Graduate Medical Education Directory.

B. Participating Institution: An institution that provides specific
learning experiences within a multi-institutional program of
GME. Subsections of institutions, such as a department, clinic, or
unit of a hospital, do not qualify as participating institutions.

C. Sponsoring Institution: The institution that assumes the ultimate
responsibility for a program of GME.

Institutional Review: The process undertaken by the ACGME to
Jjudge whether a sponsoring institution offering GME programs is in
substantial compliance with the Institutional Requirements.

Intern: Historically, “intern” was used to designate individuals in
the first year of GME; less commonly it designated individuals in
the first year of any residency program. Since 1875 the Graduate
Medical Education Directory and the ACGME have not used the
term, instead referring to individuals in their first year of GME as
residents.

Internal Review: The formal process conducted by a sponsoring
institution to assess the educational effectiveness of its sponsored
residency programs,

Must (Shall, Essential ). Terms used to indicate that something
is required, mandatory, or done without fail. These terms indicate
absolute requirements.

Program: The unit of specialty education, comprising a series of
graduated learning experiences in GME, designed to conform to the
program requirements of a particular specialty.

Resident: A physician at any level of GME in a program accred-
ited by the ACGME. Participants in accredited subspecialty pro-
grams are specifically included.

Scholarly Activity: Educational experiences that include active
participation of the teaching staff in clinical discussions, rounds,
and conferences in a manner that promotes a spirit of inquiry and
scholarship; active participation in journal clubs, research confer-
ences, regional or national professional and scientific societies, par-
ticularly through presentations at the organizations’imeetings and
publications in their journals; participation in research, particularly
in projects that are funded following peer review and/or result in
publications or presentations at regional and national scientific
meetings; offering of guidance and technical support, eg, research
design, statistical analysis, for residents involved in research; and
provision of support for resident participation as appropriate in
scholarly activities, May be defined in more detail in specific Pro-
gram Requirements.

Shall: (See “Must.”)

Should: A term tsed to designate requirements that are so im-
‘portant that their absence must be justified. The acereditation sta-
tus of a program or institution is af risk if it is not in compliance
with a “should.”

Substantial Compliance: The judgment made by experts, based
on all available information, that a sponsoring institution or resi-
dency program meets accreditation standards.

Suggested: A term, along with its companion “strongly sug-
gested,” used to indicate that something is distinctly urged rather
than required. An institution or a program will not be cited for fail-
ing to do something that is suggested or strongly suggested.

12
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Institutional Requirements

I. Introduction

A. Purpose of Graduate Medical Education (GME)

The purpose of GME is to provide an organized educational program
with guidance and supervision of the resident, facilitating the resi-
dent’s ethical, professional and personal development while ensur-
ing safe and appropriate care for patients.

B. Sponsoring Institution

1, ACGME-accredited GME programs must operate under the au-
thority and control of a Sponsoring Institution (see definition of
“Sponsoring Institution” in the Glossary under “Institution”).

2. A Sponsoring Institution must be appropriately organized for the
conduct of GME in a scholarly environment and must be commit-
ted to excellence in both medical education and patient care.

€. Compliance with ACGME Requirements, Policies and

Procedures

1. A Sponsoring Institution must be in substantial compliance with
the Accreditation Council for Graduate Medical Education
(ACGME) Institutional Requirements and must ensure that its
ACGME-accredited programs are in substantial compliance with
the Institutional, common and specialty-specific Program Re-
quirements.

2. A Sponsoring Institution’s failure to comply substantially with
the Institutional Requirements may jeopardize the accreditation
of all of its sponsored ACGME-accredited programs.

3. A Sponsoring Institution and its ACGME-accredited programs
must be in substantial compliance with the ACGME Manual of
Policies and Procedures for GME Review Committees {ACGME
Web site, www.acgme.org). Of particular note are those policies
and procedures that govern “Administrative Withdrawal,” an ac-
tion that could result in the closure of a Sponsoring Institution’s
ACGME-accredited program(s) and cannot be appealed.

II. Institutional Responsihilities

A. Commitment to GME

The commitment of the Sponsoring Institution to GME is exhibited

by the provision of leadership, organizational structure, and re-

sources to enable the institution fo achieve substantial compliance
with the Institutional Requirements and to enable its

ACGME-accredited programs to achieve substantial compliance

with Program Requirements. This includes providing an ethical,

professional, and educational environment in which the curricular
requirements as well as the applicable requirements for scholarly
activity and the general competencies can be met. The regular as-
sessment of the quality of the GME programs, the performance of
their residents, and the use of outcome assessment results for pro-
gram improvement are essential components of this commitment.

1. There must be a written statement of institutional commitment
to GME that is dated and signed within two years of the next in-
stitutional review and indicates the support of the governing au-
thority, the administration, and the GME leadership of the Spon-
soring Institution. This statement must specify, at a minimum, a
commitment to providing the necessary educational, financial,
and human resources to support GME.

2. There must be an organized administrative system, which in-
cludes a graduate medical education committee (GMEC) as de-
scribed in Section IV, to oversee all ACGME-aceredited programs
of the Sponsoring Institution.

Institutional Requirements

3. There must be a Designated Institutional Official (BDIO) who has
the authority and responsibility for the oversight and administra-
tion of the Sponsoring Institution’s ACGME-accredited programs
and who is respensible for assuring compliance with ACGME In-
stitutional Requirements.

a) The DIO is to establish and implement procedures to ensure
that s/he, or a designee in the absence of the DIO, reviews and
cosigns all program information forms and any correspon-
dence or document submitted to the ACGME by the program
directors that either addresses program citations or requests
changes in the programs that would have significant impact,
including financial, on the program or institution.

b) The DIO and/or the Chair of the GMEC shall present an an-
nual report to the Organized Medical Staff(s) (OMS) and the
governing body(s) of the major participating JCAHO-accredited
hospitals in which the GME programs of the Sponsoring Insti-
tution are conducted. This annual report will review the activi-
ties of the GMEC during the past year with attention to
resident supervision, resident responsibilities, resident evalua-
tion, and the Sponsoring Institution’s participating hospitals’
and programs’ compliance with the duty-hour standards. The
GMEC should receive concerns of the OMS related to the
items listed above. The GMEG and the OMS should regularly
communicate about the safety and quality of patient care pro-
vided by the residents.

4, The Sponsoring Institution must provide sufficient institutional
resources, to include GME staff, space, equipment, supplies, and
time to allow for effective oversight of its ACGME-accredited pro-
grams. In addition, there must be sufficient institutional re-
sources to ensure the effective implementation and development
of the ACGME-accredited programs in compliance with the Pro-
gram and Institutional Requirements.

5. The DIO, GME staff and personnel, program directors, faculty
and residents must have access to adequate communication re-
sources and technological support. This should include, at a min-
imum, computers and access to the Internet.

B. Institutional Agreements

1. The Sponsoring Institution retains responsibility for the quality
of GME even when resident education occurs in other institu-
tions,

2. Current institutional agreements (ie, master affiliation agree-
ments) must exist between the Sponsoring Institution and all of
its major participating institutions.

3. The Sponsoring Institution must assure that each of its
ACGME-accredited programs has established program letters of
agreement (or memoranda of understanding) with its participat-
ing institutions in compliance with the specialty’s Program Re-
quirements.

C. Accreditation for Patient Care :

1. Institutions sponsoring or participating in ACGME-accredited
programs should be accredited by the Joint Commission on Ac-
creditation of Healthcare Organizations (JCAHOQ), if such institu-
tions are eligible.

2. If a sponsoring or participating institution is eligible for JCAHO
accreditation and chooses not to undergo such accreditation,
then the institution should be reviewed by and meet the stan-
dards of another recognized body with reasonably equivalent
standards.

3. If a sponsoring or participating institution is not accredited by
JCAHO, it must provide a satisfactory explanation of why accredi-
tation has not been either granted or sought.
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Institutional Requirements

4. If an institution loses its JCAHO acereditation or recognition by
another appropriate body, the Institutional Review Committee
(IRC) must be notified in writing with an explanation.

D. Quality Assurance

Sponsoring Institutions must ensure that formal quality-assurance
programs are conducted and that there is a review of complications
and deaths. To the degree possible and in conformance with state
law, residents should participate in appropriate components of the
institution’s performance improvement program.

lL. Institutional Responsibilities for Residents

A. Eligibility and Selection of Residents

The Sponsoring Institution must assure that all enrolled residents
are eligible as defined below. Institutions and ACGME-accredited
programs that enroll noneligible residents will be subject to admin-
istrative withdrawal. The Sponsoring Institution must have written
policies and procedures for the recruitment and appointment of
residents that comply with the following requirements and must
monitor each program for compliance:

1. Resident eligibility:

Applicants with one of the following qualifications are eligible for

appointment to ACGME-accredited programs:

a) Graduates of medical schools in the United States and Canada
accredited by the Liaison Committee on Medical Education
(LCME).

b) Graduates of colleges of osteopathic medicine in the United
States accredited by the American Osteopathic Association
(AOA).

¢} Graduates of medical schools outside the United States and
Canada who meet one of the following qualifications:

1) Have received a currently valid certificate from the Educa-
tional Commission for Foreign Medical Graduates prior to
appointment or

2) Have a full and unrestricted license to practice medicine in
a US licensing jurisdiction in which they are in training.

d) Graduates of medical schools outside the United States who
have completed a Fifth Pathway program provided by an
LCME-accredited medical school.[*A Fifth Pathway program
is an academic year of supervised clinical education provided
by an LOME-accredited medical school to students who meet
the following conditions: (1) have completed, in an accredited
college or university in the United States, undergraduate
premedical education of the quality acceptable for matricula-
tion in an accredited United States medical school; (2} have
studied at a medical school outside the United States and Can-
ada but listed in the World Health Organization Directory of
Medical Schoels; (3) have completed all of the formal require-
ments of the foreign medical school except internship and/or
social service; (4) have attained a score satisfactory to the
sponsoring medical school on a screening examination; and
(5) have passed either the Foreign Medical Graduate Exami-
nation in the Medical Sciences, Parts I and II of the examina-
tion of the National Board of Medical Examiners, or Steps 1
and 2 of the United States Medical Licensing Examination
(USMLE).]

2. Resident selection:

a) The Sponsoring Institution must ensure that its
ACGME-accredited programs select from among eligible appli-
cants on the basis of their preparedness, ability, aptitude, aca-
demic credentials, communication skills, and personal
qualities such as motivation and integrity. ACGME-accredited
programs must not discriminate with regard to sex, race, age,
religion, color, national origin, disability, or veteran status.

b) In selecting from among qualified applicants, it is strongly
suggested that the Sponsoring Institution and all of its
ACGME-accredited programs participate in an organized
matching program, such as the National Resident Matching
Program (NRMP), where such is available.

B. Financial Support for Residents

Sponsoring and participating institutions should provide all resi-
dents with appropriate financial support and benefits to ensure
that residents are able to fulfill the responsibilities of their educa-
tional programs,

C. Benefits and Conditions of Appointment

Candidates for ACGME-accredited programs (applicants who are
invited for an interview) must be informed, in writing or by elec-
fronic means, of the terms, conditions, and benefits of appointment,
including financial support; vacations; parental, sick, and other
leaves of absence; professional liability, hospitalization, health, dis-
ability and other insurance provided for the residents and their
families; and the conditions under which living quarters, meals,
laundry services, or their equivalents are to be provided.

D. Agreement of Appointment

1. The Sponsoring Institution must assure that residents are pro-
vided with a written agreement of appointment or contract out-
lining the terms and conditions of their appointment to an

ACGME-accredited program, and the institution must monitor

the implementation of these terms and conditions by the pro-

gram directors, Sponsoring Institutions and program directors
must ensure that residents adhere to established practices, poli-
cies, and procedures in all institutions to which residents are as-
signed. The agreement must contain or provide a reference to at
least the following:

a. Residents’ responsibilities;

b. Duration of appointment;

¢. Financial support;

d. Conditions under which living quarters, meals, and laundry
services or their equivalents are provided;

e, Conditions for reappointment;

1) Nonrenewal of agreement of appointment: The Sponsoring
Institution must provide a written institutional policy that
conforms to the following: In instances where a resident’s
agreement is not going to be renewed, the Sponsoring In-
stitution must ensure that its ACGME-accredited programs
provide the resident(s) with a written notice of intent not
to renew a resident’s agreement no later than four months
prior to the end of the resident's current agreement . How-
ever, if the primary reason(s) for the nonrenewal occurs
within the four months prior to the end of the agreement,
the Sponsoring Institution must ensure that its
ACGME-accredited programs provide the residents with as
much written notice of the intent not to renew as the cir-
cumstances will reasonably allow, prior to the end of the
agreement,

2) Residents must be allowed to implement the institution’s
grievance procedures as addressed below if they have re-
ceived a written notice of intent not to renew their agree-
ments.

f. Grievance procedures and due process: The Sponsoring Insti-
tution must provide residents with fair and reasonable written
institutional policies on and procedures for grievance and due
process. These policies and procedures must address
1} academic or other disciplinary actions taken against resi-

dents that could result in dismissal, nonrenewal of a resi-
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dent’s agreement or other actions that could significantly
threaten a resident’s intended career development; and,

2) adjudication of resident complaints and grievances related
to the work environment or issues related to the program
or faculty,

. Professional liability insurance;

1} The Sponsoring Institution must ensure that residents in
ACGME-accredited programs are provided with profes-
sional liability coverage for the duration of training. Such
coverage must provide legal defense and protection against
awards from claims reported or filed after the completion
of the ACGME-accredited program if the alleged acts or
omissions of the residents are within the scope of the
ACGME-accredited program.

2) The professional liability coverage should be consistent
with the Sponsoring Institution’s coverage for other medi- -
cal/professional practitioners,

3) Current residents in ACGME-accredited programs must be
provided with the details of the institution’s professional li-
ability coverage for residents.

. Health and disability insurance: The Sponsoring Institution
must provide hospital and health insurance benefits for the
residents and their families, The Sponsoring Institution must
also provide access to insurance to all residents for disabilities
resulting from activities that are part of the educational
program.

i, Leaves of absence:

1) The Spensoring Institution must provide written institu-
tional policies on residents’ vacation and other leaves of
absence (with or without pay) te include parental and sick
leave; these policies must comply with applicable laws.

2) The Sponsoring Institution must ensure that each program
provides its residents with a written policy in compliance
with its Program Requirements concerning the effect of
leaves of absence, for any reason, on satisfying the criteria
for completion of the residency program.

j. Duty Hours:

1) The Sponsoring Institution is responsible for promoting pa-
tient safety and education through carefully constructed
duty-hour assignments and faculty availability.

2) The institution must have formal written policies and pro-
cedures governing resident duty hours that support the
physical and emotional well-being of the resident, promote
an educational environment, and facilitate patient care.

. Moonlighting:

1) Professional and patient care activities that are external to
the educational program are called moonlighting, Moon-
lighting activities, whether internal or external, may be in-
consistent with sufficient time for rest and restoration to
promote the residents’ educational experience and safe pa-
tient care. Therefore, institutions and program directors
must closely monitor all moonlighting activities,

2) The Sponsoring Institution must have a written policy that
addresses moonlighting. The policy must
a) specify that residents must not be required to engage in

moonlighting;

b) require a prospective, written statement of permission
from the program director that is made part of the resi-
dent’s file; and,

¢) state that the residents’ performance will be monitored
for the effect of these activities upon performance and
that adverse effects may lead to withdrawal of permis-
sion.

Institutional Requirements

1. Counseling services: The Sponsoring Institution should facili-
tate residents’ access to appropriate and confidential counsel-
ing, medical, and psychological support services.

m.Physician impairment: The Sponsoring Institution must have
written policies that describe how physician impairment, in-
cluding that due to substance abuse, will be handled.

n. Sexual harassment: The Sponsoring Institution must have
written policies covering sexual and other forms of
harassment. ’

2. Residency Closure/Reduction: The Sponsoring Institution must
have a written policy that addresses a reduction in size or closure
of a residency program. The policy must specify
a. that if the Sponsoring Institution intends to reduce the size of

an ACGME-accredited program or close a residency program,
the Sponsoring Institution must inform the residents as early
as possible; and,

b. that in the event of such a reduction or closure, the Spon-
soring Institution must either allow residents already in the
program to complete their education or assist the residents in
enrolling in an ACGME-accredited program in which they can
continue their education.

3. Restrictive Covenants: ACGME-accredited programs must not re-
quire residents to sign a noncompetition guarantee.

E. Resident Participation in Educational and Professional
Activities
1. The Sponsoring Institution must ensure that each

ACGME-accredited program defines, in accordance with its Pro-

gram Requirements, the specific knowledge, skills, attitudes, and

educational experiences required in order for their residents to
demonstrate the following:

a. Patient care that is compassionate, appropriate, and effective
for the treatment of health problems and the promotion of
health

b. Medical knowledge about established and evolving biomedi-
cal, clinical, and cognate (eg, epidemiological and so-
cial-behavioral) sciences and the application of this
knowledge to patient care

¢. Practice-hased learning and improvement that involves inves-
tigation and evaluation of their own patient care, appraisal
and assimilation of scientific evidence, and improvements in
patient care

d. Interpersonal and communication skills that result in effec-
tive information exchange and teaming with patients, their
families, and other health professionals

¢. Professionalism, as manifested through a commitment to car-
rying out professional responsibilities, adherence to ethical
principles, and sensitivity to a diverse patient population

{. Systems-based practice, as manifested by actions that demon-
strate an awareness of and responsiveness to the larger con-
text and system for health care and the ability to effectively

" call on system resources to provide care that is of optimal
value. :
2. In addition, the Sponsoring Institution must ensure that resi-
dents

a. develop a personal program of learning to foster continued
professional growth with guidance from the teaching staff;

b. participate fully in the educational and scholarly activities of
their program and, as required, assume responsibility for
teaching and supervising other residents and students;

¢. have the opportunity to participate on appropriate institu-
tional and departmental committees and councils whose ac-
tions affect their education and /or patient care;

d. participate in an educational program regarding physician im-
pairment, including substance abuse.
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Institutional Requirements

3. The Sponsoring Institution must ensure that residents submit to

the program director or to the DIO at least annually confidential
written evaluations of the faculty and of the educational experi-
ences. .

F. Resident Work Environment
1. The Sponsering Institution and its ACGME-accredited programs

must provide an educational and work environment in which res-
idents may raise and resolve issues without fear of intimidation
or retaliation. This includes the following;

a. Provision of an organizational system for residents te commu-

nicate and exchange information on their work environment
and their ACGME-accredited programs, This may be accom-
plished through a resident organization or other forums in
which to address resident issues.

b. A process by which individual residents can address concerns

in a confidential and protected manner.

. The Sponsoring Institution must provide services and develop
systems to minimize the work of residents that is extraneous to
their GME programs and ensure that the following conditions are
met:

a. Food services: Residents on duty must have access to adequate

and appropriate food services 24 hours a day in all institutions.

b. Call rooms: Residents on call must be provided with adequate

and appropriate sleeping quarters.

¢. Support services: Patient support services, such as intravenous

services, phlebotomy services, and laboratory services, as well
as messenger and transporter services, must be provided in a

manner appropriate to and consistent with educational ohjec-
tives and patient care.

d. Laboratory/pathology/radiology services: There must be appro-

priate laboratory, pathology, and radiology services to support
timely and quality patient care in the ACGME-accredited pro-
grams, This must include effective laboratory, pathology,and
radiologic information systems.

€. Medical records: A medical records system that documents the

course of each patient's illness and care must be available at
all times and must be adequate to support quality patient
care, the education of residents, quality assurance activities,
and provide a resource for scholarly activity.

. Security/safety: Appropriate security and personal safety mea-

sures must be provided to residents at all locations including
but not limited to parking facilities, on-call quarters, hospital
and institutional grounds, and related clinical facilities (eg,
medical office building).

IV. Graduate Medical Education Committee {GMEC)
A. GMEC Composition and Meetings

L

fad

The Sponsoring Institution must have a GMEC that has the re-
sponsibility for monitoring and advising on all aspects of resi-
dency education. Voting membership on the committee must
include residents nominated by their peers. It must also include
appropriate program directors, administrators, the accountable
DIO, and may include other members of the faculty.

. The committee must meet af least quarterly, and maintain writ-

ten minutes documenting fulfillment of the committee’s respon-
sibilities.

B. GMEC Responsibilities
The GMEC must

1.

establish and implement policies and procedures regarding the
quality of education and the work environment for the residents
in all ACGME-accredited programs.

2. review annually and make recommendations to the Sponsoring
Institution on resident stipends, benefits, and funding for resi-
dent positions to assure that these are reasonable and fair.

3. establish and maintain appropriate oversight of and liaison with
program directors and assure that program directors establish
and maintain proper oversight of and liaison with appropriate
personnel of other institutions participating in the
ACGME-accredited programs of the Sponsoring Institution.

4. establish and implement formal written policies and procedures
governing resident duty hours in compliance with the Institu-
tional and Program Requirements. The GMEC must assure that
the following requirements are met:

a) Each ACGME-accredited program must establish formal writ-
ten policies governing resident duty hours that are consistent
with the Institutional and Program Requirements. These for-
mal policies must apply to all participating institutions used
by the residents and must address the following require-
ments: . .

1} The educational goals of the program and learning objec-
tives of residents must not be compromised by excessive
reliance on residents to fulfill institutional service obliga-
tions. Duty-hours and call schedules must be monitored by
both the Sponsoring Institution and programs and adjust-
ments made as necessary to address excessive service de-
mands and/or resident fatigue. Duty hours, however, must
reflect the fact that responsibilities for continuing patient
care are not automatically discharged at specific times.
ACGME-aceredited programs must ensure that residents
are provided appropriate backup support when patient
care responsibilities are especially difficult or prolonged;
and,

2) Resident duty hours and on-call time periods must be in
compliance with the Institutional and Program Require-
ments. The structuring of duty hours and on-call schedules
must focus on the needs of the patient, continuity of care,
and the educational needs of the resident.

b) The GMEC must develop and implement procedures to regu-
larly monitor resident duty hours for compliance with the
Spensoring Institution's policies and the Institutional and
Program Requirements.

¢) The GMEC must develop and implement written procedures
to review and endorse requests from programs prior to sub-
mission to an RRC for exceptions in the weekly limit on duty
hours up to 10 percent or up to & maximum of 88 hours. All
exceptions requested must be based on a sound educational
rationale. The procedures must outline the process for en-
dorsing an exception in compliance with the ACGME policies
and procedures for duty-hour exceptions. The procedures and
their application, if the institution has utilized them, will be
assessed during the institutional review.

5. assure that ACGME-accredited programs provide appropriate
supervision for all residents that is consistent with proper pa-
tient care, the educational needs of residents, and the applica-
ble Program Requirements. Supervision of residents must
address the following:

a) Residents must be supervised by teaching staff in such a way
that the residents assume progressively increasing responsi-
bility according to their level of education, ability, and experi-
ence.

b} On-call schedules for teaching staff must be structured to en-
sure that supervision is readily available to residents on duty.

¢) The teaching staff must determine the level of responsibility
accorded to each resident.
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6. assure that each program provides a curriculum and an evalua-
tion system to ensure that residents demonstrate achievement
of the six general competencies listed in Section [ILE and as de-
fined in each set of Program Requirements,

7. establish and implement formal written institutional policies for
the selection, evaluation, promotion, and dismissal of residents
in compliance with the Institutional and Program Require-
ments.

8. regularly review all ACGME program accreditation letters and
monitor action plans for the correction of concerns and areas of
noncompliance.

9. regularly review the Sponsoring Institution’s Letter of Report
from the IRC and develop and monitor action plans for the cor-
rection of concerns and areas of noncompliance.

10. review and apprave prior to submission to the ACGME
a. all applications for ACGME accreditation of new programs

and subspecialties;
b. changes in resident complement;

. major changes in program structure or length of training

. additions and deletions of participating institutions used ina
program;

. appointments of new program directors;
progress reports requested by any Review Committee;

. responses to all proposed adverse actions;

. requests for increases or any change in resident duty hours
requests for “inactive status” or to reactivate a program;
voluntary withdrawals of ACGME-accredited programs;

. requests for an appeal of an adverse action; and,

1. appeal presentations to a Board of Appeal or the ACGME.

11. conduet internal reviews of all ACGME-accredited programs in-
cluding subspecialty programs to assess their compliance with
the Institutional Requirements and the Program Requirements
of the ACGME Residency Review Committees in accordance
with the guidelines in Section V.

e O

e g O

V. Internal Review

A. Process

1. The GMEC is responsible for the development, implementation
and oversight of the internal review process. The internal review
process must comply with the following:

a. The GMEC must designate an internal review committee(s) to
review sach ACGME-accredited program in the Sponsoring In-
stitution. The internal review committee must include faculty,
residents, and administrators from within the institution but
from GME programs other than the one that is being reviewed.
External reviewers may also be included on the committee as
determined by the GMEC.

b. The review must follow a written protocol approved by the
GMEC that incorporates, at a minimum, the requirements in
this section (Section V).

¢. Reviews must be conducted at approximately the midpoint be-
tween the ACGME program surveys.

.d. Although departmental annual reports are often important
sources of information about a residency program, they do not
meet the requirement for a periodic internal review.

2. While assessing the residency program’s compliance with each of
the program standards, the review should also appraise

a. the educational objectives of each program;

b. the effectiveness of each program in meeting its objectives;

c. the adequacy of available educational and financial resources
to support the prograrm,

d. the effectiveness of each program in addressing areas of non-
compliance and concerns in previous ACGME accreditation
letters and previous internal reviews;

Institutional Requirements

e. the effectiveness of each program in defining, in accordance
with the Program and Institutional Requirements {Section
[11.E}, the specific knowledge, skills, attitudes, and educa-
tional experiences required for the residents to achieve com-
petence in the following: patient care, medical knowledge,
practice-based learning and improvement, interpersonal and
comrmunication skills, professionalism, and systems-based
practice,;

f. the effectiveness of each program in using evaluation tools de-
veloped to assess a resident’s level of competence in each of
the six general areas listed above;

g. the effectiveness of each program in using dependable out-
come measures developed for each of the six general compe-
tencies listed above; and,

h. the effectiveness of each program in implementing a process
that links educational outcomes with program improvement.

3. Materials and data to be used in the review process must include

a. Institutional and Program Requirements for the specialties
and subspecialties of the ACGME RRCs from the Essentials of
Accredited Residency Programs;

b. accreditation letters from previous ACGME reviews and prog-
ress reports sent to the RRC; and,

¢. reports from previous internal reviews of the program.

4. The internal review committee must conduct interviews with the
program director, faculty, peer-selected residents from each level
of training in the program, and other individuals deemed appro-
priate by the committee.

5. Program inactivity: ACGME-accredited programs and
subspecialties that have applied for and received RRC approval
for “inactive” status do not need internal reviews. However, an in-
ternal review must be conducted prior to requesting RRC ap-
proval for reactivation.

B. Internal Review Report

1. There must be a written report of the internal review for each
ACGME-accredited specialty and subspecialty program that con-
tains, at a minimum, the following:

a. the name of the program or subspecialty program reviewed
and the date of the review;

b. the names and titles of the internal review committee mem-
bers to include the resident(s);

¢. a brief description of how the internal review process was car-
ried out, including the list of the groups/individuals who were
interviewed; :

d. sufficient documentation or discussion of the specialty’s or the
subspecialty’s Program Requirements and the Institutional
Requirements to demonstrate that a comprehensive review
was conducted and was based on the GMEC's internal review
protocol;

e, a list of the areas of noncompliance or any concerns or com-
ments from the previous ACGME accreditation letter with a
summary of how the program and /or institution addressed
each one,

2. The written report of each internal review must be presented to
and reviewed by the GMEC to monitor the areas of noncompli-
ance and recommend appropriate action.

3. Reports from internal reviews are required to be shown to the
ACGME site visitor for the institutional review and must be in-
cluded in the Institutional Review Document submitted to the
IRC. During the review of individual programs, these reports
raust not be shown to the ACGME site visitor or specialist site
visitors, who only will ascertain that an internal review was com-

-pleted in the interval since the program’s previous site visit.

Approved by ACGME: February 11, 2003 Effective: July 1, 2003
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Common Program Requirements

Common Program Requirements

1. Introduction
See specialty program requirements

Il Institutional Support

A. Sponsoring Institution

One sponsoring institution must assume the ultimate responsibility
for the program as described in the Institutional Requirements, and
this responsibility extends to resident assignments at all participat-
ing institutions.

B. Participating Institutions
1. Assignments to participating institutions must be based on a
clear educational rationale, must have clearly stated learning ob-
Jjectives and activities, and should provide resources not other-
wise available to the program.
2. Assignments at participating institutions must be of sufficient
length to ensure a quality educational experience and should
provide sufficient opportunity for continuity of care. Although
the number of participating institutions may vary with the vari-
ous specialties’ needs, all participating institutions must demon-
strate the ability to promote the program goals and educational
and peer activities. Exceptions must be justified and
prior-approved by the Residency Review Committee {RRC).
3. Program letters of agreement must be developed for each partici-
pating institution that provides an educational experience for a
resident that is one month in duration or longer. In instances
where two or more participating institutions in the program
function as a single unit under the authority of the program di-
rector, letters are not necessary. The agreements should
a. identify the faculty who will assume educational and supervi-
sory responsibility for residents and specify the faculty respon-
sibilities for teaching, supervision, and formal evaluation of
resident performance per Sections [V.D. and VA, of the Pro-
gram Requirements;

b. outline the educational goals and objectives to be atfained by
the resident during the assignment;

¢. specify the period of resident assignment;

d. establish the policies and procedures that will govern resident
education during the assignment.

lll. Resident Appointment

A. Eligibility Criteria
The program director must comply with the criteria for resident eli-
gibility as specified in the Institutional Requirements.

B. Number of Residents

An RRC may approve the number of residents based upon estab-
lished written criteria that include the adequacy of resources for
resident education such as quality and volume of patients and re-
lated clinical material available for education, faculty-resident
ratio, institutional funding, and the quality of faculty teaching,

C. Resident Transfer

To determine the appropriate level of education for a resident who
is transferring from another residency program, the program direc-
tor must receive written verification of the previous educational ex-
periences and a statement regarding the performance evaluation of
the transferring resident, including an assessment of competence
in the six areas described in section IV.B., prior to acceptance into
the program. A program director is required to provide verification

of residency education for any residents who may leave the program
prior to completion of their education.

D. Appointment of Fellows and Other Students

The appointment of fellows and other specialty residents or stu-
dents must not dilute or detract from the educational opportunities
of the regularly appointed specialty residents.

IV. Faculty

The program director and faculty are responsible for the general
administration of the program and for the establishment and main-
tenance of a stable educational environment. Adequate lengths of
appointment for the program director and faculty are essential to
maintaining such an environment. The length of appointment for
the program director should provide for continuity of leadership.

A. Qualifications of the Program Director

1. There must be a single program director responsible for the pro-
gram. The person designated with this authority is accountable
for the operation of the program and should be a member of the
staff of the sponsoring or integrated institution.

2. The program director must

a. possess requisite specialty expertise as well as documented
educational and administrative abilities and experience in his
or her field.

b. be certified in the specialty by the applicable American Board
of Medical Specialties (ABMS) Board or possess qualifications
judged to be acceptable by the RRC.

¢. be appointed in good standing and based at the primary teach-
ing site,

B. Responsibilities of the Program Director

1. Overseeing and organizing the activities of the educational pro-
gram in all institutions that participate in the program. This in-
cludes selecting and supervising the faculty and other program
personnel at each participating institution, appointing a local
site director, and monitoring appropriate resident supervision at
all participating institutions.

2. Preparing an accurate statistical and narrative description of the
program as requested by the RRC as well as updating annually
the program and resident records through the ACGME Accredita-
tion Data System (ADS).

3. Promptly notifying the executive director of the RRC using the
ADS of a change in program director or department chair.

4. Grievance procedures and due process: The program director
must ensure the implementation of fair policies and procedures,
as established by the sponsoring institution, to address resident
grievances and due process in compliance with the Institutional
Requirements.

5, Monitoring of resident well-being: The program director is re-
sponsible for moniforing resident stress, including mental or
emotional conditions inhibiting performance or learning, and
drug- or alcohol-related dysfunction. Both the program director
and faculty should be sensitive to the need for timely provision of
confidential counseling and psychological support services to res-
idents. Situations that demand excessive service or that consis-
tently produce undesirable stress on residents must be evaluated
and modified.

6. Obtaining prior approval of the RRC for changes in the program
that may significantly alter the educational experience of the
residents, for example:

a. The addition or deletion of major participating institution(s)
as specified in section 1.B.2 of this document.

b. Change in the approved resident complement for those spe-
cialties that approve resident complement.
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¢. Change in the format of the educational program.
On review of a proposal for a major change in a program, the RRC
may determine that a site visit is necessary.

C. Faculty Qualifications
1. The physician faculty must

a. possess requisite specialty expertise as well as documented
educational and administrative abilities and experience in
their field.

b. be certified in the specialty by the applicable American Board
of Medical Specialties (ABMS) Board or possess qualifications
Jjudged by the RRC to be acceptable.

¢. be appointed in good standing to the staff of an institution par-
ticipating in the program.

2. Nonphysician faculty must be appropriately qualified in their
field and possess appropriate institutional appointments.

D Faculty Responsibilities

1. At each institution participating in the program, there must be a
sufficient number of faculty with documented qualifications to
instruct and supervise adequately all residents in the program.

2. Faculty members must devote sufficient fime to the educational
program to fulfill their supervisory and feaching responsibilities.
The faculty must evaluate in a timely manner the residents whom
they supervise.

3. The faculty must demonstrate a strong interest in the education
of residents, demonstrate competence in both clinical care and
teaching abilities, support the goals and objectives of the educa-
tional program, and demonstrate commitment to their own con-
tinuing medical education by participating in scholarly activities
as described in Section IV.C.1.

E. Other Program Personnel

The program must be provided with the additional professional,
technical, and clerical personnel needed to support the administra-
tion and educational conduct of the program,

V. The Educational Program
The program design and sequencing of educational experiences will
be approved by the R.R.C. as part of the accreditation process.

A. Role of Program Director and Faculty

1. The program director, with assistance of the faculty, is responsi-
ble for developing and implementing the academic and elinical
program of resident education by

a. preparing and implementing a written statement outlining the
educational goals of the program with respeet to the knowl-
edge, skills, and other attributes of residents for each major
assignment and each level of the program. The statement
mast be distributed to residents and faculty and reviewed with
residents prior to the assignment,.

b. preparing and implementing a comprehensive, well-organized,
and effective curriculum, both academic and clinical, which
includes the presentation of core specialty knowledge supple-
mented by the addition of current information.

¢. providing residents with direct experience in progressive re-
sponsibility for patient management.

B. ACGME Competencies

[Note: The ACGME does not require RRCs to add section IV.B to the
program requirements for subspecialty programs. If an RRC elects
{0 add the general competencies to its subspecialty program re-
quirements, program directors will be notified and given an oppor-
tunity to provide written comments regarding the proposed
change.|

Common Program Requirements

The residency program must require that its residents obtain
competence in the six areas listed below to the level expected of a
new practitioner. Programs must define the specific knowledge,
skills, behaviors, and attitudes required and provide educational ex-
periences as needed in order for their residents to demonstrate the
following:

1. Patient care that is compassionate, appropriate, and effective for
the treatment of health problems and the prometion of health.

2. Medical knowledge about established and evolving biomedical,
clinical, and cognate (eg, epidemiological and social-behavieral)
sciences and the application of this knowledge to patient care.

3. Practice-based learning and improvement that involves investi-
gation and evaluation of their own patient care, appraisal and as-
similation of scientific evidence, and improvements in patient
care.

4, Interpersonal and communication skills that result in effective
information exchange and collaboration with patients, their fam-
ilies, and other health professionals,

5, Professiomalism, as manifested through a commitment to carry-
ing out professional responsibilities, adherence to ethical princi-
ples, and sensitivity to a diverse patient population.

6. Systems-based practice, as manifested by actions that demon-
strate an awareness of and responsiveness to the larger context
and system of health care and the ability to effectively call on
system resources to provide care that is of optimal value.

€. Didactic Components
See specialty program requirements

D. Clinical Components
See specialty program requirements

E. Scholarly Activities

1. The responsibility for establishing and maintaining an environ-
ment of inquiry and scholarship rests with the faculty, and an ac-
tive research component must be included within each program,
Both faculty and residents must participate actively in scholarly
activity, Scholarship is defined as one of the following:

a. The scholarship of discovery, as evidenced by peer-reviewed
funding or publication of criginal research in peer-reviewed
Jjournals.

b. The scholarship of dissemination, as evidenced by review arti-
cles or chapters in textbooks.

c. The scholarship of application, as evidenced by the publica-
tion or presentation at local, regional, or national professional
and scientific society meetings, for example, case reports or
clinical series.

d. Active participation of the teaching staff in clinical discus-
sions, rounds, journal club, and research conferencesin a
manner that promotes a spirit of inquiry and scholarship; of-
fering of guidance and technical support, e.g., research design,
statistical analysis, for residents involved in research; and pro-
vision of support for resident participation as appropriate in
scheolarly activities.

2. Adequate resources for schelarly activities for faculty and resi-
dents must be available, eg, sufficient laboratory space, equip-
ment, computer services for data analysis, and statistical consul-
tation services.

F. Resident Duty Hours and the Working Environment

Providing residents with a sound academic and clinical education
must be carefully planned and balanced with concerns for patient
safety and resident well-being. Each program must ensure that the
learning objectives of the program are not compromised by exces-
sive reliance on residents to fulfill service obligations. Didactic and
clinical education must have priority in the allotment of residents’
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Common Program Requirements

time and energies. Duty hour assignments must recognize that fac-
ulty and residents collectively have responsibility for the safety and
welfare of patients,

1. Supervision of Residents

a. All patient care must be supervised by qualified faculty, The
program director must ensure, direct, and document adequate
supervision of residents at all times, Residents must be pro-
vided with rapid, reliable systems for communicating with su-
pervising faculty.

b. Faculty schedules must be structured to provide residents
with continuous supervision and consultation.

¢. Faculty and residents must be educated to recognize the signs
of fatigue and adopt and apply policies to prevent and counter-
act the potential negative effects,

2. Duty Hours

a. Duty hours are defined as all clinical and academic activities
related to the residency program, ie, patient care (both inpa-
tient and outpatient), administrative duties related to patient
care, the provision for transfer of patient care, time spent
in-house during call activities, and scheduled academic activi-
ties such as conferences. Duty hours do not include reading
and preparation time spent away from the duty site.

b. Duty hours must be limited to 80 hours per week, averaged
over a four-week period, inclusive of all in-house call activities.

¢. Residents must be provided with 1 day in 7 free from all edu-
cational and clinical responsibilities, averaged over a 4-week
period, inclusive of call. One day is defined as one continuous
24-hour period free from all clinical, educational, and adminis-
trative activities.

d. Adequate time for rest and personal activities must be pro-
vided. This should consist of a 10 hour time period provided
between all daily duty periods and after in-house call.

3. On-Call Activities

The objective of on-call activities is to provide residents with con-

tinuity of patient care experiences throughout a 24-hour period.

In-house call is defined as those duty hours beyond the normal

work day when residents are required to be immediately avail-

able in the assigned institution.

a. In-house call must occur no more frequently than every third
night, averaged over a four-week period.

b. Continuous on-site duty, including in-house call, must not ex-
ceed 24 consecutive hours. Residents may remain on duty for
up to six additional hours to participate in didactic activities,
transfer care of patients, conduct outpatient clinics, and main-
tain continuity of medical and surgical care as defined in Spe-
cialty and Subspecialty Program Requirements.

¢. No new patients, as defined in Specialty and Subspecialty Pro-
gram Requirements, may be accepted after 24 hours of contin-
uous duty.

d. At-home call (pager call) is defined as call taken from outside
the assigned institution.

1) The frequency of at-home call is not subject to the every
third night limitation. However, at-home call must not be
so frequent as to preclude rest and reasenable personal
time for each resident. Residents taking at-home call must
be provided with 1 day in 7 completely free from all educa-
tional and clinical responsibilities, averaged over a 4-week
period.

2} When residents are called into the hospital from home, the
hours residents spend in-house are counted toward the
80-hour limit.

3) The program director and the faculty must monitor the de-
mands of at-home call in their programs and make sched-

uling adjustments as necessary to mitigate excessive ser-
vice demands and/or fatigue.

4. Moonlighting

a. Because residency education is a full-time endeavor, the pro-
gram director must ensure that moonlighting does not inter-
fere with the ability of the resident to achieve the goals and
objectives of the educational program.

b. The program director must comply with the sponsoring institu-
tion’s written policies and procedures regarding moonlighting,
in compliance with the [nstitutional Requirements II1. D.Lk.

¢. Moonlighting that occurs within the residency program and/or
the sponsoring institution or the non-hospital sponsor’s pri-
mary clinical site{s), ie, internal moonlighting, must be
counted toward the 80-hour weekly limit on duty hours.

. Oversight

a, Each program must have written policies and procedures con-
sistent with the Institutional and Program Requirements for
resident duty hours and the working environment. These poli-
cies must be distributed to the residents and the faculty. Moni-
toring of duty hours is required with frequency sufficient to
ensure an appropriate balance between education and service,

b. Back-up support systems must be provided when patient care
responsibilities are unusually difficult or prolonged, or if unex-
pected circumstances create resident fatigue sufficient to
jeopardize patient care.

. Duty Hours Exception

An RRC may grant exceptions for up to 10 % of the 80-hour limit,
to individual programs based on a sound educational rationale.
However, prior permission of the institution’s GMEC is required.

Vi. Evaluation

A. Resident Evaluation
1. The residency program must demonstrate that it has an effective

plan for assessing resident performance throughout the program

and for utilizing the results to improve resident performance.

This plan should include:

a. the use of methods that produce an accurate assessment of
residents’ competence in patient care, medical knowledge,
practice-based learning and improvement, interpersonal and
communication skills, professionalism, and systems-based
practice.

b. mechanisms for providing regular and timely performance
feedback to residents that includes at least
1) written semiannual evaluation that is communicated to
" each resident in a timely manner and
2} the maintenance of a record of evaluation for each resident

that is accessible to the resident.

¢. a process involving use of assessment results to achieve pro-
gressive improvements in residents’ competence and perfor-
mance. Appropriate sources of evaluation include faculty,
patients, peers, self, and other professional staff.

. The program director must provide a final evaluation for each

resident who completes the program. The evaluation must in-
clude a review of the resident’s performance during the final pe-
riod of education and should verify that the resident has demon-
strated sufficient professional ability to practice competently
and independently. The final evaluation must be part of the resi-
dent’s permanent record maintained by the institution.

B. Faculty Evaluation

The performance of the faculty must be evaluated by the program
no less frequently than at the midpoint of the accreditation cycle
and again prior to the next site visit. The evaluations should include
a review of their teaching abilities, commitment to the educational
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program, clinical knowledge, and scholarly activities. Annual writ- Pro g ram R e quirem ents

ten confidential evaluations by residents must be included in this

process.

C. Program Evaluation
The educational effectiveness of a program must be evaluated at
least annually in a systematic manner.

L.

Representative program personnel, ie, at least the program di-
rector, representative faculty, and at least one resident, must be
organized to review program goals and objectives and the effec-
tiveness of the program in achieving them. The group must have
regular documented meetings at least annually for this purpose.
In the evaluation process, the group must take into consideration
written comments from the faculty, the most recent report of the
GMEC of the sponsoring institution (see Institutional Require-
ments [.B.3.d), and the residents’ confidential written evalua-
tions. If deficiencies are found, the group should prepare an ex-
plicit plan of action, which should be approved by the faculty and
documented in the minutes.

. Qutcome assessment

a. The program should use resident performance and outcome
assessment in its evaluation of the educational effectiveness of
the residency program,

b. The program should have in place a process for using resident
and performance assessment results together with other pro-
gram evaluation results to improve the residency program.

Program Requirements
for Residency Education
in Allergy and Inmunology

I. Introduction

A. Definition of the Specialty

Graduate medical education programs in allergy and immunology
should be designed to prepare specialists who provide expert medi-
cal care for patients with allergic and immunologic disorders and
who can serve as consultants, educators, and physician scientists in
asthma, allergic disorders, immunologic disorders, and immunodefi-
ciency diseases.

B. Duration and Scope of Education

1. Residents admitted to allergy and immunology programs should
have successfully completed a program in internal medicine or
pediatrics accredited by the Accreditation Council for Graduate
Medical Education (ACGME),

2. The length of the educational program is 24 months of full-time

3. P.elfnrmance of program graduates on the ceﬂfiﬁcation eXaming- education. Before entry into the program, each resident must be
t!on should be used as one measure of evaluating program effec- notified in writing of the required length ,of the allergy and im-
tiveness. munology educational program. The required program may be

. . . spread over a longer time period if the program documents the

Vil. Experimentation and Innovation _ required 24 months of education consistent with the goals, objec-

A. Since responsible innovation and experimentation are essential tives, educational content, and policies, as referenced in these
to improving professional education, experimental projects sup- Program Requirements, Section IV.
ported by sound educational principles are encouraged. 3. Residents must demonstrate competencies in both children and

B. Requests for experimentation or innovative projects that may de- adults with asthma, allergic disorders, immunologic disorders,
viate from the program requirements must be RRC and immunodeficiency diseases.
prior-approved and must include the educational rationale and a
method for evaluating the project. Il. Institutional Organization

C. The sponsoring institution and program are jointly responsible
for the quality of education offered to residents for the duration A. Sponsoring Institution
of such a project. 1. Allergy and immunology programs should be conducted princi-

ACGME: February 2002  Effective: July 2003 pally in institutions with accredited graduate medical education

Duty Hour Requirements Approved February 2003 programs in pediatrics and internal medicine.
’ 2. The sponsoring institution must provide sufficient faculty, finan-

cial resources, clinical resources, research opportunities, and li-
brary facilities to meet the educational needs of the residents
and to enable the program o comply with the requirements for
accreditation,

B. Participating Institutions

1. Affiliations with other institutions may be necessary to ensure
graduate education in both pediatric and adult allergy and immu-
nology. Participation by any institution providing more than 4
months of education for each resident during the 2-year program
must receive prior approval by the Residency Review Commitiee
(RRC).

2. There must be an appropriately executed interinstitutional
agreement between the sponsoring institution and each partici-
pating institution in the program that:

a. identifies the faculty at the participating institution who will
assume the administrative, educational, and supervisory re-
sponsibility for the resident with overall coordination by the
program director

b. outlines the educational goals and objectives to be attained
within the participating institutions
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Program Requirements for Residency Education in Allergy and Immunology

¢. specifies the period of assignment of the residents to the par-
ticipating institution, the financial arrangements, and the de-
tails for insurance and benefits -

d. determines the participating institution’s responsibilities for
teaching, supervision, and formal evaluation of the residents’
performances, and © -

e. establishes with the participating institution the policies and
procedures that govern the residents’ education while as-
signed to the participating institution.

C. Resident Appoihtments

1. The program director must comply with the requirements for res-
ident eligibility, as listed in the AGGME Institutional Require-
ments.

2. The number of residents appointed must not exceed the suffi-
ciency of resources available for education.

lIl. Faculty Qualifications and Responsibilities

The program director and faculty are responsible for the general
administration of the program, including those activities related to
the recruitment, selection, instruction, supervision, counseling,
evaluation, and advancement of residents and the maintenance of
records related to program accreditation. All members of the fac-
ulty should give the necessary time and effort to the program, dem-
onstrate a strong interest in the education of residents, evidence
sound clinical and teaching abilities, support the goals and objec-
tives of the program, and be committed to their own continuing
education. ‘

A. Program Director
1. Qualifications

a. A single program diréctor with requisite and documented clin-
ical, educational, and administrative experience must be re-
sponsibie for the program. In a conjoint program, one program
director must be designated as the single responsible
administrator,

b. The program director must be experienced as a clinician,
scholar, teacher, and administrator in the specialty.

¢. The program director must possess leadership qualities and
must devote sufficient time and effort to the program to pro-
vide day-to-day continuity of leadership and to fulfill all of the
responsibilities of meeting the educational goals of the
program.

d. The allergy and immunology program director must either be
certified by the American Board of Allergy and Immunology or
be judged by the RRC to possess appropriate educational
qualifications.

e. The program director must be licensed to practice medicine in
the state where the institution that sponsors the program is lo-
cated and must be appointed in good standing to the medical
staff of an institution participating in the program.

2. Responsibilities

The program director must:

a. Develop a sound organizational framework and an effective
faculty as essential elements of the educational program.

b. Create an atmosphere where residents continually strive for
excellence,

¢. Prepare a written statement outlining the educational goals of
the program with respect to the knowledge, skills, and other
attributes of residents at each level of education for each pro-
gram assignment.

d. Select residents for appointment to the program in accor-
dance with institutional and departmental policies and
procedures.

e. Select and supervise faculty and other program personnel at
each institution participating in the program.

f. Supervise residents using explicit written descriptions of su-
pervisory lines of responsibility for the care of patients. Such
guidelines must be communicated to all members of the fac-
ulty. Residents must be provided with prompt, reliable systems
for communication and interaction with supervisory
physicians. :

g. Implement fair procedures established by the institution re-
garding academic discipline and resident complaints or
grievances. ’

h. Monitor resident stress, including mental or emotional condi-
tions inhibiting performance or learning and drug- or alco-
hol-related dysfunction. The program director and faculty
‘should be sensitive to the need for timely provision of confi-
dential counseling and psychological support services to resi-
dents. Educational situations that consistently produce
undesirable stress on residents must be evaluated and
modified.

i. Prepare an accurate statistical and narrative description of
the program as requested by the RRC.

j. Notify the RRC executive director of changes in the program,
ie, changes in the program director, faculty appointments, par-

- ticipating institutions, or {acilities.

B. Faculty .
1. Allergy and immunology faculty qualifications:

a. There must be sufficient faculty with suitable academic and
practice qualifications to ensure proper teaching and supervi-
sion in the disciplines of the field. The faculty must include a
1. qualified allergist(s) and immunologist{s) with a back- -

ground in internal medicine and
2. qualified allergist(s) and immunologist(s) with.a back-
ground in pediatrics.

b. The allergy and immunology clinical faculty must be licensed
to practice medicine in the state where the institutional spon-
sor is located, must be appointed in good standing to the medi-
cal staff of an institution participating in the program, and
must be certified by the American Board of Allergy and Iramu-
nology or be judged by the RRC to have appropriate educa-
tional qualifications.

2. All other program faculty, such as healthcare prowders and sci-
entists, must be appropriately qualified in their area of expertise.

C. Scholarly Activities

Graduate medical education must take place in an environment of

inquiry and scholarship in which the residents and the faculty par-

ticipate in the development of new knowledge, learn to evaluate re-

search findings, and develop habits of inquiry as a continuing pro-

fessional responsibility. The responsibility for establishing and

maintaining an environment of inquiry and scholarship rests with

the program director and faculty. The faculty must demonstrate

broad involvement in scholarly activity, including:

1. participation in peer-reviewed clinical or scientific publications;

2. participation in research, particularly in projects funded follow-
ing peer review that result in presentations at regional and na-
tional scientific meetings and publication in peer-reviewed jour-
nals;

3. participation in regional or national professional and scientific
societies;

4, participation in clinical discussions, rounds, and conferences in
a manner that promotes a spirit of inquiry and scholarship;

5. offering guidance and technical support, eg, research design and
statistical analysis, for residents involved in research or other
scholarly activities;
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6. participation in journal clubs and research confefences; and
7. provision of support for resident participation in scholarly activi-
ties,

IV. The Educational Program

The course of study must include asthma, allergic disorders, immu-
nologic disorders, and immunodeficiency diseases. All residents
must be provided with opportunities to apply immunologic theories,
principles, and techniques to the investigation, diagnosis, and treat-
ment of a broad spectrum of allergic and immunologic diseases. The
required education in the various aspects of the clinical program
must involve supervised patient care; rotations through cooperating
services; attendance at conferences, lectures, journal clubs, or sem-
inars; and reading and preparation for teaching assignments.

A. Program Design

1. The program must provide documentation that each resident is
provided with the following components in the 24-month eourse
of study as referenced in Section IV B-D of these Program Re-
quirements: :

a. Fifty percent of the program must be devoted to direct patient
care activities.

b, Twenty-five percent of the program must be devoted to re-
search and scholarly activities.

¢. Twenty-five percent of the program must be devoted to other
educational activities.

2. Goals and objectives

a. The program director and faculty must prepare and comply
with written educational goals and objectives for the program
consistent with the institutional mission.

b. Goals and objectives must be developed for each resident as-
signment and for each level in the program, and they must be
distributed to residents and faculty. '

¢. The program design and structure must be approved by the
RRC as a part of the accreditation process.

B. Educational Competencies
1. General competencies

Residents must demonstrate the following general competencies

to begin the independent practice of this specialty:

a. Patient care that is compassionate, appropriate, and effective
for the treatment of health problems and the promotion of
health

b. Medical knowledge about established and evolving biomedical,
clinical, and cognate (epidemiological and social-behavioral)
sciences and the application of this knowledge to patient care

¢. Practice-based learning and improvement that involves inves-
tigation and evaluation of their own patient care, appraisal
and assimilation of sclentific evidence, and improvements in
patient care

d. Interpersonal and communication skills that result in effective
information exchange and teaming with patients, their fami-
lies, and other health professionals

e. Professionalism, as manifested through a commitment to car-
rying out professional responsibilities, adherence to ethical
principles, and sensitivity to a diverse patient population

f. Systems-based practice, as manifested by actions that demon-
strate an awareness of and responsiveness to the larger con-
text and system of health care and the ability to effectively call
on system resources to provide care that is of optimal value to
the patient

2. Allergy and immunology-specific competencies

Residents must be able to expertly and appropriately demon-

strate the following allergy and immunology specific competen-

cies to begin the independent practice of this specialty:

Jj. Design, conduct, write, and present research in either labora-

. Personal and professional competencies
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a. Conduct a comprehensive and detailed medical inferview with

children and adults who present with suspected allergic
and/or immunologic disorders

b. Perform a physical examination appropriate to the specialty

. Select, perform, and interpret diagnostic tests or studies

¢
d. Assess the risks and benefits of therapies for allergic and im-

munologic disorders {eg, drug therapy, allergen immuno-
therapy, immunomodulatory therapy)

e. Counsel and educate patients about diagnosis, prognosis, and

treatment

f. Consult with and educate other physicians and health care
providers

¢ Apply basic and clinical science to the clinical care of patients

h. Coordinate the care of patients, including the use of
consultation

i. Analyze medical and other scientific literature

tory-based or clinical investigation in allergy and/or
immunology

Residents should demonstrate the following personal and profes-

sional characteristics:

a. Caring, altruistic, and compassionate behavior

b. Honesty, integrity, and professionalism in relating to patients
and other healthcare providers

¢. Acceptance of the need for a lifelong pursuit of excellence,
self-directed learning, and continuing education

d. Ethical management of real and perceived conflicts of interest

C. Clinical Components
1. Required education

a. Direct patient care experience: Fifty percent of the resident’s
time must be devoted to direct patient care activities. Direct
patient care is defined as both inpatient and outpatient care,
clinical case conferences, and record reviews.

1. Cross-training in internal medicine and pediatrics: Resi-
dents must receive cross-training in both pediatric and
adult allergy and immunology because specialists in allergy
and immunology, whatever their primary specialties, are
called on to diagnose and treat individuals of all ages.

a. Twenty percent of the required minimum 12-month
equivalent direct patient care activity is the required
cross-training experience.

b. Inpatient experiences, both initially and through fol-
low-up, should be provided as an educational experience
in the crossover specialty.

2. Ambulatory experience: A sufficient number of adult and
pediatric ambulatory patients must be provided for each
resident during the 24-month program,

3. Inpatient experience:

a. A sufficient number of adult and pediatric inpatients
must be provided for each resident during the 24-month
program. These inpatient experiences should include di-
rect patient care such as primary patient care, consulta-
tion, or teaching rounds.

b. Inpatient activities may be accomplished through edu-
cational liaisons with other specialties or services.
There must be sufficient diversity of patient ages and di-
agnoses to reflect the breadth of the specialty.

4. A patient listing consisting of a unique patient identifier,
age, and diagnosis for each patient seen by each resident
must be available for verification by the site visitor.

5. Continuity of care: Residents must be provided with contin-
uing responsibility for the care of patients with asthma, al-
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lergic disorders, immunologic disorders, and
immunodeficiency diseases.

6. Number, variety, and classification of patients: The program
must provide a sufficient number of pediatric and adult pa-
tients to provide eduecation in asthma, allergic disorders,
immunologic disorders, and immunedeficiency diseases.
a. Residents must have direct patient contact with chil-

dren and adults with the following diagnoses:
1. Anaphylaxis
2. Asthma
3. Atopic dermatitis
4. Contact dermatitis
b. Drug allergy
6. Food allergy
7. Immunodeficiency
8. Rhinitis
9. Sinusitis
10, 8tinging insect hypersensitivity
11. Urticaria and angioedema
12. Patch Testing
b. Direct contact with patients with the following diagno-
ses is strongly encouraged;

Autoimmune disease

Bronchopulmonary aspergillosis

Eosinophilic disorders

Hypersensitivity pneumonitis

Mastocytosis

Ocular allergies

Occupational lung disease

Vasculitis

c. Re31dents must demonstrate proficiency with the follow-

ing procedures:

Allergen immunotherapy

Delayed hypersensitivity skin testing

Drug desensitization and challenge

Immediate hypersensitivity skin testing

IVIG treatment

Performance and interpretation of pulmonary func-

tion tests

7. Physical urticaria testing

d. Resident proficiency with the following procedures is

highly desirable:

. Exercise challenge

Methacholine and other bronchial challenge testing

Nasal cytology

Oral challenge tests

Patch testing

Rhinolaryngoscopy
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D. Didactic Component

The following areas must be included in the educational program:

1. Knowledge of aerobiclogy; cellular and molecular immung-
biology; humoral and cellular immunology; pulmonary physiology;
mechanisms of inflammation; pharmacology and pharmaco-
kinetics, drug metabolism, drug side effects, and drug interac-
tions; the scientific basis of the methodology, indications, and in-
terpretation of laboratory tests and imaging procedures used in
the diagnosis and follow-up of patients with asthmatic, allergic,
immunologic, and other diseases; preparation and standardiza-
tion of allergen extracts; means to measure indoor allergens and
the institution of environmental control measures in the home
and other sites; transplantation medicine and tumor immunol-
ogy; reproductive immunology; the costs of therapy and diagnos-
tic testing; and the psychological effects of chronic iliness

. Knowledge of applied immunology, to include the principles and

techniques of clinical immunology laboratory procedures such as
tests for humoral immunity, cellular immunity, neutrophil fune-
tion, cytokines, immune complexes, cryoprecipitable proteins,
total serum complement activity and individual complement
components, and histocompatibility, as well as procedures for the
preparation and use of monoclonal antibodies.

..Knowledge of the etiology, immunopathogenesis, differential di-

agnosis, therapy, and complications of those diseases referenced

+ in these Program Requirements.

. Knowledge of controversial or unproven drug or therapeutic

techniques in allergy, asthma, allergic disorders, immunologic
disorders, and immunodeficiency diseases

. Resident Research and Scholarly Activities
. Twenty-five percent of the program must be devoted to research

and scholarly activities.

. Residents must be provided with a structured research experi-

ence sufficient to result in an understanding of the basic prinei-

ples of study design, performance, analysis, and reporting:

a. Residents must be able to conduct a comprehensive literature
search.

b. Residents must have the opportunity to design, write, review,
or edit research protocols or plans.

¢. Residents must demonstrate a working knowledge of research
design, statistics, clinical trials, epidemiology, and laboratory
research.

d. Residents must be able to apply the principles of data collec-
tion, data analysis, and data interpretation.

e. Residents must conduct the research activity under proper
supervision,

f. Residents must be able to communicate research findings
orally and in writing.

g. Presentations at national meetings and publication in
peer-reviewed journals are strongly encouraged.

F. Resident Policies

1

Supervision: Appropriately qualified faculty must supervise all
patient care services. The program director must ensure, direct,
and document the proper supervision of residents at all times.
Residents must be provided with rapid, reliable systems for com-
municating with faculty. Appropriate supervision must be avail-
able at all times on site. This is particularly necessary for pa-
tients with severe and/or complex disease.

. Work hours: It is desirable that residents’ work schedules be de-

signed so that on the average, excluding exceptional patient care
needs, residents have 1 day out of 7 free of routine responsibili-
ties and be on call in hospital no more often than every third
night. The ratio of hours worked to on-call time will vary, particu-
larly at the senior levels, and necessitate flexibility.

V. Evaluation

A. Resident Evaluation

1.

The program must demonstrate that it has an effective plan for

assessing resident performance throughout the program and for

using assessment results to improve resident performance. This

plan should include

a. the use of dependable measures to assess residents’ corpe-
tence in patient care, medical knowledge, practice-based
learning and improvement, interpersonal and communication
skills, professionalism, and systems-based practice

b. a process involving the use of assessment results to achieve
progressive improvements in residents’ competence and
performance
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2. Programs that do not have a set of measures in place must de-
velop a plan for improving their evaluations and must demon-
strate progress in implementing the plan.
3. The evaluation system should demonstrate that residents have
reached the educational goals for each rotation or educational
experience. The structured use of checklists and evaluation
forms is encouraged. The direct observation of resident interac-
tions with patients should be included. Innovation in resident
evaluation is encouraged.
4. Regularity and frequency of evaluations: The program director
and faculty must
2. semiannually evaluate resident knowledge, skills, and overall
performance, including the development of professional atti-
tudes consistent with being a physician,

b, communicate each evaluation to the resident in a timely
manner; '

¢. maintain a permanent record of evaluation for each resident
and have it accessible to the resident and other authorized
personnel; and

d. provide a final written evaluation for each resident who com-
pletes the program that includes a review of the resident’s per-
formance during the final period of education and verifies that
the resident has demonstrated sufficient professional ability
to practice competently and independently. The final evalua-
tion should be a part of the resident’s permanent record main-
tained by the institution.

B, Faculty Evaluation

There must be meaningful evaluation of the faculty. This should in-
clude confidential evaluation by the residents. The program direc-
tor is responsible for the administration and interpretation of the
faculty evaluations.

C. Program Evaluation
1. The program should have in place a process for using resident
and performance assessment results together with ether pro-
gram evaluation results to improve the residency. The program
should use performance and outcome assessment results in eval-
uation of the educational effectiveness of the residency program.
a. The quality of the curriculum and the extent to which the edu-
cational goals have been met by the residents, the utilization
of resources available to the program, the contribution of each
institution participating in the program, the financial and ad-
ministrative support for the program, the volume and variety
of patients available to the program for educational purposes,
the performance of members of the faculty, and the quality of
resident supervision must be evaluated at least annually.

b. Written and confidential evaluations by residents should be
utilized in this process.

¢. The program director is administratively responsible for this
evaluation.

2. The institution must conduct a meaningful and timely internal
evaluation of the program as required by the Institutional Re-
quirements,

3. A review of the performance of program graduates on the Ameri-
can Board of Allergy and Immunology examination will be em-
ployed by the RRC as one measure of the program’s educational
effectiveness.

VI. Certification

Residents who plan to seek certification by the American Board of
Allergy and Immunology should communicate with the executive
secretary of the board to ascertain the requirements,

ACGME: September 2001  Effective: July 1, 2002

Program Requirements for
Residency Education in Clinical
and Laboratory Immunology
(Allergy and Immunology)

I. Introduction -

A, Definition of the Specialty

A graduate medical education program in clinical and laboratory
immunology must be designed to educate physicians in the applica-
tion and interpretation of clinical immunology tests and in the di-
rection of a clinical immunology laboratory, such as infectious dis-
ease, oncology, rheumatology, pathology, or nephrology.

B. Duration

1. Clinical and laboratory immunology educational programs must
be 1 year in duration. o

2. Applicants to clinical and laboratory immunology programs
should have successfully completed an accredited residency pro-
gram'in internal medicine or pediatrics and should have 1 or
more years of additional education in an immunelogically related
subspecialty.

C. Objectives

A clinical and laboratory immunology educational program must
provide a structured educational experience that allows the clinical
and laboratory immunology resident to become proficient in the
basic science, laboratory procedures, and technical management
underlying the operation of the clinical immunology laboratory. In
addition, it must provide an appropriate clinical background that
will prepare the resident to act as a consultant in the application
and interpretation of diagnostic immunology tests.

Il. Institutional Organization

The clinical and laboratory immunology program must be con-
ducted in institutions with accredited graduate medical education
programs in allergy and immunology or in the various relevant
subspecialties of internal medicine and pediatrics.

A o
The sponsoring institution must provide sufficient faculty; finan-
cial resources; and clinical, research, and library facilities to
meet the educational needs of the residents and to enable the
program to comply with the requirements for accreditation.

B. Participating Institutions

1. If the resources of two or more institutions are required to sup-
port the program, interinstitutional agreements must be devel-
oped by the sponsoring and participating institutions as required
by the Institutional Requirements.

2. Participating institutions providing 2 months or more of the edu-
cational prograr must be approved by the Residency Review
Committee (RRC). .

3. Assignments to participating institutions must be based on a
clear educational rationale and should provide clinical resources
not available to the sponsoring institution for the program.

Ill. Faculty

The program director and the faculty are responsible for the gen-
eral administration of the program, including activities related to
the recruitment, selection, instruction, supervision, counseling,
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. evaluation, and advancement of residents and the mainienance of
records related to program accreditation.

A. Program Director

There must be a single program director responsible for the
program. o

1. Qualifications of the program director

tently and independently. This final evaluation should be
part of the resident’s permanent record maintained by the
institution.
¢. Implement fair procedures, as established by the sponsoring
institution, regarding academic discipline and resident com-
plaints or grievances.
h. Monitor resident stress, including mental or emotional condi-

a. Competence as a scientist, clinician, and teacher in the ﬁeld
of clinical and laboratory nnmunology, possession of leader-
ship qualities; and authority to organize and administer the
program. The program director must maintain close contact
with the clinical and Iaboratory immunology residents, con-
tributing sufficient time to ensure sufficient teaching and
guidance. The program director, or qualified designee, must be
available to provide advice and instruction to clinical and lab-
oratory immunology resident(s) on a day-to-day basis.

b. Licensure to practice medicine in the state where the institu-
tion that sponsors the program is located.

¢. Certification by the American Board of Allergy and Immunol-
ogy (ABAI), by a board in an immunologically related
subspecialty of internal medicine or pediatrics, or possess
suitable equivalent qualifications. In addition, the program di-

. rector should have an ABAI certificate in clinical and labora-
tory immunology or must demonstrate suitable equivalent
qualifications,

d. Appointment in good standing fo the medical staff of an insti-
tution participating in the program.

. Responsibilities of the program director

a. Preparation of a written statement outlining the educational
goals of the program with respect to knowledge, skills, and
other attributes of residents at each level of training and for
€ach major rotation or other program assignment. This state-
ment must be distributed to residents and faculty. It should be
readily available for review.

b. Selection of residents for appointment to the program in ac-
cordance with institutional and departmental policies and
procedures.

c. Selection and supervision of the faculty and other program
personnel at each instifution participating in the program.

d. Supervision of residents through explicit written descriptions
of supervisory lines of responsibility for the care of patients.
Such guidelines must be communicated to all members of the
program staff. Residents must be provided with prompt, reli-
able systems for communication and interaction with supervi-
sory physicians.

¢. Regular evaluation of residents’ knowledge, skills, and overall
performance, including the development of professional atti-
tudes consistent with being a physician.

f. The program director, with participation of the faculty, will
1. at least semiannually evaluate the knowledge, skills, and

professional growth of the remdents using appropriate cri-
teria and procedures;

2. communicate each evaluation to the resident in a fimely
manner;

3. advance residents to positions of higher responsibility only
on the basis of evidence of their satisfactory progressive
scholarship and professional growth;

4. maintain a permanent record of evaluation for each resi-
dent and have it accessible to the resident and other au-
thorized personnel; and

5. provide a written final evaluation for each resident who
completes the program. The evaluation must include a re-
view of the resident’s performance during the final period
of training and should verify that the resident has demon-
strated sufficient professional ability to practice compe-

tions inhibiting performance or learning and drug- or alco-
hol-related dysfunction. The program director and faculty
should be sensitive to the need for timely provision of confi-
dential counseling and psychological support services to resi-
dents. Situations that ¢onsistently produce undesirable stress
on residents must be evaluated and modified.

i. Prepare an accurate statistical and narrative description of
the program as requested by a review committee.

j. Notify the RRC of any major programmatic change, eg, change
in program director or the addition or deletion of participating
institutions. The RRC retains the prerogative to assess the im-
pact of such change(s) upon the quality of the education of-
fered fo the residents.

B. Faculty

1. There must be a sufficient number of faculty with documented
qualifications to instruct and supervise adequately all the resi-
dents in the program. The faculty must be able to devote suffi-
cient time to meet their supervisory and teaching responsibili-
ties.

2. All members of the faculty must demonstrate a strong interest in
the education of residents, sound clinical and teaching abilities,
support of the goals and objectives of the program, a commit-
ment to their own continuing medical education, and participa-
tion in scholarly activities.

3. A member of the faculty of each participating institution must be
designated to assume responsibility for the day-to-day activities
of the program at that institution, with overall coordination by
the program director.

4. The faculty must be organized and have regular documented
meetings to review program goals and objectives as well as pro-
gram effectiveness in achieving them. At least one resident rep-
resentative should participate in these reviews.

5. The faculty should at least annually evaluate the utilization of
the resources available to the program, the contribution of each
institution participating in the program, the financial and admin-
istrative support of the program, the volume and variety of pa-
tients available to the program for educational purposes, the per-
formance of faculty, and the quality of supervision of residents.

C. Other Program Persennel

Programs raust be provided with the additional professional, techni-
cal, and clerical personnel needed fo support the administration
and educational conduct of the program.

IV. Facilities and Resources

A. Laboratory

1. Appropriate laboratory space must be available within an ongo-
ing and operational diagnostic immunology laboratory where a
wide variety of immunologic tests are routinely performed.

2. The laboratory should utilize up-to-date techniques and equip-
ment, including modern record-keeping procedures, to ensure,
the timely and efficient return of laboratory results and adequate
storage and retrieval of data.
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B. Clinical

Clinical and laboratory immunology residents should be provided
with sufficient clinical experience that reflects a variety of immuno-
logic disorders.

C. Medical Library

1. Residents must have ready access to a major medical library, ei-
ther at the institution where the residents are located or through
arrangement with convenient nearby institutions.

2. Library services should include the electronic retrieval of infor-
mation from medical databases.

3. There must be access to an on-site library or to a collection of ap-
propriate texts and journals in each institution participatingina
residency program. On-site libraries and/or collections of texts
and journals must be readily available during nights and week-
ends.

V. The Educational Program

The program director and the faculty must prepare and comply with
written educational goals for the program. The program design
and/or structure must be approved by the RRC as part of the regu-
lar review process. Participation by any institution providing 2
months or more experience must be approved by the RRC. The pro-
gram design and/or structure must be approved by the RRC as part
of the regular review process. Educational goals and objectives
must be defined in appropriate documents and must be available to
prospective and current clinical and laboratory immunology resi-
dents and faculty. Educational goals and objectives must also be
provided for individual assignments inside and outside the main
teaching laboratory. The program goals must include graded re-
sponsibility within the program and methods of resident evaluation
and must involve residents in diagnostic immunology consultation.

A. Clinical and Laboratory
The course of study should be composed of a combination of practi-
cal and didactic training that addresses different areas of clinical
and laboratory immunology that include, but not limited to:
1. Quantification of immunoglobulins
2. Measurement of specific antibodies
3. Functional and quantitative complement tests
4. Assays of lymphocyte, monocyte, neutrophil, eosinophil, and
basophil function and quantification
5. Autoantibody assessment
8. Rapid tests for infectious diseases
7. DNA amplification and binding tests
8. Genetic testing and gene therapy
9. Histocompatibility testing
10. Prenatal diagnosis
11. Quality control testing
12. Data management and statistical analysis
13. Laboratory safety issues
14. Regulatory agency interactions

B. Academic

1. Clinical and laboratory immunology residents must attend semi-
nars and conferences that are conducted regularly. The confer-
ences must be of sufficient number and quality to ensure an edu-
cational interchange in the various disciplines of clinical
immunology. These conferences must include
a. allergic diseases
b. primary and secondary immunodeficiency diseases
¢. autoimmune diseases
d. immunologic aspects of bone marrow and organ

transplantation

e. immunologic aspects of gene replacement therapy

f. immunologic aspects of organ-specific inflammatory
conditions

¢. immunologic aspects of malignancy and cancer

2. Clinical conferences
Clinical and Iaboratory immunology residents should attend ap-
propriate clinical rounds and other didactic teaching sessions at
relevant clinical sifes. In addition, they should have access to
prepared teaching materials on clinical and basic immunology.

€. Other Required Components
1. Resident supervision

a. Residents must be supervised by appropriately qualified fac-
ulty. The program director must ensure, direct, and document
proper supervision of residents at all times.

b. Residents must have a keen sense of personal responsibility
for continuing patient care and must recognize that their obli-
gation to patients is not automatically discharged at any given
hour of the day or any particular day of the week. In no case
should residents go off duty until the proper care and welfare
of the patients have been assured. When averaged over 4
weeks, residents shonld spend no more than 80 hours per
week in hospital duties; should have, on the average, the op-
portunity to spend at least 1 full day out of 7 free of hospital
duties; and should be on call no more often than every third
night, It is the responsibility of the program director to ensure
enforcement of reasonable policies with respect to work
hours.

2. Scholarly activity

Graduate medical education must take place in an environment

of inquiry and scholarship in which residents participate in the

development of new knowledge, learn to evaluate research find-
ings, and develop habits of inquiry as a continuing professional
responsibility. The responsibility for establishing and maintain-
ing an environment of inquiry and scholarship rests with the fac-
ulty. While not all of the faculty must be investigators, the faculty
as a whole must demonstrate broad involvement in scholarly ac-
tivity. This activity should include:

a. participation of the faculty in clinical discussions, rounds, and
conferences in a manner that promotes a spirit of inquiry and
scholarship. Scholarship implies an in-depth understanding of
basic mechanisms of normal and abnormal states and the ap-
plication of current knowledge to practice.

b. participation in journal clubs and research conferences.

¢. active participation in regional or national professional and
scientific societies, particularly through presentations at the
organizations’ meetings and publications in their journals.

d. participation in research, particularly in projects that are
funded following peer review and/or that result in publications
or presentations af regional and national scientific meetings.

e. offering of guidance and technical support, eg, research design
and statistical analysis, for residents invelved in research.

f. provision of support for resident participation in scholarly
activities.

VI. Evaluation

A
Residents must be evaluated semiannually as referenced in these
Program Requirements 111L.A.2.

B. Faculty

The faculty should be evaluated at least annually to review teaching
abilities, commitment to the educational program, clinical knowl-
edge, and schelarly activities. Residents should participate in this
evaluation.
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C.
L

Program .

The educational effectiveness of a program must be evaluated at
least annually in a systematic manner. In particular, the quality

of the curriculum and the extent to which the educational goals
have been met by residents must be assessed. Written confiden-
tial evaluations by residents should be utilized in this process.

. Review of past resident performance on the certification exami-

nation for clinical and laboratory immunology will be employed
by the RRC as one measure of the quality of the program.

VII. Board Subcertification

Residents who plan to seek subcertification in clinical and labora-

tory immunology should communicate with the applicable hoard to
ascertain the current requirements for acceptance as a candidate.

ACGME: February 1999 Effective: July 1999

Program Requirements
for Residency Education
in Anesthesiology

Common Program Requirements appear in bold.
Sections of text not in bold are specialty-specific requirements

3

Introduction

A. Definition and Scope of the Specialty

The Residency Review Committee (RRC) representing the medical
specialty of anesthesiology exists in order to foster and maintain
the highest standards of training and educational facilities in anes-
thesiology which the RRC defines as the practice of medicine deal-
ing with but not limited to the following:

L
2.
3.

(=1

Assessment of, consultation for, and preparation of patients for
anesthesia '
Relief and prevention of pain during and following surgical, ob-

“stetric, therapeutic and diagnostic procedures

Monitoring and maintenance of normal physiology during the
perioperative period

. Management of critically ill patients
. Diagnosis and treatment of acute, chronic and cancer related

pain

. Clinical management and teaching of cardiac and pulmenary re-

suscitation

. Evaluation of respiratory function and application of respiratory

therapy

. Conduct of clinical and basic science research
. Supervision, teaching and evaluation of performance of person-

nel, both medical and paramedical, involved in perioperative
care

B. Duration and scope of education

L

Length of Program

A minimum of 4 years of graduate medical education is necessary
to train a physician in the field of anesthesiology. Three years of
the fraining must be in clinical anesthesia. The RRC for Anesthe-
siology and the Accreditation Council for Graduate Medical Edu-
cation (ACGME) accredit programs only in those institutions
that possess the educational resources to provide 3 years of clini-
cal anesthesia training. The capability to provide the Clinical
Base Year within the same institution is desirable but not re-
quired for accreditation.

. Program Design

The continuum of education in anesthesiology consists of 4 years

of training: the Clinical Base Year (CBY) and 36 months of clini-

cal anesthesia training (CA-1, CA-2, and CA-3 years).

a. Clinical Base Year
One year of the {otal training must be the Clinical Base Year,
which should provide the resident with 12 months of broad ed-
ucation in medical disciplines relevant to the practice of anes-
thesiology. The Clinical Base Year usually precedes training in
clinical anesthesia. It is strongly recommended that the Clini-
cal Base Year be completed before the resident starts the CA-2
year; however, it must be completed before the resident begins
the CA-3 year.

The Clinical Base Year must include at least 10 months of
clinical rotations of which at most 1 month may involve train-
ing in anesthesiology. Clinical Base Year rotations include
training in internal medicine or emergency medicine, pediat-
rics, surgery or any of the surgical specialties, critical care
medicine, obstetrics and gynecology, neurology, family prac-
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tice, or any combination of these. At most, 2 months of the

Clinical Base Year may be taken in electives or in specialties

other than those listed above. If an accredited anesthesiology

program offers this year of training, the RRC will verify that
the content is acceptable, When the parent institution pro-
vides the Clinical Base Year, the anesthesiology program direc-
tor must approve the rotations for individual residents and
must have general oversight for rotations on the services that
are used for the Clinical Base Year.

b. Clinical Anesthesia Training: CA-1 through CA-3 Years These 3
years, usually the second through the fourth years of graduate
medical education, consist of training in basic and advanced
anesthesia. They must encompass all aspects of perioperative
care to include evaluation and management during the preop-
erative, intraoperative, and postoperative periods. The clinical
training must progressively challenge the resident’s intellect
and technical skills and must provide experience in direct and
progressively responsible patient management. As the resi-
dent advances through training, she or he should have the op-
portunity to learn to plan and to administer anesthesia care
for patients with more severe and complicated diseases as well
as patients who underge more complex surgical procedures.
The training must culminate in sufficiently independent re-
sponsibility for clinical decision making and patient care so
that the program is agsured that the graduating resident ex-
hibits sound clinical judgment in a wide variety of clinical situ-
ations and can function as a consultant in anesthesiology.

1) CAland 2 years '

Experience in basic anesthesia training must emphasize
the fundamental aspects of anesthesia. At least 12 months
of the CA-1 and CA-2 years should be spent in hasic anes-
thesia training, with the majority of this time occurring
during the CA-1 year. Residents should receive training in
the complex technology and equipment associated with the
practice of anesthesiology. There must be documented evi-
dence of direct faculty involvement with tutorials, lectures,
and clinical supervision of beginning residents.

Anesthesiology encorapasses the theoretical backgréund
and clinical practice of a variety of subspecialty disciplines.
Exposure to these should occupy a minimum of 7 months in
the CA-1 and CA-2 years, There must be identifiable
1-month rotations in obstetric anesthesia, pediatric anes-
thesia, neuroanesthesia, and cardiothoracic anesthesia. Ex-
periences in perioperative care must include a 2-month
rotation in critical care, a 1-month rotation in pain manage-
ment, and 2 contiguous weeks in the postanesthesia care
unit.

The program director may determine the sequencing of
these rotations. The resident should be evaluated following
each rotation, and the written evaluations should be main-
tained in each resident’s file. There must be a written de-
scription of each rotation in the CA-1 and CA-2 years. The
goals and objectives for the CA-1 and CA-2 experience must
be separate and distinct from those designed for the CA-3
year training. :

2) CA-3 year .
The program must provide 12 months’ experience in ad-
vanced and eomplex anesthesia assignments in the CA-3
year. In addition, the resident must complete an academic
assignment. A curriculum for the CA-3 year, as well as the
specific program for each resident, must be on file in the
department.

Clinical assignments in the CA-3 year must include diffi-
cult or complex anesthesia procedures and the care of seri-

Program Requirements for Residency Education in Anesthesiology

ously ill patients. Subspecialty rotations are encouraged,
but none may be longer than six months. A curriculum spe-
cific to each of the subspecialty programs offered must be
on file in the department, This curriculum must be distinct
from the CA-1 and CA-2 years subspecialty curricula and
must reflect increased responsibility and learning opportu-
nity. These assignments must not compromise the learning
opportunities for the CA-1 and CA-2 residents. All CA-3 resi-
dents must be certified as providers for advanced cardiac
life support (ACLS). ’
Academic projects may include special training assign-
ments, grand rounds presentations, preparation and publi-
cation of review articles, book chapters, manuals for
teaching or clinical practice, or similar academic activities.
A faculty supervisor must be in charge of each project. The
academic project may, at the program director’s discretion,
occur prior to the CA-3 year. ’
¢. Research Track '

The program must have the resources to provide a Research

Track of up to 6 months devoted to laboratory or clinical inves-

tigation. For the residents who elect this track, it is expected

that the resulis of the investigations will be suitable for pre-

sentation at a local, regional, or national scientific meeting,

The Research Track generally occurs in the CA-3 year, but at

the program director’s discretion, it may be taken earlier. A

curriculum describing the goals and objectives of this track

* must be on file in the department.

Essentials

C. Goals and Objectives

An accredited program in anesthesiology must provide education,
training, and experience in an atmosphere of mutual respect be-
tween instructor and resident so that residents will be stimulated
and prepared to apply acquired knowledge and talents independ-
ently. The program must provide an environment that promotes the
acquisition of the knowledge, skills, clinical judgment, and atti-
tudes essential to the practice of anesthesiology.

In addition to clinical skills, the program should emphasize in-
terpersonal skills, effective communication, and professionalism.
The residency program must work toward ensuring that its resi-
dents, by the time they graduate, assume responsibility and act re-
sponsibly and with integrity; demonstrate a commitment to excel-
lence and ethical principles of clinical care, including
confidentiality of patient information, informed consent, and busi-
ness practices; demonstrate respect and regard for the needs of pa-
tients and society that supersedes self-interest; and work effectively
as a member of a health-care team or other professional group. Fur-
ther, residents are expected to create and sustain a therapeutic re-
lationship with patients; engage in active listening, provide infor-
mation using appropriate language, ask clear questions; and
provide an opportunity for input and questions, and demonstrate
sensitivity and responsiveness to cultural differences, including
awareness of their own and their patients’ cultural perspectives.

These objectives can be achieved only when the program leader-
ship, faculty, supporting staff, and administration demonstrate a
commitment to the educational program and provide appropriate
resources and facilities. Service commitments must not compro-
mise the achievement of educational goals and objectives,

Il. Institutional Support

A. Sponsoring Institution

1. One sponsoring institution must assume the ultimate responsi-
bility for the program as described in the Institutional Re-
quirements, and this responsibility extends to resident assign-
ments at all participating institutions.
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2. The institution sponsoring an accredited program in anesthesiol-
ogy must also sponsor or be affiliated with ACGME-approved resi-
dencies in at least the spemaltles of general surgery and internal
medicine.

B. Participating Institutions v
1. Assignments to participating institutions must be based on a
clear educational rationale, must have clearly stated learning
objectives and activities, and should provide resources not
otherwise available to the program.
2. Assignments at participating institutions must be of sufficient
length to ensure a quality educational experience and should
provide sufficient opportunity for continuity of care. All par-
ticipating institutions must demeonstrate the ability te pro-
mote the program goals and educational and peer activities,
Exceptions must be justified and prior-approved.
3. Program letters of agreement must be developed for each par-
ticipating institution that provides an educational experience
for a resident that is one month in duration or longer. In in-
stances where two or more participating institutions in the
program function as a single unit under the authority of the
program director, letters are not necessary. The agreements
shouild
a. identify the faculty who will assume the educational and su-
pervisory responsibility for residents and specify the fac-
ulty responsibilities for teaching, supervision, and formal
evaluation of resident performance per Sections IV.D. and
VLA of the Program Requirements;

b. outline the educational goals and objectives to be attained
by the resident during the assignment;

¢. specify the period of resident assignment;

d. establish the policies that will govern resident education
during the assignment.

C. A participating institution may be either integrated or affiliated

with the parent institution:

1. An Integrated Institution must formally acknowledge the au-
thority of the core program director over the educational pro-
gram in that hospital, including the appointments of all faculty
and all residents. Integrated institutions should be in close geo-
graphic proximity to the parent institution to allow all residents
to attend joint conferences. If an institution is not in geographic
proximity and joint conferences cannot be held, an equivalent
educational program in the integrated institution must be fully
established and documented. Rotations to integrated institutions
are not limited in duration. However, it is expected that the ma-
Jjority of the program will be provided in the parent institution.
Prior approval of the RRC must be obtained for participation of

an institution on an mtegrated basis, regardless of the duration
of the rotations.

2. AnAffiliated Institution is one that is related to the core pro-
gram for the purpose of providing limited rotations that comple-
ment the experience available in the parent institution. Assign-
ments at affiliated institutions must be made for educational
purposes and not to fulfill service needs. Rotations to affiliated
institutions may be no more than a maximum of 12 menths dur-
ing the 3 years of clinical anesthesia. Prior approval of the RRC
must be obtained if the duration of a rotation at an affiliated in-
stitution will exceed 6 months.

D. Facilities and Resources

1. Space and Equipment
There must be adequate space and equipment for the educa-
tional program, including meeting rooms, classrooms with visual
and other educational aids, study areas for residents, office space
for teaching staff, diagnestic and therapeutic facilities, labora-

tory facilities, and computer support. The institution must pro-
vide appropriate on-call facilities for male and female residents
and faculty. ,

2. Library Resources s ’
There must be a department library. ThlS may be complemented,
but not replaced, by private faculty book collections and hospital
and/or institutional libraries. Journals, reference books, and
other texts must be readily available to residents and faculty dur-
ing nights and weekends. Residents must also have ready access
to a major medical library, either at the institution where the res-
idents are located or through arrangements with convenient
nearby institutions, Library services must include electronic re-
trieval of information from medical databases. There must be ac-
eess to an on-site library or to a collection of appropriate texts
and journals in each institution participating in a residency pro-
gram. On-site libraries and/or collections of texts and journals
and electronic databases must be readily available durmg nights
and weekends.

Ill. Resident Appointment

A. Eligibility Criteria
The program director must comply with the criteria for resident
eligibility as specified in the Institutional Regnirements.

B. Number of Residents .

1. The RRC will approve the number of residents based on crite-
ria that include the adequacy of resources for resident educa-
tion such as variety and volume of patients and related clini-
cal material available for education, faculty to resident ratio,
institutional funding, and the quality of faculty teaching. Spe-
cific criteria evaluated in establishing the number of residents
for a program or in considering requests to increase the resident
complement include 3) the program’s current accreditation sta-
tus and duration of review cycle, b) the most recent accredita-
tion citations, especially any relating to adequacy of clinical ex-
perience and/or faculty coverage, ¢) documentation of adequate
clinical volumes for all residents, and d) the ABA certification
rate of the program’s graduates for the most recent 5-year period.

2. Appointment of a minimum of nine residents with, on average,
three appointed each year is required. Any proposed increase in
the number of residents must receive prior approval by the RRC.
3. Accreditation may be withdrawn from a program that has been
without a resident for 2 years. Reactivation of a program follow-
ing withdrawal of accreditation will require a new application,

C. Resident Transfer

To determine the appropriate level of education for a resident
who is transferring from another residency program, the pro-
gram director must receive written verification of the previous
educational experiences and a statement regarding the perfor-
mance evaluation of the transferring resident, including an as-
sessment of competence in the six areas described in Section
V.B., prior to acceptance into the program. A program director
is required to provide verification of residency education for any
residents who may leave the program prior to completion of
their education.

D. Presence of Fellows and Other Students

The presence of subspecialty fellows or students must not dilute
or detract from the educational opportmutles of the anesthesiol-
ogy residents.
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IV. Faculty

The program director and faculty are responsible for the gen-
eral administration of the program and for the establishment
and maintenance of a stable educational environment. Adeguate
lIengths of appointment for the program director and faculty are
essential to maintaining such an enviroument. The length of ap-
pointment for the program director should provide for continu-
ity of leadership. Frequent changes in leadership or long periods of
temporary leadership may adversely affect an educational program
and may present serious cause for concern. When a new director, ei-
ther permanent or acting, has been appointed, the RRC must be no-
tified immediately. The RRC may initiate an inspection of the pro-
gram in conjunction with this change when it deems it necessary to
ensure continuing quality.

A. Qualifications of the Program Director
1. There must be a single program director responsible for the
program. The person designated with this authority is ac-
countable for the operation of the program and should be a
member of the staff of the sponsoring or integrated institu-
tion.
2. The program director must
a. possess faenlty experience, leadership, organizational and
administrative qualifications, and the ability to funetion ef-
fectively within an institutional governance. The program di-
rector must have significant academic achievements in
anesthesiology, such as publications, the development of edu-
cational programs, or the conduct of research.
b. be certified by the American Board of Anesthesiology or
possess qualifications judged to be acceptable by the RRC.
¢. be appointed in good standing and based at the primary
teaching site.

B. Responsibilities of the Program Director

1. Overseeing and organizing the activities of the educational
program in all institutions that participate in the program.
This includes selecting and supervising the faculty and other
program personnel at each participating institation, appoint-
ing a local site director, and monitoring appropriate resident
supervision at all participating institutions.

2. Preparing an accurate statistical and narrative description of
the program as requested by the RRC as well as updating an-
nually the program and resident records through the ACGME
Accreditation Data System (ADS).

3. Promptly notifying the executive director of the RRC using
the ADS of a change in program director or department chair.

4. Ensuring the implementation of fair policies and procedures,
as established by the sponsoring institution, to address resi-
dent grievances and due process in compliance with the Insti-
tutional Requirements.

5. Monitoring resident stress, including mental or emotional
conditions inhibiting performance or learning, and drug- or
alcohol-related dysfunction. The residency program must have a
written policy and an educational program regarding substance
abuse that specifically address the needs of anesthesiology. Both
the program director and faculty should be sensitive to the
need for timely provision of confidential counseling and psy-
chological support services to residents. Situations that de-
mand excessive service or that consistently produce undesir-
able stress on residents must be evaluated and modified.

6. Obtaining prior approval of the RRC for changes in the pro-
gram that may significantly alter the educational experience
of the residents, for example:

a. The addition or deletion of major participating institu-
tion(s) as specified in Section ILB. of this document.
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b. Change in the approved resident complement.

¢, Change in the format of the educational program. On re-
view of a proposal for a major change in a program, the
RRC may determine that a site visit is necessary.

€. Faculty Qualifications
1. The physician faculty must
a, possess requisite specialty expertise as well as documented
educational and administrative abilities and experience.
b. be certified by the American Board of Anesthesiology or
possess qualifications judged by the RRC to be acceptable.
Faculty who are not ABA certified should be in the process
of obtaining certification.
¢. be appointed in good standing to the staff of an institution
participating in the program.
2. Nonphysician faculty must be appropriately qualified in their
field and possess appropriate institutional appointments.

D. Faculty Responsibilities

1. At each institution participating in the program, there must
be a sufficient number of faculty with documented qualifica-
tions to instruct and supervise adequately the residents in the
program. The number of faculty must be sufficient to provide
each resident with adequate supervision, which shall not vary
substantially with the time of day or the day of the week. In the
clinical setting, faculty members should not direct anesthesia at
more than two anesthetizing locations simultaneously.

2. Faculty members must devete sufficient time to the educa-
tional program to fulfill their snpervisory and teaching re-
sponsibilities. The faculty must evaluate in a timely manner
the residents whom they supervise.

3. The faculty must demonstrate a strong interest in the educa-
tion of residents, demonstrate competence in both clinical
care.and teaching abilities, support the goals and objectives
of the educational program, and demonstrate commitment to
their own continuing medical education by participating in
scholarly activities as deseribed in Section V.E.1,

4. The faculty should have varying interests, capabilities, and back-
grounds, and must include individuals who have specialized ex-
pertise in the subspecialties of anesthesiology, which include but
are not limited to critical care, obstetric anesthesia, pediatric
anesthesia, neuroanesthesia, cardiothoracic anesthesia, and pain
management. Didactic and clinical teaching must be provided by
faculty with documented interests and expertise in the
subspecialty involved, Fellowship training; several years of prac-
tice, primarily within a subspecialty; and membership and active
participation in national organizations related to the
subspecialty may signify expertise.

5. Teaching by residents of medical students and junior residents
represents a valid learning experience. However, the use of a res-
ident as an instructor of junior residents must not substitute for
experienced faculty.

E. Other Program Personnel

1. The program must be provided with the additional profes-
sional, technical, and clerical personnel needed to support
the administration and educational conduct of the program.

2. The integration of nonphysician personnel into a department
with an accredited program in anesthesiology will not influence
the accreditation of such a program unless it becomes evident
that such personnel interfere with the training of resident physi-
cians. Interference may result from dilution of faculty effort, di-
lution of the available teaching experience, or downgrading of di-
dactic material. Clinical instruction of residents by nonphysician
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personnel is inappropriate, as is excessive supemsxon of such
personnel by resident staff,

V. The Educational Program

The program design and sequencing of educational experiences
will be approved by the RRC as part of the accreditation
process,

A. Role of Program Director and Faculty

The program director, with assistance of the faculty, is responsi-

ble for developing and implementing the academic and elinical

program of resident education by

1. preparing and implementing a written statement outlining the
educational goals of the program with respect to the knowl-
edge, skills, and other attributes of residents for each major
assignment and each level of the program. The statement
must be distributed to residents and faculty and reviewed °
with residents prior to the assignment.

2. preparing and implementing a comprehensive, well-organized,
and effective currienlum, both academic and clinical, which
includes the presentation of core specialty knowledge supple-
mented by the addition of current information.

3. providing residents with direct experience in progressive re-
sponsibility for patient management.

B. ACGME Competencies

The residency program must require that its residents obtain

competence in the six areas listed below to the level expected of

a new practitioner. Programs must define the specific knowl-

edge, skills, behaviors, and attitudes required and provide edu-

cational experiences as needed in order for their residents to
demonstrate the following:

1. Patient care that is compassionate, appropriate, and effective
for the treatment of health preblems and the promotion of
health.

2. Medical knowledge about established and evelving biomedi-
cal, clinical, and cognate (eg, epidemiological and so-
cial-behavioral) sciences and the application of this knowl-
edge to patient care.

3. Practice-based learning and improvement that involves in-
vestigation and evaluation of their own patient care, ap-
praisal and assimilation of scientific evidence, and improve-
ments in patient care. )

4. Interpersonal and communicalion skills that result in effec-
tive information exchange and collaboration with patients,
their families, and other health professionals.

5. Professionalism, as manifested through a commitment to car-
rying out professional responsibilities, adherence to ethical
principles, and sensitivity to a diverse patient population.

6. Systems-based practice, as manifested by actions that demon-
strate an awareness of and responsiveness to the larger con-
text and system of health care and the ability to effectively
call on system resources to provide care that is of optimal
value.

C. Scholarly Activities
1. The responsibility for establishing and maintaining an envi-
ronment of inquiry and scholarship rests with the faculty, and
an active research component must be included within each
program. Both faculty and residents must participate actively
in scholarly activity. Scholarship is defined as the following:
a. The scholarship of discovery, as evidenced by peer-reviewed
funding or publication of original research in peer-reviewed
journals.

b. The scholarship of dissemination, as evidenced by review
articles or chapters in textbooks.

¢. The scholarship of application, as evidenced by the publica-
tion or presentation at local, regional, or national profes-
sional and scientific society meetings, for example, case
reports or clinical series.

d. Active participation of the faculty in clinical discussions,
rounds, journal club, and research conferences in a manner
that promotes a spirit of inquiry and scholarship; offering of
guidance and technical support, e.g., research design, statisti-
cal analysis, for residents involved in research; and provision
of support for resident participation as appropnate in schol-
arly activities.

2. Adequate resources for scholarly actmtles for faculty and
residents must be available, eg, sufficient laboratory space,
equipment, computer services for data analysm, and statisti-
cal consultation services.

D. Resident Duty Hours and the Working Environment

Providing residents with a sound academic and elinical educa-
tion must be carefully planned and balanced with eoncerns for
patient safety and resident well-being, Each program must en-
sure that the learning objectives of the program are not compro-
mised by excessive reliance on residents to fulfill service obliga-
tions. Didactic and clinical education must have priority in the
allotment of residents’ time and energies. Duty hour assign-
ments must recognize that faculty and residents collectively
have responsibility for the safety and welfare of patients.

1. Supervision of Residents

a. All patient care must be supervised by qualified faculty.
The program director must ensure, direct, and decament
adequate supervision of residents at all times. Residents
must be provided with rapid, reliable systems for communi-
cating with supervising faculty.

b. Faculty schedules must be structured to provide residents
with continuous supervision and consultation. Supervision
shall not vary substantially with the time of day or day of the
week. In the clinical setting, faculty members should not di-
rect anesthesia at more than two anesthetizing locations
simultaneously.

¢. Faculty and residents must be educated to recognize the
signs of fatigue and adopt and apply policies to prevent
‘and counteract the potential negative effects.

2. Duty Hours

a. Duty hours are defined as all clinical and academic activi-
ties related to the residency program, ie, patient care
(both inpatient and outpatient), administrative duties re-
lated to patient care, the provision for transfer of patient
care, time spent in-house during call activities, and sched-
uled academic activities such as eonferences. Duty hours
do not include reading and preparation time spent away
from the duty site.

b. Duty hours must be limited to 80 hours per week, averaged
over a four-week period, inclusive of all in-house eall
aetivities,

¢. Residents must be provided with 1 day in 7 free from all ed-
ucational and clinical responsibilities, averaged over a
4-week period, inclusive of call. One day is defined as one
continuous 24-hour period free from all clinical, educa-
tional, and administrative activities.

d. Adequate time for rest and personal activities must be pro-
vided. This should consist of a 10 hour time period pro-
vided between all daily duty periods, and after in-house -
call. The RRC will not consider requests for a rest perioed of
less than 10 hours.
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3. On-Call Activities

The objectives of on-call activities are to provide residents with

continuity of patient care experiences throughout a 24-hour pe-

riod, as well as the challenges of providing care outside regular
duty hours. Therefore, on-call activities, including those that occur
throughout the night, are necessary components of the education
of all residents. In-house call is defined as those duty hours be-
yond the normal work day when residents are required to be
immediately available in the assigned institution.

a. In-house call must oceur no more frequently than every
third night, averaged over a four-week period.

b. Continuous on-site duty, including in-house call, must not
exceed 24 consecutive hours. Residents may remain on duty
for up to 6 additional hours to participate in didactic activ-
ities, transfer care of patients, conduct outpatient clinies,
and maintain continuity of medical and sargical care. Dur-
ing the 6 additional hours, residents may not administer
anesthesia in the operating room for a new operative case
or manage new admissions to the ICU. The resident should
not manage non-continuity patients in the 6 hours post-call.

¢. No new patients may be accepted after 24 hours of continu-
ous duty. A new patient is defined as any patient for whom
the resident has not previously provided care.

d. At-home call (pager call} is defined as call taken from out-
side the assigned institution.

1) The frequency of at-heme call is not subject to the every
third night limitation. However, at-home call must not
be so frequent as to preclude rest and reasonable per-
sonal time for each resident. Residents taking at-home
call must be provided with 1 day in 7 completely free
from all educational and clinical responsibilities, aver-
aged over a 4-week period.

2) When residents are called into the hospital from home,
the hours residents spend in-house are counted toward
the 80-hour limit. ]

3) The program director and the faculty must monitor the
demands of at-home call in their programs and make
scheduling adjustments as necessary to mitigate exces-
sive service demands and/or fatigue.

4. Moonlighting

a. Because residency education is a full-time endeavor, the
program director must ensure that moonlighting does not
interfere with the ability of the resident to achieve the
goals and objectives of the educational program,

b. The program direetor must comply with the sponsoring in-
stitution’s written policies and procedures regarding moon-
lighting, in compliance with the Institutional Requirements
IIL D.Lk.

¢. Moonlighting that oceurs within the residency program
and/or the sponsoring institution or the non-hospital spon-
sor’s primary clinical site(s), ie, internal moonlighting, must
be counted toward the 8§0-hour weekly limit on duty hours.

5. Oversight

a. Each program must have written policies and procedures
consistent with the Institutional and Program Require-
ments for resident duty hours and the working environ-
ment. These policies must be distributed to the residents
and the faculty, Monitoring of duty hours is required with
frequency sufficient to ensure an appropriate balance be-
tween education and service.

b. Back-up support systems must be provided when patient
care responsibilities are unusually difficult or prolonged,
or if unexpected circamstances create resident fatigue suf-
ficient to jeopardize patient care.
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6. Duty Hours Exceptions
The RRC for Anesthesiology will not consider requests for an
exception to the limit to 80 hours per week, averaged
monthly.

E. Didactic Components

Didactic instruction should encompass clinical anesthesiology and
related areas of basic science, as well as pertinent topics from other
medical and surgical disciplines. Practice management should be
included in the curriculum and should address issues such as oper-
ating room management, types of practice, job acquisition, financial
planning, contract negotiations, billing arrangements, and issues of
professional liability. The material covered in the didactic program
should demonstrate appropriate continuity and sequencing to en-
sure that residents are ultimately exposed to all subjects at regu-
larly held teaching conferences. The number and types of such con-
ferences may vary among programs, but a conspicuous sense of
faculty participation must characterize them. The program director
should also seek to enrich the program by providing lectures and
contact with faculty from other disciplines and other institutions.

F. Clinical Components
1. Clinical Experience

A wide spectrum of disease processes and surgical procedures

must be available within the program to provide each resident

with a broad exposure to different types of anesthetic manage-
ment. The following list represents the minimum clinical experi-
ence that should be obtained by each resident in the program.

Although the minimum requirements are for the CA-1 through

CA-3 years, the majority of these should be accomplished in the

CA-1 and CA-2 years,

a. Forty anesthetics for vaginal delivery; evidence of direct in-
volvement in cases involving high-risk obstetrics, as well asa
minimum of 20 cesarean sections.

b. Anesthesia for 100 children under the age of 12, including an-
esthesia for 15 infants less than 1 year of age, including in-
fants less than 45 weeks postconceptual age.

c¢. Anesthesia for 20 patients undergoing surgical procedures in-
volving cardiopulmonary bypass.

d. Twenty other major vascular cases (including endovascular
cases).

e. Twenty intrathoracic (thoracotomy, thoracoscopy) noncardiac
cases.

f. Twenty procedures involving an open cranium, some of which
must include intracerebral vascular procedures.

g. Fifty epidural anesthetics for patients undergoing surgical
procedures, including cesarean sections.

h. Ten major trauma cases.

i. Fifty subarachnoid blocks performed for patients undergoing
surgical procedures.

j- Forty peripheral nerve blocks for patients undergoing surgi-

" cal procedures.

k. Twenty-five new patient evaluations for management of patients
with acute, chronic or cancer pain disorders. Residents should
have familiarity with the breadth of pain management including
clinical experience with interventional pain procedures.

1. Documented involvernent in the management of acute post-
operative pain, including familiarity with patient-controlled
intravenous techniques, neuraxial blockade, and other
pain-control modalities.

m. Documented involvement in the systematic process of the
preoperative management of the patient.

n. Significant experience with certain specialized techniques
for airway management (such as fiberoptic intubation, double
lumen endotracheal tube placement, and laryngeal mask air-
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way management), central vein catheter placement, pulmo-

- nary artery catheter placement, peripheral artery ’
cannulation, transesophageal echocardiography, evoked po-
tentials, and electroencephalography.

o. A postanesthesia care experience of 2 contiguous weeks,
which must involve direct care of patients in the
postanesthesia-care unit and responsibilities for management
of pain, hemodynamic changes, and emergencies related to
the postanesthesia-care unit. Designated faculty must be
readily and consistently available for consultation and
teaching.

p. Critical eare rotation, including active participation in pa-
tient care by anesthesia residents in an educational environ-
ment in which participation and care extend beyond
ventilatory management, and active involvement by anesthe-
siology faculfy experienced in the practice and teaching of
critical care. This training must take place in units in which
the majority of patients have multisystem disease. The
postanesthesia-care unit experience does not satisfy this re-
quirement.

q. Appropriate didactic instruction and sufficient clinical expe-
rience in managing problems of the geriatric population.

r. Appropriate didactic instruction and sufficient clinical expe-
rience in managing the specific needs of the ambulatory sur-
gical patient, )

2. Clinical Documentation

a. Resident Log

The program director must require the residents to maintain

an electronic record of their clinical experience. The record

must be reviewed by the program director or faculty on a regu-
lar basis. It must be submitted annually to the RRC office in
accordance with the format and the due date specified by the

RRC. The program should also have the means for monitoring

the appropriate distribution of cases among the residents.

b. Patient Records

A comprehensive anesthesia record must be maintained for

each patient as an ongoing reflection of the drugs adminis-

tered, the monitoring employed, the techniques used, the
physiologic variations observed, the therapy provided as re-
quired, and the fluids administered. The patient’s medical re-
cord should contain evidence of preoperative and
postoperative anesthesia assessment.

V1. Evaluation

A. Resident Evaluation
1. The residency program must demonstrate that it has an effec-

tive plan for assessing resident performance throughout the

program and for utilizing the results to improve resident per-

formance. This plan should include

a. the use of methods that produce an accurate assessment of
residents’ competence in patient care, medical knowledge,
practice-based learning and improvement, interpersonal
and communication skills, professionalism, and sys-
tems-based practice.

b. mechanisms for providing regular and timely performance
feedback to residents that includes at least
1) written semiannual evaluation that is communicated to

each resident in a timely manner and
2) the maintenance of a record of evaluation for each resi-
dent that is accessible to the resident.

¢. a process involving use of assessment results to achieve
progressive improvements in residents’ competence and per-
formance. Appropriate sources of evaluation include fac-
ulty, patients, peers, self, and other professional staff.

2. The program director must provide a final evaluation for each
resident who completes the program. The evaluation must in-

+ clude a review of the resident's performance during the final
period of education and should verify that the resident has
demonstrated sufficient professional ability to practice com-
petently and independently. The final evaluation must be part
of the resident’s permanent record maintained by the institu-
tion.

B. Faculty Evaluation

The performance of the faculty must be evaluated by the pro-
gram no less frequently than at the midpoint of the accredita-
tion cycle and again prior to the next site visit, The evaluations
should include a review of their teaching abilities, commitment
to the educational program, clinical knowledge, and scholarly
activities. Annual written confidential evaluations by residents
must be included in this process.

C. Program Evaluation

The educational effectiveness of a program must be evaluated at

least annually in a systematic manner.

1. Representative program personnel, ie, at least the program
director, representative faculty, and at least one resident,
must be organized to review program goals and objectives and
the effectiveness of the program in achieving them. The group
must have regular documented meetings at least annually for
this purpose. In the evaluation process, the group must take
into consideration written comments from the faculty, the
most recent report of the GMEC of the sponsoring institution
(see Institutional Requirements 1.B.3.d), and the residents’
confidential written evaluations. If deficiencies are found, the
group should prepare an explicit plan of action, which should
be approved by the faculty and documented in the minutes.

2. Qutcome assessment
a. The program should use resident performance and outcome

assessment in its evaluation of the educational effective-
ness of the residency program.

b. The program should have in place a process for nsing resi-
dent and performance assessment results together with
other program evaluation results to improve the residency
program,

3. Performance of program graduates on the certification exam-
ination should be used as one measure of evaluating program
effectiveness. As part of the overall evaluation of the program,
the RRC will take into consideration the information provided by
the ABA regarding resident performance on the certifying exami-
nations over the most recent 5-year period. The RRC will also
take into account noticeable improvements or declines during
the period considered. Program graduates should take the certi-
fying examination, and at least 707% of the program graduates
should become certified.

VIi. Experimentation and Innovation

A.Since responsible innovation and experimentation are essen-
tial to improving professional edueation, experimental pro-
jects supported by sound educational principles are encour-
aged.

B. Requests for experimentation or innovative projects that may
deviate from the program requirements must be RRC
prior-approved and must include the educational rationale
and a method for evaluating the project.

C. The sponsoring institution and program are jointly responsi-
ble for the quality of education offered to residents for the
duration of such a project.

1
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VIil. Board Certification

Residents who plan to seek certification by the American Board
of Anesthesiology should communicate with the Executive Vice
President of the American Board of Anesthesiology, Inc., 4101 Lake
Boone Trail, The Summit - Suite 510, Raleigh, NC 27607-7506, to as-
certain the current requirements for acceptance as a candidate
for certification.

ACGME: June 2000  Effective: January 2001
Common Program Requirements: July 1, 2003

Policies and Procedures for
Subspecialties of Anesthesiology

Anesthesiology subspecialty programs will be surveyed and re-
viewed in conjunction with the survey and review of the core anes-
thesiology programs to which they are attached. In the case of a
new application or in special cases determined by the Residency

Review Committee (RRC), a subspecialty program may be reviewed -

separately. For an initial application, a survey will not be required
when the application is reviewed without the core program.

Applications for accreditation of new subspecialty programs will
not be considered if the core residency program in anesthesiology is
accredited on a provisional or probationary basis, or if it has been
accredited with a warning that adverse action will be taken if it is
not in substantial compliance with the Essentials of Accredited
Residencies at the time of the next review.

The RRC will designate the subspecialty programs as being ac-
credited or not accredited. No further delineation of accreditation
categories will be utilized. The accreditation of a subspecialty pro-
gram will be directly tied to that of the core. If the core program is
subsequently accredited on a probationary basis, this is simulta-
neously a warning to the related subspecialty program that aceredi-
tation is in jeopardy. Withdrawal of accreditation of the core pro-
gram will result in the simultaneous loss of accreditation of the
subspecialty program that fanctions in conjunction with it.

If the core program remains in good standing but the RRC judges
a subspecialty program to be in noncompliance with the Program
Requirements, a warning will be issued. If suitable improvement is
not demonstrated in the time specified by the RRC, accreditation
may be withdrawn from the subspecialty program. The Procedures

Jfor Proposed Adverse Actions and the Procedures for Appeal of Ad-
verse Actions may be utilized by subspecialty programs from which
accreditation has been withdrawn in an action separate from the
core program.

Inquiries about accreditation of anesthesiology subspecialty pro-
grams should be addressed to the executive secretary of the RRC
for Anesthesiology.

Progralh Requirements for
Residency Education in the
Subspecialties of Anesthesiology

These requirements apply to all of the accredited subspecialty
areas and should be consulted along with the individual sub-
specialty Program Requirements.

I. General Information

A. A residency education program in a subspecialty of anesthesiol-
ogy is an educational experience of at least 1 year designed to de-
velop advanced knowledge and skills in a specific clinical area,
All educational components of the program should be related to
program goals. The program design and/or structure must be ap-
proved by the Residency Review Committee (RRC) as part of the
regular review process.

Completion of an Accreditation Council for Graduate Medical
Education (ACGME)-accredited anesthesiology residency, or its
equivalent, is a prerequisite for entry into a subspecialty program
of anesthesiology.

B. Residency education programs in the subspecialties of anesthesi-
ology may be accredited only in an institution that either spon-
sors a residency education program in anesthesiology accredited
by the ACGME or is related by formal agreement with the core
program, Close cooperation between the subspecialty and resi-
dency program directors is required.

C. Subspecialty programs will not be approved if they have substan-
tial negative impact on the education of the anesthesiology resi-
dents in the core program.

Il Faculty Qualifications and Responsibilities

The program director and faculty are respensible for the general
administration of a program, including activities related to the re-
cruitment and selection, supervision, counseling, evaluation and ad-
vancement of residents and the maintenance of records related to
program accreditation.

Subspecialty education programs must provide a scholarly envi-
ronment for acquiring the necessary cognitive and procedural clini-
cal skills essential to the practice of the specific subspecialty. This
objective can be achieved only when the program director, the sup-
porting faculty and staff, and the administration are fully commit-
ted to the educational program. It is also imperative that appropri-
ate resources and facilities be present. Service obligations must not
compromise educational goals and objectives.

A. Qualifications of the Program Director

There must be a single program director responsible for the sub-
specialty program. The director must be an experienced educator
and supervisor of residents in the subspecialty. He or she must be
certified by the American Board of Anesthesiology or possess equiv-
alent qualifications, and shall have had post residency experience
in the subspecialty, preferably fellowship training. (See Program
Requirements for Residency Education in the individual sub-
specialties for subspecialty certification requirements.) The pro-
gram director must be licensed to practice medicine in the state
where the institution that sponsors the program is located. (Certain
federal programs are exempted.} The program director must be a
member of the anesthesiology faculty, spend essentially all profes-
sional time in the subspecialty, and devote sufficient time to fulfill
all responsibilities inherent in meeting the educational goals of the
program.

B. Responsibilities of the Program Director -

It is the responsibility of the subspecialty program dlrector to sup-

port the residency education program by devoting his/her principal

effort to its management and administration, as well as to teaching,
research, and clinical care limited to the integrated institutions.

This general responsibility includes the following specifics:

1. Preparation of a written statement outlining the educational
goals of the program with respect to knowledge, skills, and other
attributes of residents and for each major rotation or other pro-
gram assignment. This statement must be distributed to
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residents and members of the teaching staff and should be
readily available for review.

2. Selection of residents for appointment to the program in accor-
dance with institutional and departmental policies and proce-
dures.

3. Selection and supervision of the teaching staff and other pro-
gram personnel at each institution participating in the program.

4. Supervision of residents through explicit written descriptions of
supervisory lines of responsibility for the care of patients. Such
guidelines must be communicated to all members of the program
staff. Residents must be provided with prompt, reliable systems
for communication and interaction with supervisory physicians.

5. Regular evaluation of residents’ knowledge, skills, and overall
performance, including the development of professional atti-
tudes consistent with being a physician,

6. Implementation of fair procedures, as established by the spon-
soring institution, regarding academic discipline and resident
complaints or grievances.

7. Monitoring of resident stress, including mental or emotional con-
ditions inhibiting performance or learning and drug- or alcohol-
related dysfunction. Program directors and teaching staff should
be sensitive to the need for timely provision of confidential coun-
seling and psychological support services to residents. Training
situations that consistently produce undesirable stress on resi-
dents must be evaluated and modified.

8. Preparation of an accurate statistical and narrative description
of the program.

9. Notification of the RRC regarding major programmatic changes.
Prior approval of the RRC is required for the addition or deletion
of a major participating hospital and for a major change in the
program’s organization.

C. Facuity

There must be a sufficient number of teaching staff with docu-
mented qualifications to instruct and supervise adequately all the
residents in the program. Members of the teaching staff must be
able to devote sufficient time to meet their supervisory and teach-
ing responsibilities.

All members of the teaching staff must demonstrate a strong in-
terest in the education of residents, sound clinical and teaching
abilities, support of the goals and objectives of the program, a com-
mitment to their own continuing medical education, and participa-
tion in scholarly activities.

A member of the teaching staff of each participating institution
must be designated to assume responsibility for the day-to-day ac-
tivities of the program at that institution, with overall coordination
by the program director.

The teaching staff must be organized and have regular docu-
mented meetings to review program goals and objectives as well as
program effectiveness in achieving them. At least one resident rep-
resentative should participate in these reviews.

The teaching staff should periodically evaluate the utilization of
the resources available to the program, the contribution of each in-
stitution participating in the program, the financial and administra-
tive support of the program, the volume and variety of patients
available to the program for educational purposes, the performance
of members of the teaching staff, and the quality of supervision of
residents.

D. Other Program Personnel

Programs must be provided with the additional professional, techni-
cal, and clerical personnel needed to support the administration
and educational conduct of the program. '

1. Facilities and Resources

A. Space and Equipment
{See Program Requirements for Residency Education in the individ-
ual subspecialties for space and equipment requirements.)

B. Library

Residents must have ready access to a major medical library, either
at the institution where the residents are located or through ar-
rangement with convenient nearby institutions. There must be ac-
cess to an on-site library or to a collection of appropriate texts and
journals in each institution participating in a residency program.
Access to computerized literature search facilities is necessary.
On-site libraries and/or collections of texts and journals must be
readily available during nights and weekends.

V. Educational Program

The director and teaching staff must prepare and comply with writ-
ten goals for the program. All educational components of the pro-
gram should be related to the program goals. The program design
must be approved by the RRC as part of the regular review process.
A written statement of the educational objectives must be given to
each resident.

A postgraduate residency must provide advanced education so
that the residents can acquire special skill and knowledge in a spe-
cific subspecialty. This education should consist of a cognitive and a
technical component. The cognitive component should emphasize
the scholarly attributes of self-instruction, teaching, skilled clinical
analysis, sound judgment, and research creativity. The technical
component must provide appropriate opportunity for the residents
to acquire the operative and other psychomotor skills required for
the practice of the subspecialty.

A. Clinical Components
A sufficient number of patients must be available to ensure appro-
priate inpatient and outpatient experience for each subspecialty
resident, without adversely affecting the experience of residents in
the anesthesiology core program.

The total number of residents is dependent on the program’s re-
sources and its capacity to provide an excellent educational
experience.

B. Didactic Components

Subspecialty conferences, including review of all current complica-
tions and deaths, seminars, and clinical and basic science instruc-
tion, must be regularly scheduled. Active participation of the sub-
specialty resident in the planning and the production of these
meetings is essential.

C. Supervision

A resident must have the opportunity to provide consultation with
faculty supervision. He or she should have clearly defined educa-
tional responsibilities for anesthesiology residents, medical stu-
dents, and professional personnel. These teaching experiences
should correlate basic biomedical knowledge with the clinical as-
pects of the subspecialty.

There must be close interaction between the core residency pro-
gram in anesthesiology and the subspecialty program. Lines of re-
sponsibility for the anesthesiology residents and the subspecialty
resident must be clearly defined. It is imperative that the educa-
tional program for the subspecialty resident not adversely affect the
education of the anesthesiology residents, in terms of either experi-
ence or patient responsibility.
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D. Duty Hours and Conditions of Work

The program director must establish an environment that is opti-
mal both for resident education and for patient care, including the
responsibility for continuity of care, while ensuring that undue
stress and fatigue among residents are avoided. [t is the program
director’s responsibility to ensure assignment of appropriate
in-hospital duty hours so that residents are not subjected to exces-
sively difficult or prolonged working hours. If is desirable that resi-
dents’ work schedules be designed so that on average, excluding ex-
ceptional patient care needs, residents have at least 1 day out of 7
free of routine responsibilities and be on call in the hospital no
more often than every third night.

During the on-call hours residents should be provided with ade-
quate sleeping, lounge, and food facilities. There must be adequate
backup so that patient care is not jeopardized during or following
assigned periods of duty. Support services and systems must be such
that the resident does not spend an inordinate amount of time in
noneducational activities that can be discharged properly by other
personnel,

E. Substance Abuse

The program must have a written policy specifically addressing the
needs of anesthesiology and an education program regarding sub-
stance abuse.

F. Scholarly Activity

Graduate medical education must take place in an environment of

inquiry and scholarship in which residents participate in the devel-

opment of new knowledge, learn to evaluate research findings, and
develop habits of inquiry as a continuing professional responsibility.

The responsibility for establishing and maintaining an environment

of inquiry and scholarship rests with the teaching staff. While not

all members of a teaching staff must be investigators, the staffasa
whole must demonstrate broad involvement in scholarly activity.

This activity should include

1. active participation of the teaching staff in clinical discussions,

rounds, and conferences in a manner that promotes a spirit of in-
quiry and scholarship. Scholarship implies an in-depth under-
standing of basic mechanisms of normal and abnormal states and
the application of current knowledge to practice.

. participation in journal clubs and research conferences.

active participation in regional or national professional and sci-

entific societies, particularly through presentations at the orga-

nizations' meetings and publications in their journals.

4. participation in research, particularly in projects that are funded
following peer review and/or result in publications or presenta-
tions at regional and national scientific meetings.

5. offering of guidance and technical support (eg, research design,
statistical analysis) for residents involved in research.

8. provision of support for resident participation in scholarly
activities.

W e

G. Research

A subspecialty program should have an investigational component
such that the residents may become familiar with the design, imple-
mentation, and interpretation of clinical research studies. Facilities
should be made available for research activity. (Refer to Program
Requirements for Residency Education in the individual sub-
specialties for additional research requirements.)

V. Evaluation

A. Residents

Subspecialty program directors must establish clearly defined pro-

cedures for regular evaluation of residents. The assessment must in-

clude cognitive, motor, and interpersonal skills as well as judgment.
The program director, with participation of members of the
teaching staff, shall

1, at least semiannually evaluate the knowledge, skills, and profes-
sional growth of the residents, using appropriate criteria and
procedures,

2. communicate each evaluation to the resident in a timely manner.

3. advance residents to positions of higher responsibility only on
the basis of evidence of their satisfactory progressive scholarship
and proféssional growth,

4, maintain a permanent record of evaluation for each resident and
have it accessible to the resident and other authorized person-
nel.

5. provide a written final evaluation for each resident who com-
pletes the program. The evaluation must include a review of the
resident's performance during the final period of training and
should verify that the resident has demonstrated sufficient pro-
fessional ability to practice competently and independently. This
final evaluation should be part of the resident’s permanent re-
cord maintained by the institution.

B. Faculty

Faculty must be evaluated at least annually to review teaching abili-
ties, commitment to the educational program, clinical knowledge,
and scholarly activities. Residents should participate in these
evaluations.

C. Program
The educational effectiveness of a program must be evaluated ina
systematic manner. In particular, the quality of the curriculum and
the extent to which the educational goals have been met by resi-
dents must be assessed by the subspecialty program director, the
core anesthesiology program director, and by the Institutional Re-
view Committee on a regular basis. Written evaluations by regidents
should be utilized in this process.

There must be continuing guality improvement, utilization re-
view, and evaluation.

VI. Board Certification

Questions relating to educational programs and communication for
the ACGME should be directed to the Executive Director, Residency
Review Committee for Anesthesiology, 515 North State Street, Suite
2000, Chicago, IL 60610. Inquiries relating to the credentials of in-
dividual applicants for certification should be directed to the Amer-
ican Board of Anesthesiology, 4101 Lake Boone Trail, Raleigh, NC
27607-7506.

ACGME: February 1998 Effective: July 1998

Program Requirements

for Residency Education

in Anesthesiology Critical Care
Medicine (Anesthesiology)

In addition to complying with the Program Requirements for Resi-
dency Education in the Subspecialties of Anesthesiology, programs
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must comply with the following requirements, which in some cases
exceed the common requirements.

l. Scope and Duration of Training

A. Definition and Scope of the Specialty

Anesthesiology critical care medicine (ACCM) is a subspecialty of
anesthesiology devoted to the acute and long-term care of critically
ill patients with multiple organ system derangements.

B. Duration of Training

Subspecialty training in ACCM shall consist of 12 months of full-
time training, beginning after satisfactory completion of a core an-
esthesiology residency program. At least 9 of the 12 months of train-
ing in ACCM must be spent in the care of critically ill patients in
intensive care units (ICUs). The remainder may be in clinical activi-
ties or research relevant te critical care.

C. Objectives
The subspecialty program in ACCM must be structured to provide
resources necessary to assure optimal patient care while providing
its trainees the opportunity to develop skills in elinical care and
judgment, teaching, administration, and research.

Exposure should be provided to a wide variety of clinical prob-
lems in adult and pediatric patients necessary for the development
of broad clinical skills required for a subspecialist in CCM.

I. Institutional Organization

A. Relationship to Core Program

Accreditation of a subspecialty training program in ACCM will be
granted only when the program is in direct association with a core
residency program in anesthesiology accredited by the Accredita-
tion Council for Graduate Medical Education (ACGME). Therefore,
subspecialty training in ACCM ean occur only in an institution in
which there is an ACGME-accredited residency program in anesthe-
siology, or in an institution related by formal integration agreement
to the core program.

If the subspecialty program is not conducted within the institu-
tion that sponsors the core residency program, there must be an in-
tegration agreement between the core program institution and the
facility in which the ACCM program is conducted. Rotations outside
the institution in which the ACCM program is based should not ex-
ceed 4 months.

{Refer to the Program Requirements for Residency Education in
Anesthesiology for the definitions governing affiliated and inte-
grated institutions.)

The subspecialty program must function in conjunction with the
core program in anesthesiology. The lines of responsibility between
resident staffs in both the core program and the subspecialty pro-
gram must be clearly delineated.

In addition, there must be ACGME-accredited core residencies in
general surgery and internal medicine.

B. Institutional Policy: Resources

There should be an institutional policy governing the educational
resources committed to critical care programs, ensuring coopera-
tion of all involved disciplines. Where more than one critical care
program exists in an institution, it will be the responsibility of the
institution to coordinate interdisciplinary requirements.

lil. Program Director/Faculty

A. Program Director
The program director of subspecialty training in ACCM must be an
anesthesiologist who is certified in critical care medicine (CCM) by

the American Board of Anesthesiology, or who possesses appropri-
ate educational qualifications in critical care medicine as
determined by the Residency Review Committee (RRC). The
subspecialty program director has responsibility for the teaching
program in ACCM subject to the approval of the director of the core
residency training program in anesthesiology.

B. Medical Director :

The director of the critical care program must be the medical direc-
tor or co-medical director of one or more of the critical care units in
which the majority of the clinical training of the eritical care pro-
gram is required to take place, and he or she must be personally in-
volved in clinical supervision and teaching of anesthesiology critical
care residents in that unit.

C. Faculty

There must be evidence of active participation by qualified anesthe-
siologists with a continuous and meaningful role in the subspecialty
training program. Faculty involved in teaching subspecialty trainees
in ACCM must possess expertise in the care of critically ill patients.
Recognition that such expertise will often cross specialty bound-
aries emphasizes the importance of collegial relationships and con-
sultation between the CCM program director and faculty from other
disciplines including, but not limited to, surgery and its subspe-
cialties, internal medicine and its subspecialties, pediatrics, obstet-
rics and gynecology, pathology, and radiology. Where appropriate,
supervision and teaching by faculty in these disciplines should be
integrated into the teaching program for subspecialty traineeg in
ACCM.

Anesthesiology faculty with expertise in critical care must be in-
volved in teaching ACCM residents and these should equal two or
more full-time equivalents. A ratio of one full-time equivalent fac-
ulty member to two subspecialty residents shall be maintained.

IV. Facilities and Resources

A.ICUs

Subspeecialty training in ACCM will occur prineipally in areas of the
hospital commonly characterized as ICUs. Such ICUs are capable of
providing acute and long-term life support of patients with multiple
organ system derangements. Examples of ICUs include, but are not
limited to, multidiscipline, surgical, medical, neonatal and pediat-
ric, high-risk pregnancy, neurosurgical, trauma, and burn units. An
ICU must be located in a designated area within the hospital and
designed specifically for care of eritically ill patients.

B. Patient Population

To provide sufficient range of exposure, an ICU that averages a cen-
sus of at least five patients for each subspecialty trainee in ACCM is
recommended.

C. Support Services

1. Adequate numbers of specially trained nurses plus technicians
with expertise in biomedical engineering and respiratory therapy
must be available.

2. There should be readily available, at all times, facilities to pro-
vide laboratory measurements pertinent to care of critically ill
patients with multiple organ system derangements. These in-
clude, but are not limited to, measurement of blood chemistries,
blood gases and pH, culture and sensitivity, toxicology, and analy-
sis of plasma drug concentrations.

3. Facilities for special radiologic imaging procedures and echo-
cardiography are essential.

4. Appropriate monitoring and life-support equipment must be
readily available and representative of current levels of
technology.
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D. Library

Conveniently located library facilities and space for research and
teaching conferences in CCM are essential. There must be a depart-
mental library with adequate material relevant to critical care. This
may be supplemented but not replaced by private faculty book eol-
lections and hospital and institutional libraries.

E. Space : .
Space for research and feaching conferences in critical care must

be available.

V. Educational Program

A. Clinical Components
The subspecialty trainee in ACCM must gain clinical experience in
the following areas:
1. Airway maintenance and management
2. Mechanical ventilation
3. Devices that supply supplemental oxygen
4. Indications of and techniques for emergency and therapeutic
treatment of conditions requiring thoracentesis and/or tube
thoracotomy
5. Emergency and therapeutic fiber-optic laryngotracheo-
bronchoscopy
6. Assessment and evaluatien of pulmonary function
7. Cardiopulmonary resuscitation (Residents must be certified in
ACLS, ATLS, and PALS prior to completion of their ACCM train-
ing. The program must provide access to this training.)
8, Placement and management of arterial, central venous, and pul-
monary arterial catheters ’
9. Emergency and therapeutic placement of pacemakers
10, Pharmacologic and mechanical support of circulation
11. Evaluation and management of central nervous system
dysfunction
12. Recognition and treatment of hepatic and renal dysfunction
13. Diagnosis and treatment of sepsis
14. Fluid resuscitation and management of massive blood loss
15. Enteral and total parenteral nutrition
16. Bioengineering and monitoring
17. Interpretation of laboratory results
18. Psychiatric effects of critical illness .
19. Transesophageal echocardiography (TEE)
20. Ethical aspeets of critical care

B. Didactic Components
The teaching curriculum for the subspecialty trainee in ACCM must
include the following areas:
1. Resuscitation
2. Cardiovascular physioclogy, pathology, pathophysiology, and
therapy
3. Respiratory physiology, pathology, pathophysiology, and therapy
4. Renal physiology, pathology, pathophysiology, and therapy
5. Central nervous system physiology, pathology, pathephysiology,
and therapy
6. Pain management of critically ill patients
7. Metabolic and endocrine effects of critical illness
8. Infectious disease physiology, pathology, pathophysiology, and
therapy )
9. Hematologic disorders secondary to critical illness
10. Gastrointestinal, genitourinary, and obstetric-gynecologic acute
disorders ’
11. Trauma, including burns
12. Monitoring, bioengineering, biostatistics
13. Life-threatening pediatric conditions
14. End of life care

15. Pharmacokinetics and dynamics; drug metabolism and excre-
tion in critical illness

16, Transport of critically ill patients

17. Administrative and management principles and techniques

18. Medical informatics

19. Cost-effective care

20. Ethical and legal aspects -

21. Effective interpersonal and communication skills with patients,
family members, and other health care providers

C. Consultation

In preparation for roles as consultants to other specialists, the
subspecialty trainee in ACCM must have the opportunity to provide
consultation ynder the direction of faculty responsible for teaching
in the ACCM program.

D. ICU Administration

Subspecialty trainees in ACCM should gain experience in the ad-
ministration of an ICU as related to appeintment and training of
nonphysician personnel, establishment of policies regulating func-
tioning of the ICU, and coordination of the activities of the ICU with
other in-hospital units, '
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E. Conferences .

Subspecialty conferences, including mortality and morbidity confer-
ences, journal reviews, and research seminars, must be regularly
scheduled. Active participation of the subspecialty trainee in ACCM
in the planning and production of these conferences is essential,
Attendance at multidisciplinary conferences is encouraged, with
particular attention given to those conferences relevant to CCM.

VL. Scholarly Activity

Refer to the Program Requirements for Residency Education in the
Subspecialties of Anesthesiology for requirements concerning
scholarly activity. .

VII. Evaluation
Faculty responsible for teaching subspecialty trainees in ACCM
must provide critical evaluations of each trainee’s progress and
competence to the director at the end of 6 months and 12 months of
training. These evaluations should include intellectual abilities,
manual skills, attifudes, and interpersonal relationships, as well as
specific tasks of patient management, decision-making skills, and
critical analysis of clinical situations. The subspecialty trainee in
ACCM must achieve an overall satisfactory evaluation at 12 months
to receive credit for training. There must be written feedback of
these evaluations te the subspecialty trainee.

Written and confidential evaluation of CCM faculty performance
by the resident must take place once a year.

Written evaluations of patient care and subspecialty training ob-
jectives are required annually.

VIIl. Board Certification

One measure of the quality of a program is the record of its gradu-
ates in obtaining certification in critical care by the American
Board of Anesthesiology. The RRC will consider this information as
part of the overall evaluation of the program.

ACGME: February 2000  Effective: Janwary 2001
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Program Requirements

for Residency Education

in Anesthesiology Pain
Management (Anesthesiology)

In addition to complying with the Program Requirements for Resi-
dency Education in the Subspecialties of Anesthesiology, programs
must comply with the following requirements, which in some Cases '
exceed the common requirements,

l. Scope and Duration of Training

A. Definition and Scope of the Specialty

Pain management is a discipline within the practice of medicine
that specializes in the management of patients suffering from
acute, chronic, and cancer pain. The management of acute and
chronic pain syndromes is a complex matter involving many areas
of interest and medical disciplines. Clinical and investigative efforts
are vital to the progress of the specialiy.

B. Duration of Training

Subspecialty training in pain management shall consist of 12
months of full-time training, beginning after satisfactory comple-
tion of a core residency program. At least 9 of the 12 months of
training must be in clinical pain management. The remainder may
be in clinical activities or research relevant to pain management,
Assignments miust not be made to activities not directly related to
pain management.

II. Institutional Organization

A. Relationship to Core Program

Accreditation of a subspecialty program in pain management will
be granted only when the program is in direct association with a
core residency program in anesthesiology accredited by the Accred-
itation Council for Graduate Medical Education (ACGME). If the
subspecialty program is not conducted within the institution that
sponsors the core residency program, there must be an integration
agreement between the core program institution and the facility in
which the pain management program is conducted. Rotations out-
side the institution in which the pain management program is
based should not exceed 4 months.

B. Appointment of Residents

Programs will be reviewed for assurance that they provide an appro-
priate balance between the number of residents in training and the
educational resources available to them. Any proposed increase in
the number of residents must receive prior approval by the RRC,
Such approval will require documentation that the available clini-
cal resources and faculty remain in compliance with the
requirements.

C. Institutional Policy: Resources

Because pain management is a mulfidisciplinary approach to a
common problem, there should be an institutional policy governing
the educational resources committed to pain management that en-
sures cooperation of all involved disciplines.

11l. Program Director/Faculty A

A. Program Director

The program director must be an anestheswloglst who has been

certified in pain management by the American Board of Anesthesi-

ology or who has equivalent qualifications in pain management,
The subspecialty program director has responsibility for the

teaching program in pain management subject to the approval of

the director of the core residency program.

B. Medical Director

The medical director of the pain management service may be some-
one other than the subspecialty program director. Recognizing the
ingtitutional and multidisciplinary nature of pain management, the
primary specialty of the medical director is not as important as the
provision that such an individual represent the best-qualified per-
son within the institution.

C. Faculty

Qualified physicians with expertise in pain management must have
a continuous and meaningful role in the subspecialty training pro-
gram, Faculty involved in teaching subspecialty residents in pain
management must possess expertise in the care of patients with
acute, chronic, and cancer pain problems. Such expertise fre-
quently crosses specialty boundaries. Thus, the program is encour-
aged to include faculty from ABMS-recognized medical specialties
other than anesthesiology. Where appropriate, supervision and
teaching by faculty in these and other disciplines should be incor-
porated into the teaching program for subspecialty residents in
pain management.

At least three anesthesiology faculty with expertise in pain man-
agement should be involved in teaching pain management residents
and these should equal two or more full-time equivalents. A ratio of
one full-time equivalent faculty member to two subspecialty resi-
dents shall be maintained.

IV. Facilities and Resources

A. Space and Equipment

A pain management center (clinic) must be located within a hospi-

tal/medical office complex and must be designed specifically for the
management of pain patients. Space for research and teaching con-
ferences in pain management must be available.

Appropriate monitoring and life-support equipment must be im-
mediately available wherever invasive pain management proce-
dures are performed.

There must be appropriate on-call facilities for male and female
residents and faculty.

B. Support Services

The following functions and support must be available:

1. Appropriate laboratory facilities

2. Appropriate radiologic imaging facilities

3. Psychiatric/psychological services, including behavioral modifi-
cation

. Physical and/or occupational therapy

. Social services

. Medical record keeping

. Other services as indicated (vocational, nursing, pharmacy, di-
etary, etc)

8. Appropriate electrodiagnostic facilities

=3 T O e

C. Patient Population
For each subspecialty pain resident each year, there must be a min-
imum of 200 new patients. A minimum of 15% of the resident’s expe-
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rience should be spent in managing each of the three types of pain
problems: acute pain, chronic pain, and cancer pain.

There must be ready access to consultation from other disci-
plines involved in pain management,

D. Library

There must be a departmental library with adequate material rele-
vant to pain management. This may be supplemented but not re-
placed by private faculty book collections and hospital or institu-
tional libraries.

V. The Educational Program

A. Educational Environment

An accredited program in pain management naust provide educa-
tion, training, and experience in an atmosphere of mutual respect
between instructor and resident so that residents will be stimulated
and prepared to apply acquired knowledge and talents inde-
pendently.

B. Ctinical Components
There should be exposure to a wide variety of elinical pain prob-
lems. Such exposure is necessary for the development of broad clin-
ical skills and knowledge required for a specialist in pain manage-
ment. Subspecialty training in pain management must include
experience in the management of both inpatients and outpatients.
The resident must become familiar with the theory, benefits, in-
dications, and practical applications of the following procedures
and techniques: '
1. A broad range of peripheral nerve block procedures
2. Epidural and subarachnoid injections
3. Joint and bursal sac injections
4, Cryotherapeutic techniques
5. Epidural, subarachnold, or peripheral neurolysis
6. Electrical stimulation techniques
7. Implanted epidural and intrathecal catheters, ports, and infu-
sion pumps
8. Acupuncture and acupressure
9. Behavioral modification
10. Physical therapy
11, Hypnosis, stress management, and relaxation techniques
12. Trigeminal ganglionectomy
13. Peripheral neurectomy and neurolysis
14. Sympathectomy techniques
15. Alternative pain therapies
16. Prevention, recognition, and management of local anesthetic
overdose, including airway management and resuscitation
17. Recognition and management of therapies, side effects and
complications of pharmacelogic agents used in pain
management.
The pain management resident must have significant experience
in providing consultation.

C. Didactic Components
The pain management curriculum must include the following topics
in lectures and reading:
1. Anatomy and physiology of the pain projection system
2. Epidemiology, economic impact, and sociolegy of pain
3. Pharmacology of opiates, non-narcotic analgesics, and
nonsteroidal anti-inflammatory agents
4. Pharmacology of centrally acting drugs used in pain
managerent
5. Measurement and assessment of pain and function
6. Principles of neural stimulation
7. Principles of diagnostic testing

8. Nerve blocks in pain management
9. Neuroablative procedures

10. Behavioral, cognitive, and supportive psychotherapeutic treat-
ment principles, including rehabilitation and the role of team
management

11. Principles and techniques of acute pain management

12. Principles and techniques of cancer pain management, includ-
ing death and dying, and the ethical principles involved in hos-
pital, hospice, and home care

13. Principles and techniques of management of other chronic pain
problems

14. Principles of physical therapy, occupational therapy, and reha-
bilitation of the chronic pain patient

15. Principles of multldlsmplmary approaches to pain management

16. Management of pain in children

17, Management of pain in the elderly

18, Principles and ethics of pain research in humans and animals

18. Organization and management of a pain management center

20. Continuing quality improvement, utilization review, and pro-
gram evaluation

21. Disability assessment and rehabilitation procedures

D. Pain Center Management

Subspecialty residents in pain management must gain experience
in the management of a pain center (clinic) with regard to appoint-
ment and training of nonphysician personnel, establishment of poli-
cies relating to management of pain problems, and coordination of
the activities of the pain center with other inpatient and outpatient
services,

E. Resident Teaching

The subspecialty resident in pain management must become expe-
rienced in teaching principles of pain management to resident phy-
sicians, medical students, and vther health care professionals,

F. Conferences

Pain management conferences must be held regularly. These should
include morbidity and mortality conferences, journal reviews, and
research seminars. Active participation in the planning and presen-
tation of these conferences by the pain management resident and
faculty is essential. Attendance at multidisciplinary conferences is
encouraged.

VL. Scholarly Activity

(Refer to the Program Reqmrements for Residency Education in
the Subspecialties of Anesthesiology for requirements concerning
scholarly activity.)

VIl. Evaluation

A. Faculty responsible for teaching subspecialty residents in pain
management anesthesiology must provide critical evaluations of
each resident’s progress and competence to the anesthesiology
pain management program director at the end of 6 months and
12 months of fraining. These evaluations should include attitude,
interpersonal relationships, fund of knowledge, manual skills, pa-
tient management, decision-making skills, and critical analysis of
clinical sifuations. The program director or designee must inform
each resident of the results of evaluations at least every 6 months
during training, advise the resident on areas needing improve-
ment, and document the communication. Subspecialty residents
in pain management anesthesiclogy must obtain overall satisfac-
tory evaluations at completion of 12 months of training to receive
credit for training.

B. Periodic evaluation of patient care (quality assurance) is manda-
tory. Subspecialty residents in pain management anesthesiology
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should be involved in continuous quality improvement, utiliza-
tion review, and risk management.

Viil. Board Certification

The record of its graduates in obtaining certification in pain man-
agement by ABMS certifying bodies represents one measure of the
quality of a program. The RRC will consider this information as part
of the overall evaluation of the program. '

ACGME: June 1998  Effective: July 1999

Program Requirements for
Residency Education in Pediatric
Anesthesiology (Anesthesiology)

|. Introduction

A. Definition and Scope of the Specialty

Pediatric anesthesiology is the subspecialty of anesthesiology de-
voted to the preoperative, intraoperative, and postoperative anes-
thetic care of pediatric patients.

B. Duration and Scope of Education

Subspecialty training in pediatric anesthesiology shall be 12 months
in duration, beginning after satisfactory completion of the resi-
dency program in anesthesiology as required for entry into the ex-
amination system of the American Board of Anesthesiology. At least
9 of the 12 months of training in pediatric anesthesiology must be
spent in clinical patient care. The remainder may be in research
relevant to pediatric anesthesiology. Subspecialty training in pedi-
atric anesthesiology is in addition to the minimum requirements
described in the Program Requirements for the core program in
anesthesiology.

The clinical training in pediatric anesthesiology must be spent
caring for pediatric patients in the operating rooms, other anesthe-
tizing locations, and in intensive care units. The training will in-
clude experience in providing anesthesia both for inpatient and
outpatient surgical procedures and for nonoperative procedures
outside the operating rooms, as well as preanesthesia preparation
and postanesthesia care, pain management, and advanced life sup-
port for neonates, infants, children, and adolescents.

€. Goals and Objectives

The subspecialty program in pediatric anesthesiology must be
structured to ensure optimal patient care while providing residents
the opportunity to develop skills in clinical care and judgement,
teaching, administration, and research. The subspecialist in pediat-
ric anesthesiology should be proficient not only in providing anes-
thesia care for neonates, infants, children, and adolescents under-
going a wide variety of surgical, diagnostic, and therapeutic
procedures, but also in pain management, critical perioperative
care, and advanced life support. To meet these goals, the program
should provide exposure to the wide variety of clinical problems in
pediatric patients, as outlined in V.B., that are necessary for the de-
velopment of these clinical skills,

IL. Institutional Organization

A. Sponsorship )

A pediatric anesthesiology program should function whenever feasi-
ble in direct association and/or affiliation with an ACGME-accredited
core anesthesiology program. However, a pediatric anesthesiology

program may be conducted in either a general hospital or a chil-

dren’s hospital, If the program is conducted in a general hospital,

there must be within the same institution a fully accredited core
anesthesiology program with which the pediatric anesthesiology
program is associated. When the core program and the subspecialty
program are conducted within the same institution, the division of
responsibilities between residents in the core program and those in
the subspecialty program must be clearly delineated.

If the pediatric anesthesiology program is conducted in a chil-
dren’s hospital, there are two sponsorship options:

1) The program may be under the sponsorship of another institution
that conducts a fully aceredited core anesthesiology residency
program, in which case there must be an affiliation agreement
between the two institutions.

2) The program may be under the direct sponsorship of the chil-
dren’s hospital, in which case the children’s hospital must be a
major participating institution for an ACGME-accredited core pe-
diatric residency and at least one pediatric subspecialty program
that is under a primary specialty other than pediatrics. There
must also be a GMEC in the children's hospital that assumes the
responsibility of a sponsoring institution as stipulated in the In-
stitutional Requirements.

B. Institutional Policy
There should be an institutional policy governing the educational
resources committed to pediatric anesthesiology programs.

Ill. Faculty Qualifications and Responsibilities

A. Program Director
1. Qualifications of the Program Director

The program director in pediatric anesthesiology must be an an-

esthesiologist who is certified by the American Board of Anesthe-

siology or who has equivalent qualifications. The program
director also must be licensed to practice medicine in the state
where the institution that sponsors the program is located {cer-
tain federal programs are exempted) and have an appoiniment
in good standing to the medical staff of an institution participat-
ing in the program,

The program director must have completed a pediatric anes-
thesiology training program or have equivalent educational and
clinical qualifications in providing anesthesia care for pediatric
patients. He/she must devote sufficient time to provide adequate
leadership to the program and supervision for the residents. The
clinical director of the pediatric anesthesiology service may be
someone other than the program director.

2. Responsibilities of the Program Director

a. Preparation, periodic review, and, if necessary, revision of a
written outline of the educational goals of the program with
respect to the knowledge, skills, and other attributes of resi-
dents at each level of training and for each major rotation or
other program assignment. This statement must be distributed
to residents and members of the teaching staff. It should be
readily available for review. .

b. Selection of residents for appointment to the program in ac-
cordance with institutional and departmental policies and
procedures.

¢. Selection and supervision of the teaching staff and other pro-
gram personnel.

d. Supervision of residents through explicit written descriptions
of supervisory lines of responsibility for the care of patients.
Such guidelines must be communicated to all residents and
faculty. Residents must be provided with prompt, reliable sys-
tems for communication and interaction with supervisory
physicians.
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e. Implementation of fair procedures, as established by the spon-
soring institution, regarding academic discipline and resident
complaints or grievances,

f. Preparation of an accurate statistical and narrative descrip-
tion of the program, as requested by the Residency Review
Committee (RRC).

8. Faculty

Although the number of faculty members involved in teaching resi-
dents in pediatric anesthesiology will vary, it is recommended that
at least three faculty members be involved, and that these be equal
to or greater than two full-time equivalents, including the program
director. A ratio of no less than one full-time equivalent faculty
member to one subspecialty resident shall be maintained. The RRC
understands that full-time means that the faculty member devotes
essentially all professional time to the program.

There must be evidence of active participation by qualified physi-
cians with training and/er expertise in pediatric anesthesiology be-
yond the requirement for completion of a core anesthesiology resi-
dency. The faculty must possess expertise in the care of pediatric
patients and must have a continuous and meaningful role in the
subspecialty training program.

The program should include teaching in multidisciplinary confer-
ences by faculty in pediatric and neonatal intensive care, pediatric
medicine, and pediatric surgery.

The pediatric anesthesiology program director and faculty re-
sponsible for teaching subspecialty residents in pediatric anesthesi-
ology must maintain an active role in scholarly pursuits pertaining
to pediatric anesthesiology, as evidenced by participation in contin-
uing medical education as well as by involvement in research as it
pertains to the care of pediatric patients.

IV. Clinical and Educational Facilities

and Resources

The following resources and facilities are necessary to the program:

A. Intensive care units for both néwborns and elder children.

B. An emergency department in which children of all ages can be
effectively managed 24 hours a day.

C. Operating rooms adequately designed and equipped for the
management of pediatric patients. A postanesthesia care area
adequately designed and equipped for the management of pedi-
atric patients must be located near the operating room suite.

D. Pediatric surgical patients in sufficient volume and variety to
provide a broad educational experience for the program. Sur-
geons with special pediatric training and/or experience in gen-
eral surgery, cardiovascular surgery, neurosurgery,
otolaryngology, ophthalmology, orthopedics, plastic surgery and
urology must be available.

E. Monitoring and advanced life-support equipment representative
of current levels of technology.

F. Allied health staff and other support personnel.

G. Facilities that are readily available at all times to provide
prompt laboratory measurements pertinent to the care of pedi-
atric patients. These include but are not limited to measure-
ment of blood chemistries, blood gases and pH, oxygen
saturation, hematocrit/hemoglobin, and clotting function.

If adequate clinical experiences are not provided in the primary in-
stitution, arrangements should be made to assure that adequate clini-
cal experiences are obtained. The total time in rotations outside the
primary institution for the purpose of supplemental experience
should not exceed three months and should be approved by the RRC.

V. Educational Program

A. Goals and Objectives

The director and teaching staff must prepare and comply with writ-
ten goals for the program. All educational components of the pro-
gram should be related to the program goals. The program design
must be approved by the RRC as part of the regular review process.
Awritten statement of the educational objectives must be given to
each resident,

B. Clinical Components
The subspecialty resident in pediatric anesthesiology should gain
expertise in the following areas of clinical care of neonates, infants,
children, and adolescents:
1. Preoperative assessment of children scheduled for surgery
2. Cardiopulmonary resuscitation and advanced life support
3. Management of normal and abnormal airways
4, Mechanical ventilation
5. Temperature regulation
6. Placement of venous and arterial catheters
7. Pharmacologic support of the circulation
8. Management of both normal perioperative fluid therapy and
magsive fluid and/or blood loss
8. Interpretation of laboratory results
10, Management of children requiring general anesthesia for elec
tive and emergent surgery for a wide variety of surgical condi-
tions including neonatal surgical emergencies, cardiopulmonary
bypass, and congenital disorders
11. Techniques for administering regional anesthesia for inpatient
and ambulatory surgery in children
12. Bedation or anesthesia for children outside the operating rooms,
including those undergoing radioloegic studies.
13. Recognition, prevention, and treatment of pain in medical and
surgical patients
14. Consultation for medical and surgical patients
15. Recognition and treatment of perioperative vital organ dysfunc-
tion, including in the postanesthesia care unit
16. Diagnosis and perioperative management of congenital and ac-
quired disorders
17. Participation in the care of critically ill infants and children ina
neonatal and/or pediatric intensive care unit .
18. Transport of critically ill patients between hospitals and/or
within the hospital
19. Psychological support of patients and their families
In preparation for roles as consultants to other specialists,
subspecialty residents in pediatric anesthesiology should have the
opportunity to provide consultation under the direction of faculty
responsible for teaching in the pediatric anesthesiology program.
This should include assessment of the appropriateness of a pa-
tient’s preparation for surgery and recognition of when an institu-
tion’s personnel, equipment, and/or facilities are not appropriate
for management of the patient.
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C. Didactic Components
The didactic curriculum, provided through lectures and reading,
should include the following areas, with emphasis on developmen-
tal and mafurational aspects as they pertain to anesthesia and life
support for pediatric patients:
1. Cardiopulmonary resuscitation
2. Pharmacokinetics and pharmacodynamics and mechanisms of
drug delivery
3. Cardiovascular, respiratory, renal, hepatic, and central nervous
system physiology, pathophysiology, and therapy
4. Metabolic and endocrine effects of surgery and critical illness
b. Infectious disease pathophysiology and therapy
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6. Coagulation abnormalities and therapy .
7. Normal and abnormal physical and psychological development
8. Trauma, including burn, management
9. Congemtal anomalies and developmental delay
10. Medical and surgieal problems common in children
11. Use and toxicity of local and general anesthetic agents
12. Airway problems common in children
13. Pain management in pediatric patients of all ages
14. Ethical and legal aspects of care
15. Transport of critically ill patients
16, Organ transplantation in children
17. All pediatric anesthesiology residents should be certified as pro-
viders of advanced life support for children.

Subspecialty conferences, including morbidity and mortality con-
ferences, journal reviews, and research seminars, should be regu-
larly attended. Active participation of the subspecialty resident in
pediatric anesthesiology in the planning and production of these
conferences is essential. However, the faculty should be the confer-
ence leaders in the majority of the sessions. Attendance by resi-
dents at multidisciplinary conferences, especially those relevant to
pediatric anesthesiology, is encouraged.

VI. Resident Duty Hours and the Working

Environment
Providing residents with a sound acadexmc and clinical educa-
tion must be carefully planned and balanced with concerns for
patient safety and resident well-being. Each program must en-
sure that the learning objectives of the program are not compro-
mised by excessive reliance on residents to fulfill service obliga-
tions. Didactic and clinical education must have priority in the
allotment of residents’ time and energies, Duty hour assign-
ments must recognize that faculty and residents collectively
have responsibility for the safety and welfare of patients.
1. Supervision of Residents
a. All patient care must be supervised by qualified faculty. -
The program director must ensure, direct, and document
adequate supervision of residents at all times. Residents
must be provided with rapid, reliable systems for communi-
cating with supervising faculty.
" b. Faculty schedules must be structured to provide residents
with continuous supervision and consultation.
¢. Faculty and residents must be educated to recognize the
signs of fatigue and adopt and apply policies to prevent
and counteract the potential negative effects.
2. Duty Hours
a. Duty hours are defined as all clinical and academic activi-
ties related to the residency program, ie, patient care
{both inpatient and outpatient), administrative duties re-
lated to patient care, the provision for transfer of patient
care, time spent in-house during eall activities, and sched-
uled academic activities such as conferences. Duty hours
do not include reading and preparation time spent away
from the duty site.
b. Duty hours must be limited to 80 hours per week, averaged
-gver a four-week period, inclusive of all in-house call
activities.
¢. Residents must be provided with 1 day in 7 free from all ed-
ucational and clinical responsibilities, averaged over a
4-week period, inclusive of call. One day is defined as one
continuous 24-hour period free from all elinical, educa-
tional, and administrative activities.
d. Adequate time for rest and personal activities must be pro-
vided. This should consist of a 10 hour time period pro-

vided between all daily duty periods and after in-house call.

3. On-Call Activities
The objective of on-call activities is to prmde residents with
continuity of patient care experiences throughout a 24-hour
period. In-house call is defined as those duty hours beyond
the normal work day when residents are required to be imme-
diately available in the assigned institution.

a. In-house call must occur no more frequently than every
third night, averaged over a four-week period.

b. Continuous on-site duty, including in-house call, must not
exceed 24 consecutive hours, Residents may remain on duty
for up to 6 additional hours to participate in didactic activ-
ities, maintain continunity of medical and surgical care,
transfer eare of patients, or conduct continuity clinics.
During the 6 additional hours, residents may not adminis-
ter anesthesia in the OR for a new operative case or man-
age new admissions to the ICU. As a general rule, the
resident may not manage non-continuity patients in the 6
hours post-call,

¢. No new patients may be accepted after 24 hours of continu-

- ous duty, except in outpatient continuity elinics. A new pa-
tient is defined as any patient for whom the resident has
not previously provided care. A patient admitted to the ICU
from surgery is considered a new patient.

d. At-home call (pager call) is defined as call taken from out-
side the assigned institution.

1) The frequency of at-home call is not subject to the every
third night limitation. However, at-home call must not be
so frequent as to preclude rest and reasonable personal
time for each resident. Residents taking at-home call
must be provided with 1 day in 7 completely free from all
educational and clinical responsibilities, averaged over a
4-week period.

2) When residents are called into the hospital from home,
the hours residents spend in-house are counted toward
the 80-hour limit.

3) The program director and t;he faculty must monitor the
demands of at-home call in their programs and make
scheduling adjustments as necessary to mitigate exces-
sive service demands and/or fatiguoe.

4, Moonlighting

a. Because residency education is a full-time endeavor, the
program director must ensure that moonlighting does not
interfere with the ability of the resident to achieve the
goals and objectives of the educational program.

b. The program director must comply with the sponsoring in-
stitution’s written policies and procedures regarding moon-
lighting, in compliance with the Institutional Requirements
IIL D.Lk.

¢. Moonlighting that occurs within the residency program
and/or the sponsoring institution or the non-hospital spon-
sor’s primary clinical site(s), ie, internal moonlighting,
must be counted toward the 80-hour weekly limit on duty
hours.

6. Oversight

a. Each program must have written policies and procedures
consistent with the Institutional and Program Require-
ments for resident duty hours and the working environ-
ment. These policies must be distributed to the residents
and the faculty. Monitoring of duty hours is required with
frequeney sufficient to ensure an appropriate balance be-
tween education and service.

b. Back-up support systems must be provided when patient
care responsibilities are unusnally difficult or prolonged,
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or if unexpected circumstances create resident fatigue suf-
ficient to jeopardize patient care.
6. Duty Hours Exceptions
The RRC for Anesthesiology will not consider requests for an ex-
ception to the limit of 80 hours per week, averaged monthly.

VIL. Peer Interaction

Subspecialty residents in pediatric anesthesiology should become
experienced in teaching principles of pediatric anesthesiology, in-
cluding topics such as management of patients requiring sedation
outside the OR’s, pain management, and life support, to other resi-
dent physicians, medical students, and other health care profes-
sionals. Residents should also participate in planning and conduct-
ing conferences.

VL. Scholarly Activities

The subspecialty training program in pediatric anesthesiology
should provide the opportunity for active resident participation in
research projects pertinent to pediatric anesthesia. Subspecialty
residents should be instructed in the conduct of schelarly activities
and the evaluation of investigative methods and interpretation of
data, including statistics; they should have the opportunity to de-
velop competence in critical assessment of new therapies and of
the medical literature.

IX. Additional Required Components

There should be prompt access {o consultation with other disci-
plines, including pediatric subspecialties of neonatology, cardiology,
neurology, pulmonology, radiology, critical care, emergency medi-
cine, and pediatric subspecialties of surgical fields. To provide the
necessary breadth of experience, an accredited residency training
program in pediatrics is required within the institution. Residency
programs or other equivalent clinical expertise in other specialties,
particularly pediatric general surgery and pediatric surgical
subspecialties, such as otolaryngology, cardiovascular surgery, urol-
ogy, neurosurgery, ophthalmology, and orthopedics, and pediatric
radiology are highly desirable.

X. Evaluation »

A. Faculty responsible for teaching subspecialty residents in pedi-
atric anesthesiology must provide critical evaluations of each
resident’s progress and competence to the pediatric anesthesi-
ology program director at the end of 6 months and 12 months of
training. These evaluations should include attitude, interper-
sonal relationships, fund of knowledge, manual skills, patient
management, decision-making skills, and critical analysis of
clinical situations. The program director or designee must in-
form each resident of the results of evaluations at least every 6
months during training, advise the resident on areas needing
improvement, and document the communication. Subspecialty
residents in pediatric anesthesiology must obtain overall satis-
factory evaluations at completion of 12 months of training to re-
ceive credit for training.

B. There must be a regular opportunity for residents to provide
written, confidential evaluation of the faculty and program.

C. Periodic evaluation of patient care (quality assurance) is man-
datory. Subspecialty residents in pediatric anesthesiology should
be involved in continuous quality improvement, utilization re-
view, and risk management.

D. Periodic evaluation of subspecialty training objectives is encour-
aged.

Approved ACGME: September 2008 Effective: July 1, 2004

Program Requirements
for Residency Education
in Colon and Rectal Surgery

Common Program Requirements appear in bold.
Sections of text not in bold are specialty-specific requirements

l. Introduction: Duration and Scope of Training
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 re-
search. Surgeons admitted to each residency are required to have
completed a minimum of five years of an accredited, graded pro-
gram in general surgery. Thus, the residents should already have de-
veloped a satisfactory level of clinical maturity, technical skills, and
surgical judgment which will enable them to begin a residency in
colon and rectal surgery for the purpose of specializing in this field
of surgery. The period of training must be one year and the program
must comply with the institutional requirements for residency
training.

1. Institutional Support

A. Sponsuring Institution

One sponsoring institution must assume the ultimate responsi-
bility for the program as described in the Institutional Require-
ments, and this responsibility extends fo resident assignments at
all participating institution.

B. Participating Institutions
1. Assignments to participating institutions must be based on a
clear educational rationale, must have clearly stated learning
objectives and activities, and should provide resources not
otherwise available to the program.
2. Assignments at participating institutions must be of sufficient
length to ensure a quality educational experience and shounld
provide sufficient opportunity for continuity of care. Although
the number of participating institutions may vary with the
various specialties’ needs, all participating institutions must
demonstrate the ability to promote the program goals and ed-
ucational and peer activities. Exceptions must be justified
and prior-approved.
3. Program letters of agreement must be developed for each par-
ticipating institution that provides an educational experience
for a resident that is one month in duration or longer. In in-
stances where two or more participating institutions in the
program function as a single unit under the authority of the
program director, letters are not necessary. The agreements
should
a. identify the faculty who will assume the educational and su-
pervisory responsibility for residents and specify the fac-
ulty responsibilities for teaching, supervision, and formal
evaluation of resident performance per Sections IV.D. and
VLA of the Program Requirements;

b. ontline the educational goals and objectives to be attained
by the resident during the assignment;

¢. specify the period of resident assignment;

d. establish the policies that will govern resident education
during the assignment,
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C. Facilities and Resources

1. Residents must have ready access to a major medical library ei-
ther at the institution where the residents are located or through
arrangement with convenient nearby institutions.

2. Library services should include the electronic retrieval of infor-
mation from medical databases.

3. There must be access to an on-site library or to a collection of ap-
propriate texts and journals in each institution participating in a
residency program. On-site libraries and/or collections of texts
and journals must be readily available during nights and week-
ends.

lll. Resident Appointment

A. Eligibility Criteria
The program director must comply with the criteria for resident
eligibility as specified in the Institutional Requirements.

B. Number of Residents

The RRC may approve the number of residents based upon es-
tablished written criteria that include the adequacy of resources
for resident education such as quality and volume of patients
and related clinical material available for education, fac-
ulty-resident ratio, institutional funding, and the quality of fac-
ulty teaching.

C. Resident Transfer

To determine the appropriate level of education for a resident .
who is transferring from another residency program, the pro-
gram director must receive written verification of the previous
educational experiences and a statement regarding the perfor-
mance evaluation of the transferring resident, including an as-
sessment of competence in the six areas desc¢ribed in section V.
B., prior o acceptance into the program. A program director is
required to provide verification of residency education for any
residents who may leave the program prior to completion of
their education. .

D. Appointment of Fellows and Other Students

The appointment of fellows and other specialty residents or stu-
dents must not dilute or detract from the educational opportuni-
ties of the regularly appointed specialty residents.

IV. Faculty

The program director and faculty are responsible for the gen-
eral administration of the program and for the establishment
and maintenance of a stable educational environment. Adequate
lengths of appointment for the program director and faculty are
essential to maintaining such an environment. The length of ap-
pointment for the program director should provide for continu-
ity of leadership. There should be a minimum of two staff mem-
bers, including the program director.

A. Qualifications of the Program Director
1. There must be a single program director responsible for the
program. The person designated with this authority is ac-
countable for the operation of the program and should be a
member of the staff of the sponsoring or integrated institu-
tion.
2, The program director must
a. possess requisite specialty expertise as well as documented
educational and administrative abilities and experience in
his or her field.
b. be certified by the American Board of Colon and Rectal Sur-
gery or possess qualifications judged to be aceeptable by
the RRC.

¢. he appointed in good standing and based at the primary
teaching site.

B. Responsibilities of the Program Director

1. Overseeing and organizing the activities of the educational
program in all institutions that participate in the program.
This includes selecting and supervising the faculty and other
program personnel at each participating institution, appoint-
ing a local site director, and monitoring appropriate resident
supervision at all participating institutions.

2. Preparing an accurate statistical and narrative description of
the program as requested by the RRC as well as updating an-
nually the program and resident records through the ACGME
Accreditation Data System (ADS).

3. Promptly notifying the executive director of the RRC using
the ADS of a change in program director or department chair.

4. Ensuring the implementation of fair policies and procedures,
as established by the sponsoring institution, to address resi-
dent grievances and due process in compliance with the Insti-
tutional Requirements,

5. Monitoring resident stress, including mental or emotional
conditions inhibiting performance or learning, and drug- or
alcohol-related dysfunction. Both the program director and
faculty should be sensitive to the need for timely provision of
confidential counseling and psychological support services to
residents. Situations that demand excessive service or that
consistently produce undesirable stress on residents must be
evaluated and modified.

6. Obtaining prior approval of the RRC for changes in the pro-
gram that may significantly alter the educational experience
of the residents, for example:

a. The addition or deletion of major participating institu-
tion(s) as specified in section ILB, of this document.

b. Change in the approved resident complement for those spe-.
cialties that approve resident complement.

¢. Change in the format of the educational program. On re-
view of a proposal for a major change in a program, the
RRC may determine that a site visit is necessary.

€. Faculty Qualifications
1. The physician faculty must

a. possess requisite specialty expertise as well as documented
eduacational and administrative abilities and experience in
their field.

b. be certified by the American Board of Colon and Rectal Sur-
gery or possess qualifications judged by the RRC to be’
acceptable. '

¢. be appointed in good standing to the staff of an institution
participating in the program.

2. Nonphysician faculty must be appropriately qualified in their
field and possess appropriate institutional appointments.

D. Faculty Responsibilities

1. At each institution participating in the program, there must
be a sufficient number of faculty with documented qualifica-
tions to instruct and supervise adequately the residents in the
program.

2. Faculty members must devote sufficient time to the educa-
tional program to fulfill their supervisory and teaching re-
sponsibilities, The faculty must evaluate in a timely manner
the residents whom they supervise,

3. The faculty must demonstrate a strong interest in the educa-
tion of residents, demonstrate competence in both clinical
care and teaching abilities, support the goals and objectives
of the educational program, and demonstrate commitment to
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their own continuing medical education by participating in
scholarly activities as described in Sectian VE.l

E. Other Program Personnel

The program must be provided with the addmonal professional,
technical, and clerical personnel needed to support the adminis-
tration and educational conduct of the program.

V. The Educational Program

The program design and sequencing of educational experiences
will be approved by the RRC as part of the accreditation
process,

A. Role of Program Director and Faculty

The program director, with assistance of the faculty, is responsi-

ble for developing and implementing the academic and clinical

program of resident education by

1. preparing and implementing a written statement outlining the
educational goals of the program with respect to the knowl-
edge, skills, and other attributes of residents for each major
assignment and each level of the program. The statement
must be distributed to residents and faculty and reviewed
with residents prior to the assignment.

2. preparing and implementing a comprehensive, well-organized,
and effective curriculum, both academic and clinical, which
includes the presentation of core specialty knowledge supple-
mented by the addition of current information.

3. providing residents with direct experience in progressive re-
sponsibility for patient management.

B. ACGME Competencies

The residency program must require that its residents obtain

competence in the six areas listed below to the level expected of

a new practitioner. Programs must define the specific knowl-

edge, skills, behaviors, and attitudes required and provide edu-

cational experiences as needed in order for their residents to
demonstrate the following:

1. Patient care that is compassionate, appropriate, and effective
for the treatment of health problems and the promotion of
health.

2. Medical knowledge about established and evolving biomedi-
cal, clinical, and cognate (eg, epidemiological and so-
cial-behavioral) sciences and the application of this knowl-
edge to patient care.

3. Practice-based learning and zmprovemnt that invelves in-
vestigation and evalnation of their own patient care, ap-
praisal and assimilation of scientific evidence, and improve-
ments in patient care.

4, Interpersonal and communication skills that result in effec-
tive information exchange and collaboration with patients,
their families, and other health professionals.

5. Professionalism, as manifested through a commitment to car-
rying out professional responsibilities, adherence to ethical
principles, and sensitivity te a diverse patient population.

6. Systems-based practice, as manifested by actions that demon-
strate an awareness of and responsiveness to the larger con-
text and system of health care and the ability to effectively
call on system resources to provide care that is of optimal
value.

€. Didactic Components

1. Residents in colon and rectal surgery should be given the oppor-
tunity to obtain sufficient knowledge of those aspects of anesthe-
siology, radiology, and pathology that relate to colon and rectal
surgery to develop overall competence as a specialist. Such

training is best accomplished in cooperation with the depart-
ments of anesthesiology, radiology, and pathology.

2. Teaching contributes to the educational process, and therefore
should be a regular part of the training program. The resident
should assist when possible in the instruction of general surgical
residents, and medical students, as well as nurses, and other al-
lied health professionals. It is important to include instruction in
the care of intestinal stomas, especially in institutions that do
not have enterostormal therapists.

D. Clinical Components

1. The program should supply the necessary volume and variety of
colon and rectal surgery to assure adequate training of residents.
If there is insufficient volume or variety in the primary institu-
tions, arrangements should be made for an affiliation with a par-
ticipating institution to correct the inadequacy. Bach resident
must have ample opportunity and responsibility for the care of
patients with anorectal and colonic diseases.

2. The educational program must also include training in both diag-
nostic and therapeutic colonoscopy. The objective is to develop
the necessary competence in the use of this procedure to qualify
as an expert in the field. Therefore, adequate numbers of both di-
agnostic and therapeutic colonoscopies must be available either
at the colon and rectal training program or through an appropri-
ate institutional affiliation to satisfy this particular need.

3. An important aspect of the educational program is training in an
out-patient facility to develop skills in patient evaluation, exami-
nation, office treatment, and surgical aftercare. Where feasible,
such training should include work in the faculty member’s office,
as well as in the out-patient clinic of the hospital.

E. Scholarly Activities

1. The responsibility for establishing and maintaining an envi-
ronment of inquiry and scholarship rests with the faculty, and
an active research component must be included within each
program. Both faculty and residents must participate actively
in scholarly aetivity. Scholarship is defined as one of the fol-
lowing:

a. The scholarship of discovery, as evidenced by peer-reviewed
funding or publication of original research in peer-reviewed
Jjournals,

b. The scholarship of dissemination, as evidenced by review
articles or chapters in texthooks.

¢. The scholarship of application, as evidenced by the publica-
tion or presentation at local, regional, or national profes-
sional and scientific society meetings, for example, case
reports or clinical series.

d. Active participation of the faculty in clinical discussions,
rounds, journal club, and research conferences in a manner
that promotes a spirit of inquiry and scholarship; offering
of guidance and technical support, e.g., research design,
statistical analysis, for residents involved in research; and
provision of support for resident participation as appropri-
ate in scholarly activities.

2. Adequate resources for schelarly activities for faculty and
residents must be available, eg, sufficient laboratory space,
equipment, computer services for data analysis, and statisti-
cal consultation services.

F. Resident Duty Hours and the Working Environment

Providing residents with a sound academic and clinical educa-
tion must be carefully planned and balanced with concerns for
patient safety and resident well-being, Each program must en-
sure that the learning objectives of the program are not compro-
mised by excessive reliance on residents to fulfill service obliga-
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tions. Didactic and clinical education must have priority in the al- 3) The program director and the facalty must monitor the

lotment of residents’ time and energies. Duty hour assignments demands of at-home call in their programs and make
must recognize that faculty and residents collectively have respon- scheduling adjustments as necessary to mitigate exces-
sibility for-the safety and welfare of patients. . sive service demands and/or fatigue.

1. Supervision of Residents 4. Moonlighting

a. All patient care must be supervised by qualified faculty.
The program director must ensure, direct, and document
adequate supervision of residents at all times. Residents
must be provided with rapid, reliable systems for communi-
cating with supervising faculty.

b. Facnlty schedules must be structured to provide residents

- with continuous supervision and consultation.

" ¢. Faculty and residents must be educated to recognize the

signs of fatigue and adopt and apply policies to prevent

and counteract the potential negative effects.

2. Duty Hours

a. Duty hours are defined as all clinical and academic activi-
ties related to the residency program, ie, patient care -
(both inpatient and outpatient}, administrative duties re-
lated to patient care, the provision for transfer of patient
care, time spent in-house during call activities, and sched-
uled academic activities such as conferences. Duty hours
do not include reading and preparation time spent away
from the duty site.

b. Duty hours must be limited to 80 hours per week, averaged
over a four-week permd inclusive of all in-house call
activities.

¢. Residents must be provided with 1 day in 7 free from all ed-
ucational and clinical responsibilities, averaged over a
4-week period, inclusive of call. One day is defined as one
continuous 24-hour period free from all clinical, educa-
tional, and administrative activities.

d. A 10-hour time period for rest and personal activities must
be provided between all daily duty periods, and after
in-house call.

3. On-Call Activities

The objective of on-call activities is to provide residents with
continuity of patient care experiences throughout a 24-hour
period. In-house call is defined as those duty hours beyond
the normal work day when residents are required to be imme-
diately available in the assigned institution,

a. In-house call must occur no more frequently than every
third night, averaged over a four-week period.

b. Continuous on-site duty, including in-house call, must not
exeeed 24 consecutive hours. Residents may remain on duty
for up to 6 additional hours to participate in didactic activ-
ities, maintain continuity of medical and surgical care,
transfer care of patients, conduct outpatient clinics and
maintain continuityof medical and surgical care.

¢. No new patients may be accepted after 24 hours of continu-
ous duty. A new patient is defined as any patient for whom
the resident has not previously provided care.

d. At-home call (pager call) is defined as call taken from out-
side the assigned institution.

1) The frequency of at-home call is not subject to the every
third night limitation. However, at-home call must not
be so frequent as to preclude rest and reasonable per-
sonal time for each resident. Residents taking athome
call must be provided with 1 day in 7 completely free
from all educational and clinical responsibilities, aver-
aged over a 4-week period.

2) When residents are called into the hospital from home,
the hours residents spend in-house are counted toward
the 80-hour limit.

a. Because residency education is & full-time endeavor, the
program director must ensure that moonlighting does not
interfere with the ability of the resident to achieve the
goals and objectives of the educational program.

- b. The program director must comply with the spensoring in-
stitution’s written policies and procedures regarding moon-
lighting, in compliance with the Institutional Requirements
NI D.1.k.

¢, Moonlighting that occurs within the résidency program
and/or the sponsoring institution or the non-hospital spon-
sor's primary clinical site(s), ie, internal moonlighting,
must be counted toward the 80-hour weekly limit on duty
hours.

5. Oversight -

a. Each program must have written policies and procedures
consistent with the Institutional and Program Require-
ments for resident duty hours and the working environ-
ment, These policies must be distributed to the residents
and the faculty. Monitoring of duty hours is required with
frequency sufficient to ensure an appropnate baldnce be-
tween education and service.

b. Back-up support systems must be provided when patient
care responsibilities are unusually difficult or prolonged,
or if unexpected circumstances create resident fatigue suf-
ficient to jeopardize patient care.

6. Duty Hours Exception

An RRC may grant exceptions for up to 10 % of the 80-hour

limit, to individual programs based on a sound educational

rationale. However, prior permission of the institution’s

GMEC is required.

VI. Evaluation

A. Resident Evaluation

1. The residency program must demonstrate that it has an effec-
tive plan for assessing resident performance throughout the
program and for utilizing the resnlts to improve resident per-
formance. This plan shonld include
a. the use of methods that produce an accurate assessment of

residents’ competence in patient care, medical knowledge,
practice-based learning and improvement, interpersonal
and communication skills, professionalism, and sys-
tems-based practice.
b. mechanisms for providing regular and timely performance
feedback to residents that includes at least
1) written semiannual evaluation that is communicated to
each resident in a timely manner and
2) the maintenance of a record of evaluation for each resi-
dent that is accessible to the resident.
¢. a process involving use of assessment results to achieve
_progressive improvements in residents’ competenece and per-
‘formance. Appropriate sources of evaluation include fac-
ulty, patients, peers, self, and other professional staff.

2. The program director must provide a final evaluation for each
resident who completes the program. The evaluation must in-
clude a review of the resident’s performance during the final
period of education and should verify that the resident has
demonstrated sufficient professional ability to practice com-
petently and independently. The final evaluation must be part
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of the resident’s permanent record maintained by the institu-
tion.

B. Faculty Evaluation

The performance of the faculty must be evaluated by the pro-
gram no less frequently than at the midpoint of the accredita-
tion cycle and again prior to the next site visit. The evaluations
should include a review of their teaching abilities, commitment
to the educational program, clinical knowledge, and scholarly
activities. Annual written confidential evaluations by residents
must be included in this process.

C. Program Evaluation

The educational effectiveness of a program must be evaluated at

least annually in a systematic manner.

1. Representative program personnel, ie, at least the program
director, representative faculty, and at least one resident,
must be organized to review program goals and objectives and
the effectiveness of the program in achieving them. The group
must have regular documented meetings at least annually for
this purpose. In the evaluation process, the group must take
into consideration written commenis from the faculty, the .
most recent report of the GMEC of the sponsoring institution
(see Institutional Requirements 1.B.3.d), and the residents’
confidential written evaluations. If deficiencies are found, the
group should prepare an explicit plan of action, which should
be approved by the faculty and documented in the minutes.

2. Qutcome assessment
a. The program should use resident performance and outcome

assessment in its evaluation of the educational effective-
ness of the residency program.

b. The program should have in place a process for using resi-
dent and performance assessment results together with
other program evaluation results to improve the residency
program.

3. Performance of program graduates on the certification exam-
ination should be used as one measure of evaluating program
effectiveness.

VIl. Experimentation and Innovation

A.Since responsible innovation and experimentation are essen-
tial to improving professional education, experimental pro-
Jjects supported by sound educational principles are encour-
aged.

B.Requests for experimentation or innovative projects that may
deviate from the program requirements must be RRC
prior-approved and must include the educational rationale
and a method for evaluating the project.

C. The sponsoring institution and program are jointly responsi-
ble for the quality of education offered to residents for the
duration of such a project.

Vill. Board Certification

Residents who plan to seek certification by the American Board
of Colon and Rectal Surgery should communicate with the Secre-
tary of the Board prior to beginning their residency to be certain
that their general surgical training is acceptable as one of the re-
quirements for certification as well as to ascertain the other cur-
rent requirements for acceptance as a candidate for
certification.

Updated December 2002 Eﬁ“estwe July 2001
Common Program Regquirements: Jgtg 2003
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Program Requirements for Residency Education in Dermatology

Program Requirements
for Residency Education
in Dermatology

Common Program Requirements appear in bold.
Sections of text that are not bolded are specialty-specific
requirements.

I Introduction: Duration and Scope of Training

A. Accredited training programs in dermatology shall be organized
to provide trainees with the educational and practical experi-
ence that will enable them to deliver superior specialized care to
patients with diseases of the skin, hair, nails and mucous mem-
branes. Such experience must be varied and broad, progressive
and systematic, and of sufficient duration. Moreover, it must in-
clude instruction in the pertinent basic sciences and in all clini-
cal areas that bear upon the specialty of dermatology and train-
ing in research and teaching. Accomplishment of these
objectives requires a suitable institutional environment; a coop-
erative and supportive administrative authority; a stable finan-
cial base; an enthusiastic, competent, and available staff; an ade-
quate patient population; modern, efficient equipment and
space; and satisfactory liaison with other disciplines that relate
to dermatology.

B. A dermatology residency may be accredited to offer either 3 or 4
years of graduate medical education;

1. A 3-year program is preceded by a broad- based clinical year of
training (PGY-1) in an Accreditation Gouncil for Graduate
Medical Education (ACGME)-accredited program or similar
program accredited in Canada.

2. A 4-year program must provide a broad-based clinical experi-
ence during the first year and 3 years of dermatology educa-
tion in the second through fourth year of the program.

3. Approximately 75% of the resident’s time during the 3 years of
dermatology training must be related to the direct care of
dermatologic outpatients and inpatients; this includes consul-
tations, clinical conferences and inpatient rounds,

4. Dermatopathology, microbiology, and other basic science lec-
tures, seminars, and conferences are essential components of
the resident’s training,

5. Exceptionally, accreditation of residency programs of less than
3 years is possible, but only under the following conditions:

a. This training must represent an unusual and highly special-
ized experience, in research or in a selected major area of
dermatology, in an institution with extraordinary capability
in such fields and with multiple accredited training pro-
grams in other disciplines.

b. Moreover, training under such conditions will provide the
trainee with only 1 year of credit to be applied against the
necessary 3 years of training in dermatology. This training
may not be used in lieu of the first postgraduate year or the
first year of residency fraining in dermatology.

Il Institutional Support

A. Sponsoring Institution

1. One sponsoring institution must assume the ultimate responsi-
bility for the program as described in the Institutional Re-
quirements, and this responsibility extends to resident assign-
ments at all participating institution.

2. The sponsoring institution must assure the financial, technical,
and moral support and provide the necessary space, facilities,
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and supply of patients for the establishment and maintenance of
an approved residency program in dermatology.

3. Adequate exposure to both outpatients and inpatients is neces-
sary, as are opportunities to do research, to teach, and to become
acquainted with administrative aspects of the specialty.

4. A cooperative relationship with other disciplines in medicine will
result in the most effective implementation of these activities.

B. Participating Institutions

1. Assignments to participating institutions must be based on a
clear educational rationale, must have clearly stated learning
objectives and activities, and should provide resources not
otherwise available to the program.

a. Participation by any institution providing more than 6 months
of training in a program must be approved by the RRC.

b. Affiliations should be avoided with institutions that are at
such a distance from the parent institution as to make resi-
dent attendance at rounds and conferences difficult.

2. Assignments at participating institutions must be of sufficient
length to ensure a quality edueational experience and should
provide sufficient opportunity for continuity of care. Although
the number of participating institutions may vary with the
various specialties’ needs, all participating institutions must
demonstrate the ability to promote the program goals and ed-
ucational and peer activities. Exceptions must be justified
and prior-approved.

3. Program letters of agreement must be developed for each par-
ticipating institution that provides an educational experience
for a resident that is one month in duration or longer. In in-
stances where two or more participating institutions in the
program function as a single unit under the authority of the
program director, letters are not necessary. The agreements
should
a. identify the faculty who will assume the educational and su-

pervisory responsibility for residents and specify the fac-
ulty responsibilities for teaching, supervision, and formal
evaluation of resident performance per Sections IV.D. and
VLA of the Program Requirements;

b. outline the educational goals and objectives to be attained
by the resident during the assignment;

¢, specify the period of resident assignment;

d. establish the policies that will govern resident education
during the assignment.

C. Facilities and Resources

1. Projection equipment and facilities for reviewing and taking clin-
ical photographs should be provided.

2. Space should also be made available for dermatology corfer-
ences, preferably space dedicated for that purpose.

3. Residents must have ready access to a major medical library, ei-
ther at the institution where the residents are located or through
arrangement with convenient nearby institutions. Library ser-
vices should include the electronic retrieval of information from
medical databases.

4, There must be access to an on-site library or to a collection of ap-
propriate texts and journals in each institution participating in a
residency program. On-site libraries and/or collections of texts
and journals must be readily available during nights and week-
ends.

lil. Resident Appointment

A. Eligibility Criteria
The program director must comply with the eriteria for resident
eligibility as specified in the Institutional Requirements.

B. Number of Residents :

The RRC may approve the number of residents based upon es-
tablished written criteria that include the adequacy of resources
for resident education such as quality and volume of patients
and related clinical material available for education, fac-
ulty-resident ratio, institutional fanding, and the quality of fac-
ulty teaching,

C. Resident Transfer

To determine the appropriate level of education for a resident
who is transferring from another residency program, the pro-
gram director must receive written verification of the previous
educational experiences and a statement regarding the perfor-
mance evaluation of the transferring resident, including an as-
sessment of competence in the six areas described in section V.
B., prior to acceptance into the program. A program direetor is
required to provide verification of residency education for any
residents who may leave the program prior to completion of
their education.

D. Appointment of Fellows and Other Students

The appointment of fellows and other specialty residents or stu-
dents must not dilute or detract from the educational opportuni-
ties of the regnlarly appointed specialty residents.

IV. Facuity

The program director and faculty are responsible for the gen-
eral administration of the program and for the establishment
and maintenance of a stable educational environment. Adequate
lengths of appointment for the program director and faculty are
essential to maintaining such an environment. The length of ap-
pointment for the program director should provide for continu-
ity of leadership.

A. Qualifications of the Program Director
1. There must be a single program director responsible for the
program. The person designated with this authority is ac-
countable for the operation of the program, should be a mem-
ber of the staff of the sponsoring or integrated institution,
and must have a full-time commitment to the educational pro-
gram and related activities.
2. The program director must
a. possess requisite specialty expertise as well as documented
educational and administrative abilities and experience in
his or her field, including at least 5 years experience (follow-
ing residency) in the care of dermatology patients and asa
teacher in a dermatology residency.
b. be certified by the American Board of Dermatology or pos-
sess qualifications judged to be acceptable by the RRC.
¢. be appointed in good standing and based at the primary
teaching site.

B. Responsibilities of the Program Director

1. Overseeing and organizing the activities of the educational
program in all institutions that participate in the program.
This includes selecting and supervising the faculty and other
program personnel at each participating institution, appoint-
ing a local site director, and monitoring appropriate resident
supervision at all participating institutions.

2, Preparing an accurate statistical and narrative description of
the program as requested by the RRC as well as updating an-
nually the program and resident records through the ACGME
Accreditation Data System (ADS).

3. Promptly notifying the executive director of the RRC using
the ADS of a change in program director or department chair.
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4. Ensuring the implementation of fair policies and procedures,
as established by the sponsoring institution, to address resi-
dent grievances and due process in compliance with the Insti-
tutional Requirements.

5. Monitoring resident stress, including mental or emotional
conditions inhibiting performance or learning, and drug- or
alcohol-related dysfunction. Both the program director and
faculty should be sensitive to the need for timely provision of
confidential counseling and psychological support services to
residents. Situations that demand excessive service or that
consistently produce nndesirable stress on residents must be
evaluated and modified.

6. Obtaining prior approval of the RRC for changes in the pro-
gram that may significantly alter the educational experience
of the residents, for example:

a. The addition or deletion of major participating institu-
tion(s) as specified in section ILB. of this document.

b. Change in the approved resident complement for those spe-
cialties that approve resident complement.

c. Change in the format of the educational program.
On review of a proposal for a major change in a program,
the RRC may determine that a site visit is necessary.

7. At times of his or her absence, the program director must desig-
nate an interim director. If this period is for 6 months or longer,
the RRC must be notified. Appointment of an interim director
should not exceed 2 years, as it may have a detrimental effect on
the program.

8. Documentation of resident evaluation, institutional and
inter-institutional agreements, resident agreements and depart-
mental statistics should be kept on file and provided upon re-
quest to the RRC or site visitor. The accurate and complete exe-
cution of application forms, progress reports and replies to other
requests from the RRC is the responsibility of the program direc-
tor. The care and precision given to these responses will be taken
into consideration in the assessment of the fraining program.

9. Ensuring that a log of surgical procedures performed by resi--
dents is kept on file and provided upon request to the RRC or the
site visitor.

C. Faculty Qualifications
1. The physician facolty must
a. possess requisite specialty expertise as well as documented
educational and administrative abilities and experience in
their field.
b. be certified by the American Board of Dermatology or pos-
sess qualifications judged by the RRC to be aceeptable.
¢. be appointed in good standing to the staff of an institution
participating in the program.-
2. Nonphysician faculty must be appropriately qualified in their
field and possess appropriate institutional appointments.

B. Faculty Responsibilities

1. At each institution participating in the program, there must
be a sufficient number of faculty with documented qualifica-
tions to instruct and supervise adequately the residents in the
program. An instructor-to-frainee ratio of at least one-to-three is
desirable, as is a minimum of 2 geographic full-time members of
the clinical faculty, one of whom must be the training director.

2, Faculty members must devote sufficient time to the educa-
tional program to fulfill their supervisory and teaching re-
sponsibilities. The faculty must evaluate in a timely manner
the residents whom they supervise.

3. The faculty must demonstrate a strong interest i in the educa-
tion of residents, demonstrate competence in both clinical
care and teaching abilities, support the goals and objectives

Program Requirements for Residency Education in Dermatology

of the educational program, and demonstrate commitment to
their own continuing medical education by pamclpanng in
scholar]y activities as described in Section V.E.1.

E. Other Program Personnel

1. Faculty from any and all clinical and basic science departments
can and should be utilized to provide a complete educational ex-
perience for the trainees

2. The program must be provided with the additional profes-
sional, technical, and clerical personnel needed to support
the administration and educational conduct of the program.

V. The Educational Program

The program design and sequencing of educational experiences
will be approved by the RRC as part of the accreditation
process.

A. Role of Program Director and Faculty

The program director, with assistance of the faculty, is responsi-

ble for developing and implementing the academic and clinical

program of resident edueation by

1. preparing and implementing a written statement outlining the
educational goals of the program with respect to the knowl-
edge, skills, and other attributes of residents for each major
assignment and each level of the program. The statement
must be distributed to residents and faculty and rewewed
with residents prior to the assignment.

2. preparing and implementing a comprehensive, well-organized,
and effective curriculum, both academic and clinical, which
includes the presentation of core specialty knowledge supple-
mented by the addition of current information.

3. providing residents with direct experience in progressive re-
sponsibility for patient management.

4. ensuring an equivalent training experience for all trainees,

B. ACGME Competencies

The residency program must require that its residents obtain

competence in the six areas listed below to the level expected of

a new practitioner. Programs must define the specific knowl-

edge, skills, behaviors, and attitudes required and provide edu-

cational experiences as needed in order for their residents to
demonsirate the following:

1. Patient care that is compassionate, appropriate, and effective
for the treatment of health problems and the promotion of
health.

2. Medical knowledge about established and evolving biomedi-
cal, clinical, and cognate (eg, epidemiological and so-
cial-behavioral) sciences and the application of this knowl-
edge to patient care.

3. Practice-based learning and improvement that involves in-
vestigation and evaluation of their own patient care, ap-
praisal and assimilation of scientific evidence, and improve-
ments in patient care.

4. Interpersonal and communication skills that result in effec-
tive information exchange and collaboration with patients,
their families, and other health professionals.

B. Professionalism, as manifested through a commitment to car-
rying out professional responsibilities, adherence to ethical
principles, and sensitivity to a diverse patient population.

6. Systems-based practice, as manifested by actions that demon-
strate an awareness of and responsiveness to the larger con-
text and system of health care and the ability to effectively
call on system resources to provide care that is of optimal
value.
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C. Didactic Components

Didactic training should complement and, when possxble precede

or parallel the clinical activities. Such education should be orga-

nized to follow a curriculum that will ensure resident exposure to

the complete range of disorders encountered by the de;‘matologlst

1. Basic science content
Avital part of the residency program is the structured study of
the basic sciences related to dermatology, including allergy, anat-
omy, bacteriology, biochemistry, embryology, entomology, genet-
ics, histology, immunology, molecular biology, mycology, oncology,
parasitology, pathology, pharmacology, photobiology, physiology,
serology, virology, and basic principles of therapy by physical
agents, In addition, the structured study should include the basic
medical sciences and principles that underlie dermatologic sur-
gery and therapy by physical agents. Particular emphasis 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 dis-
ciplines. The dermatopathology training should be directed by a
physician with special qualification, or its equivalent, in
dermatopathology.

2. Teaching Methods
Teaching methods throughout the training period should include
various combinations of lectures, conferences, seminars, demon-
strations, individual or group study of color transparencies and
histologic slides, clinical rounds, chart and record reviews, fac-
ulty-trainee sessions in small groups and one-to-one settings,
book and journal reviews, and attendance at local, reglona] and
national meetings.

D. Clinical Components

1. To facilitate clinical and laboratory teaching it is essential that
the department have an adequate supply of properly classified
anatomic and pathologic materials, including histologic and pho-
tographic slides, and that the resident participate actively in the
interpretation of histopathologic sections. Clinical laboratory fa-
cilities for microscopic analysis of biologic specimens (eg, fungal
and ectoparasite scrapings, Tzanck preparations,
immunofluorescence), culture for microbes (eg, fungi, bacterial,
viruses), and interpretation of histologic specimens by light and
electron microscopy should be conveniently available.

2. The training should be sufficient to ensure a knowledge of and
competence in the performance of procedures in allergy and im-
munology, cryosurgery, dermatologic surgery, laser surgery,
dermatopathology, clinical pathology, parasitology, patch testing,
photobiology, and topical and systemic pharmacotherapy and mi-
crobiology, including sexually transmitted diseases. Among these
disciplines, dermatologic surgery should be given special empha-
sis in the organization of and implementation into the training
program, The surgical training should be directed by faculty who
have had advanced training in dermatologic surgery.
Dermatologic surgical training should include appropriate anes-
thesia, electrosurgery, cryosurgery, laser surgery, nail surgery, bi-
opsy techniques, and excisional surgery with appropriate clo-
sures, including flaps and grafts when indicated.

3. 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 dermatologist. Suitable facili-
ties that permit the use of modern diagnostic and therapeutic
techniques in the care of these patients should be provided. In-
patient, daycare, or extended care 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. Properly supervised

experience with appropriate follow-up in the provision of consul-
tation to other services whose patients manifest skin diseases as
secondary diagnosis is also necessary. The keeping of complete
and accurate consultation records within the dermatology unit
should be emphasized throughout this phase of the training.
Space and equipment should be provided to permit instruction in
dermatologic surgery, electrosurgery, phototherapy, cryosurgery,
application of topical medicaments and dressings, and appropri-
ate epicutaneous and intradermal testing, phototesting, and
other diagnostic procedures.

. During training it is necessary for trainees to gain an under-

standing of many diagnostic procedures and therapeutic tech-
niques, even though they may not personally perform them. Resi-
dents should become familiar with hair transplantation,
dermabrasion, sclerotherapy, laser resurfacing, liposuction,
chemical peel and tissue augmentation. In addition, residents
should gain experience with Mohs micregraphic surgery. The
physical modalities are especially notable, since an understand-
ing of the basic properties of the electromagnetic spectrum is
needed for the resident to become knowledgeable about the ef-
fects of various forms of this energy in the cause of disease and
about their use in dermatologic diagnosis and therapy. Electron
beam, x-ray, and laser are among these modalities. Even if some
of these modalities are unavailable within a training unit, it is
still an obligation of the director to assure that the trainee has
received appropriate instruction concerning the disease implica-
tion and therapeutic application of these energy sources.

. Training must be provided in eutaneous allergy and immunology

and sexually transmitted diseases. Training should alse be pro-
vided in appropriate aspects of environmental and industrial
medicine, internal medicine, obstetrics and gynecology, ophthal-
mology, otolaryngology, pathology, pediatrics, physical medicine,

: preventive medicine, psychiatry, radiology, and surgery.
. Experience in the teaching of dermatology to other residents,

medical students, nurses, and/or allied health personnel is an im-
portant element of the residency program. In addition, trainees
should, when possible, be given selected administrative responsi-
bility commensurate with their interests, abilities, and qualifica-
tions.

E. Scholarly Activities
1. The responsibility for establishing and maintaining an envi-

ronment of inquiry and scholarship rests with the faculty, and

an active research component must be included within each

program, Both faculty and residents must participate actively
in scholarly activity. Scholarship is defined as one of the fol-
lowing;

a. The scholarship of discovery, as evidenced by peer-reviewed
funding or publication of original research in peer-reviewed
journals.

b. The scholarship of dxssenunanon, as evidenced by review
articles or chapters in textbooks.

¢, The scholarship of application, as evidenced by the publica-
tien or presentation at loeal, regional, or national profes-
stonal and scientific society meetings, for example, case
reports or clinical series.

d. Active participation of the faculty in clinical discussions,
rounds, journal club, and research conferences in & manner
that promotes a spirit of inquiry and scholarship; offering
of guidance and technical support, e.g., research design,
statistical analysis, for residents involved in research; and
provision of support for resident participation as appropri-
ate in scholarly activities.

. Adequate resources for scholarly activities for faculty and

residents must be available, eg, sufficient laboratory space, .
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equipment, computer services for data analysis, and statisti-
cal consultation services.

F. Resident Duty Hours and the Working Enviranment

Providing residents with a sound academic and clinical educa-
tion must be carefully planned and balanced with concerns for
patient safety and resident well-being, Each program must en-
sure that the learning objectives of the program are not compro-
mised by excessive reliance on residents to fulfill service obliga-
tions. Didactic and clinical education must have priority in the
allotment of residents’ time and energies. Duty hour assign-
ments must recognize that facnlty and residents collectively
have responsibility for the safety and welfare of patients.

1. Supervision of Residents

#. All patient care must be supervised by qualified faculty.
The program director must ensure, direct, and docament
adequate supervision of residents at all times. Residents
must be provided with rapid, reliable systems for communi-
cating with supervising faculty.

b. Faculty schedules must be structured to provide residents
with continuous supervision and consultation.

¢. Faculty and residents must be educated to recognize the
signs of fatigue and adopt and apply policies to prevent
and eounteract the potential negative effects.

2. Duty Hours

a. Duty hours are defined as all clinical and academic activi-
ties related to the residency program, ie, patient care
(both inpatient and outpatient), administrative duties re-
lated to patient care, the provision for transfer of patient
care, time spent in-house during call activities, and sched-
uled academic activities such as conferences. Duty hours
do not include reading and preparation time spent away
from the duty site.

b. Duty hours must be limited to 80 hours per week, averaged
over a four-week period, inclusive of all in-house call
activities.

¢, Residents must be provided with 1 day in 7 free from all ed-
ucational and clinical responsibilities, averaged over a
4-week period, inclusive of call. One day is defined as one
continuous 24-hour period free from all clinical, educa-
tional, and administrative activities.

d. A 10-heur time period for rest and personal activities must
be provided between all daily duty periods, and after
in-house call.

3. On-Call Activities

The objective of on-call activities is to provide residents with

continuity of patient care experiences throughout a 24-heur

period. In-house call is defined as those duty hours beyond
the normal work day when residents are required to be imme-
diately available in the assigned institution.

a. In-house call must occur no more frequently than every
third night, averaged over a four-week period.

b. Continuous on-site duty, including in-house call, must not
exceed 24 consecutive hours. Residents may remain on duty
for up to 6 additional hours to participate in didactic activ-
ities, maintain continuity of medical and surgical care,
transfer care of patients, or conduct outpatient continuity
clinies,

¢. No new patients may be accepted after 24 hours of continu-
ous duty. A new patient is defined as any patient for whom
the resident has not previously provided care.

d. At-home call (pager call) is defined as call taken from out-
side the assigned institution.

1) The frequency of at-home call is not subject to the every
third night limitation. However, at-home call must not
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be so frequent as to preclude rest and reasonable per-
sonal time for each resident. Residents taking at-home
call must be provided with 1 day in 7 completely free
from all educational and clinical responsibilities, aver-
aged over a 4-week period.

2) When residents are called into the hospital from home,
the hours residents spend in-house are counted toward
the 80-hour limit.

3) The program director and the faculty must monitor the
demands of at-home call in their programs and make
scheduling adjustments as necessary to mitigate exces-
sive service demands and/or fatigue.

4. Moonlighting .

a. Because residency education is a full-time endeavor, the
program director must ensure that moonlighting does not
interfere with the ability of the resident to achieve the
goals and objectives of the educational program.

b. The program director must comply with the sponsoring in-
stitution’s written policies and procedures regarding moon-
lighting, in compliance with the Institutional Requirements
IL D.Lk.

¢. Moonlighting that occurs within the residency program
and/or the sponsoring institution or the non-hospital spon-
sor’s primary clinical site(s), ie, internal moonlighting,
must be counted toward the 80-hour weekly limit on duty
hours.

5. Oversight

a. Each program must have written policies and procedures
consistent with the Institutional and Program Require-
ments for resident daty hours and the working environ-
ment. These policies must be distributed to the residents
and the faculty. Monitering of duty hours is required with
frequency sufficient to ensure an appropriate balance be-
tween education and service.

b. Back-up support systems must be provided when patient
care responsibilities are unusually difficult or prolonged,
or if unexpected cirenmstances create resident fatigue suf-
ficient to jeopardize patient care.

6. Duty Hours Exception

An RRC may grant exceptions for up to 10 % of the 80-hour

limit, to individual programs based on a sound educational

rationale. However, prior permission of the institution’s

GMEC is required.

VI. Evaluation

A. Resident Evaluation
1. The residency program must demonstrate that it has an effec-
tive plan for assessing resident performance throughout the
program and for utilizing the results to improve resident per-
formance. This plan should include
a. the use of methods that produce an accurate assessment of
residents’ competence in patient care, medical knowledge,
practice-based learning and improvement, interpersonal
and communication skills, professionalism, and sys-
tems-based practice.
b. mechanisms for providing regalar and timely performance
feedback to residents that includes at least
1) written semiannual evaluation that is communicated to
each resident in a timely manner and
2) the maintenance of a record of evaluation for each resi-
dent that is accessible to the resident.
¢. a process invelving use of assessment results to achieve
progressive improvements in residents’ competence and per-
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formance. Appropriate sources of evalnation include fac-
ulty, patients, peers, self, and other professional staff.

d. completion by the program director of resident yearly report
forms, such as those requested by the American Board of Der-
matology and other certifying boards, is an important part of
this evaluation process.

2. The program director must provide a final evaluation for each
resident who completes the program. The evaluation must in-
clude a review of the resident’s performance during the final
period of education and should verify that the resident has
demonstrated sufficient professional ability to practice com-
petently and independently. The final evaluation must be part
of the resident’s permanent record maintained by the institu-
tion.

B. Faculty Evaluation

The performance of the faculty must be evaluated by the pro-
gram no less frequently than at the midpoint of the accredita-
tion cycle and again prior to the next site visit. The evaluations
should include a review of their teaching abilities, commitment
to the educational program, clinical knowledge, and scholarly
activities. Annual written confidential evaluations by residents
must be included in this process.

C. Program Evaluation :
The educational effectiveness of a program must be evalnated at
least annually in a systematic manner.

1. Representative program personnel, ie, at least the program
director, representative faculty, and at least one resident,
must be organized to review program goals and objectives and
the effectiveness of the program in achieving them. The group
must have regular documented meetings at least annually for
this purpose, In the evaluation process, the group must take
into consideration written comments from the faculty, the
most recent report of the GMEC of the sponsering institution
(see Institutional Requirements 1.B.3.d), and the residents’
confidential written evaluations. If deficiencies are found, the
group should prepare an explicit plan of action, which should
be approved by the faculty and documented in the minutes.

2. Outcome assessment
a. The program should use resident performance and outcome

assessment in its evaluation of the educational effective-
ness of the residency program.

b. The program should have in place a process for using resi-
dent and performance assessment results together with
other program evaluation results to improve the residency
program.

3. Performance of program gradaates on the certification exam-
ination should be used as one measure of evaluating program
effectiveness.

Vil. Experimentation and Innovation

A. Since responsible innovation and experimentation are essen-
tial to improving professional education, experimental pro-
Jjects supported by sound educational principles are encour-
aged.

B. Requests for experimentation or innovative projecis that may
deviate from the program requirements must be RRC
prior-approved and must include the educational rationale
and a method for evaluating the project.

C. The sponsoring institution and program are jointly responsi-
ble for the quality of education offered to residents for the
duration of such a project.

VIii. Board Certification

Residents whe plan to seek certification by the American Board of
Dermatology should communicate with the Executive Vice Presi-
dent/Secretary of the Board to ascertain the current requirements
for acceptance as a candidate for certification.

ACGME: February 2002  Effective: July 2002
Common Program Requirements: July 2003

Program Requirements
for Residency Education
in Dermatopathology (Dermatology)

|. Duration and Scope of Education

A, Dermatopathology is the subspecialty of dermatology and pathol-
ogy that is concerned with the study and diagnosis of diseases of
the skin and adjacent mucous membranes, cutaneous append-
ages, hair, nails and subcutaneous tissues by histological,
histochemical, immunological, ultrastructural, molecular, micro-
biological, and other related techniques.

B. Graduate medical education programs in dermatopathology must
provide an organized educational experience for qualified physi-
cians seeking to acquire the additional corapetence of &
dermatopathologist.

C. Prograrms must provide organized education in all current as-
pects of dermatopathology, including basic science, laboratory
procedures, laboratory management, quality assurance, and
self-assessment.

D. The dermatopathology program must be an equal and joint func-
tion of the Department of Dermatology and of the Department of
Pathology in the sponsoring institution that has an Accreditation
Council for Graduate Medical Education (ACGME)-accredited
residency in Dermatology and an ACGME-accredited residency in
Anatomic Pathology (AP-3) or Anatomic and Clinical Pathology
(APCP-4.)

E. Dermatopathology programs must offer 12 months of education
subsequent to the satisfactory completion of an ACGME-
accredited residency in either dermatology or pathology.

F. For all dermatopathology fellows, 50% of their education should
be devoted to the study of dermatopathology as outlined in ILA.L
For those who have completed a pathology residency, 50% of the
I-year program should be education in clinical dermatology pro-
vided by the dermatology teaching staff. For those who have com-
pleted a dermatology residency, 50% of the program should be ed-
ucation in anatomic pathology provided by the pathology
teaching staff.

G. The director and teaching staff of the program must prepare and
comply with written educational goals for the program and dis-
tribute them to applicants, fellows, and members of the teaching
staff. All educational components of the program should be re-
lated to these goals.

H. The program design and/or structure must be approved by the
dermatopathology review committee as part of the regular review
process.

1. Participation by any institution providing more than 2 months of
training in the program must be approved by the dermato-
pathology review commitiee.

J. The educational effectiveness of the program must be evaluated
in a systematic manner. In particular, the quality of the curricu-
lum and the extent to which the educational goals have been met
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by fellows must be assessed. Written evaluations by fellows
should be utilized in this process.

1i. Educational Program

A. Gurriculum

1. Fellows must actively participate in the daily review and diagno-
sis of current dermatopathology specimens. This experience
must extend throughout the 12 months of accredited education
and must be equivalent in quantity and quality for all fellows.

2. The program must include didactic instruction and practical ex-
perience in the diagnosis of skin disorders by direct inspection,
and by histological, histechemical, immunological, molecular, mi-
crobiological, and other related techniques.

3. Dermatopathology fellows must be given clearly defined assign-
ments and increasing responsibility as they progress through the
program.

4. The program must provide a sufficient volume and variety of
dermatopathology specimens (at least 5,000 new accessions per
fellow per year) and other educational material for the fellow to
acquire the qualifications of a consultant in dermatopathology.

5. The program must provide the fellow with the experience re-
quired to set up and to operate a dermatopathology laboratory
and to supervise and train laboratory personnel.

6. All dermatopathology fellows should participate in patient exam-
ination appropriate to dermatopathology. Fellows who are pa-
thologists must participate in the examination of at least 1,000
dermatology patients.

7. Dermatopathology fellows who are dermatologists must have ex-
posure to surgical pathology. This experience should emphasize
contemporary diagnostic techniques and require attendance at
surgical pathology conferences and the review of slide sets of dis-
eases relevant to dermatopathology, Participation in autopsies
appropriate to dermatopathology is desirable.

B. Educational Activities

1. Lectures, tutorials, seminars, and conferences with clinical ser-
vices must be regularly scheduled and held.

2. Instruction should include the use of and access to study sets
and files of usual and unusual cases and other educational mate-
rials (eg, the Internet, etc).

Ill. Program Personnel

A

The program director and the teaching staff are responsible for the
general administration of a program, including those activities re-
lated to the recruitment, selection, instruction, supervision, coun-
seling, evaluation, and advancement of fellows and the mainte-
nance of records related to program accreditation.

B. Program Director

1. The program director must be responsible for and have the au-
thority to conduct the training program effectively. He or she
must devote sufficient time to the program to ensure the imple-
mentation of sound administrative practices and the provision of
adequate facilities, teaching staff, fellow staff, and educational
resource matenals

2. A program involving two or more participating institutions must
have 4 single director with authority for the supervision and coor-
dination of the portions of the program carried out at each insti-
fution.

3. Qualifications of the program director include:
a. Requisite and documented clinical, educational, and adminis-

trative abilities and experience.

b. Licensure to practice medicine in the state where the institu-
tion that sponsors the program is located. (Certain federal
programs are exempted.)

¢. Certification in Dermatopathology by the American Board of
Dermatology or American Board of Pathology or suitable
equivalent gualifications.

d. Appointment in good standing to the medical staff of, and priv-
ileged in dermatopathology at, an institution participating in
the program. ’

e. At least 5 years of experience (following fellowship) in the
practice of dermatopathology.

f. Experience as a teacher and/or administrator in a dermato-
pathology or related program.

. The program director must demonstrate continuing scholarly ac-

tivity.

. Responsibilities of the program director include:

a. Preparation of a written statement outlining the educational
goals of the program with respect to knowledge, skills, and
other attributes of fellows at each level of training and for
each major rotation or other program assignment, This state-
ment must be distributed to fellows and members of the
teaching staff, [t should be readily available for review.

b. Selection of fellows for appointment to the program in accor-
dance with institutional and departmental policies and
procedures.

¢. Selection, supervision, and evaluation of the teaching staff and
other program personnel at each institution partlclpatmg in
the program.

d. Supervision of fellows in accordance with explicit written de-
scriptions of supervisory lines of responsibility for the care of
patients. Such guidelines must be communicated to all mem-
bers of the program staff. Fellows must be provided with
prompt, reliable systems for communication and interaction
with supervisory physicians.

e. Regular evaluation of fellows’ knowledge, skills, and overall
performance, including the development of professional atti-
tudes consistent with being a physician. The program director,
with participation of members of the teaching staff, shall:

i. At least semi-annually evaluate the knowledge, skills, and
professional growth of the fellows, using appropriate crite-
ria and procedures.

ii. Communicate each evaluation to the fellow ina timely

manner.

Advance fellows to positions of higher responsibility only

on the basis of evidence of their satisfactory progressive

scholarship and professional growth.

iv. Maintain a permanent record of evaluation for each fellow
and have it accessible to the fellow and other authorized
personnel.

f. Provision of a written final evaluation for each fellow who
completes the program, The evaluation must include g review
of the fellow’s performance during the final period of training
and should verify that the fellow has demonstrated sufficient
professional ability to practice competently and independ-
ently. This final evaluation should be part of the fellow’s per-
manent record maintained by the institution.

g. Implementation of fair procedures as established by the spon-
soring institution regarding academic discipline and fellow
complaints or grievances.

h. Monitoring fellow stress, including mental or emotional condi-
tions inhibiting performance or learning, and drug- or alco-
hol-related dysfunction. Program directors and teaching staff
should be sensitive fo the need for timely provision of confi-
dential counseling and psychological support services to fel-

jii.

o
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lows. Training situations that consistently produce undesirable
stress on fellows must be evaluated and modified.

i. Preparation of an accurate statistical and narrative descrip-
tion of the program as requested by the dermatopatholagy re-
view committee.

C Teaching Staff

1. There must be a sufficient number of teaching staff thh docu
mented qualifications in dermatopathology to instruct and super-
vise adequately all the fellows in the program. Members of the
teaching staff must be able to devote sufficient time to meet
their supervisory and teaching responsibilities.

2. All members of the teaching staff must demonstrate a strong in-
terest in the education of fellows, sound clinical and teaching
abilities, support of the goals and objectives of the program, a
commitment to their own continuing medical education, and par-
ticipation in scholarly activities,

3. A member of the teaching staff of each participating institution
must be designated to assume responsibility for the day-to-day
activities of the program at that institution, with overall coordi-
nation by the program director.

4. The teaching staff must be organized and have regular docu-
mented meetings in order to review program goals and objectives
as well as program effectiveness in achieving them. At least one
fellow representative should participate in these reviews.

5. At least once a year the teaching staff should evaluate the utiliza-
tion of the resources available to the program, the contribution
of each institution participating in the program, the financial
and administrative support of the program, the volume and vari-
ety of patients available to the program for educational purposes,
the performance of members of the teaching staff, and the qual-
ity of supervision of fellows.

6. At least once a year the teaching staff must evaluate the educa-
tional effectiveness of the program. In particular, the quality of
the curriculum and the extent to which educational goals have
been met by fellows must be assessed, Written evaluations of the
program by fellows should be utilized in the process.

D. Dermatopathology Fellows

Fellows appointed to an ACGME-accredited dermatopathology fel-

lowship must have completed an ACGME-accredited residency in

Anatomic Pathology (AP-3}, Anatomic Pathology/Clinical Pathology

(AP/CP-4), or Dermatology.

1. The number of positions requested must not exceed the eduoca-
tional resources available in a program.

2. Fellows must have the opportunity to assume increasing respon-
sibility under supervision appropriate to their experience as they
progress through the program.

3. Fellows should have the opportunity to become involved in
dermatopathologic research and teaching during the program.

4. The program director must ensure that fellows are adequately su-
pervised by faculty at all times. Further, fellow duty and on-call
assignments must be made in a manner that ensures that neither
education nor guality of patient care is jeopardized by fellow
stress or fatigue. Physicians must have a keen sense of personal
responsibility for continuing patient care and must recognize
that their obligation to patients is not automatically discharged
at any given hour of the day. In no case should a trainee go off
duty until the proper care and welfare of the patients have been
ensured. Fellow duty hours and night and weekend call must re-

" flect the concept of responsibility for patients and the provision
of adequate patient care. Feliows must not be required regularly
to perform excessive, prolonged duties. When averaged over 4
weeks, fellows should spend no more than 80 hours per week in
hospital duties. Fellows should, on average, have the opportunity

to spend at least 1 day out of 7 free of program duties and should
be on call ne more often than every third night. When on call for
24 hours or more, there should be opportunity to rest and sleep.

E. Other Personnel

1, The laboratories involved in the program must be directed by
qualified physicians who are licensed to practice medicine and
are members in good standing of the institution's medical staff.

2. There must be a sufficient number of qualified professional,
technical, and clerical personnel to support laboratory work and
the educational program.

IV. Institutional Resources

A. There must be ample case material and supporting facilities to
meet the training requirements in dermatopathology, dermatol-
ogy, and pathology. Each dermatopathology fellow should exam-
ine at least 5,000 dermatopathology specimens (ie, in-house or
referred specimens in the institution’s accessions file for which
reports are generated.)

B. There must be adequate equipment, laboratory space, office fa-
cilities, meeting rooms, classrooms, and research space to sup-
port service, teaching, and educational responsibilities.

C. The institutions and laboratories participating in the program
must be appropriately accredited and/or licensed.

D. Fellows must have ready access to a major medical library either
at the institution where the fellows are located or through ar-
rangement with convenient nearby institutions. Library services
should include the electronic retrieval of information from medi-
cal databases. There must be access to an on-site library orto a
collection of appropriate texts and journals in each institution
participating in a fellowship program. On-site libraries and/or
collections of texts and journals must be readily available during
nights and weekends.

V. Research and Scholarly Activity

A. Graduate medical education must take place in an environment
of inquiry and scholarship in which fellows participate in the de-
velopment of new knowledge, learn to evaluate research findings,
and develop habits of inquiry asa continuing professional re-
sponsibility.

B. The responsibility for establishing and maintaining an environ-
ment of inquiry and scholarship rests with the teaching staff.
While not all members of a teaching staff must be investigators,
the staff as a whole must demonstrate broad involvement in
scholarly activity. This activity should include:

1. Active participation of the teaching staff in clinical discus-
sions, rounds, and conferences in a manner that promotes a
spirit of inquiry and scholarship. Scholarship implies an
in-depth understanding of basic mechanisms of normal and
abnormal states and the application of current knowledge to
practice.

. Participation in journal clubs and research conferences.

. Active participation in regional or national professional and
scientific societies, particularly through presentations at the
organizations’ meetings and publications in their journals.

4. Participation in research, particularly in projects that are
funded following peer review and/or result in publications or
presentations at regional and national scientific meetings.

5. Offering of guidance and technical support {eg, research de-
sign, statistical analysis) for fellows involved in research.

6. Provision of support for fellow participation in scholarly
activities.

e e
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V1. Evaluation

A. There must be regular, written evaluation of fellows by teaching
staff. Evaluations should be completed and discussed with the
fellows at least once every 6 months.

B. Fellows should submit written evaluations of the program at
least once each year for confidential review by the director.

VIL. Certification and Accreditation

A. The Residency Review Committees for Dermatology and Pathol-
ogy are responsible for acereditation of graduate medical educa-
tion programs in dermatopathology.

B. The American Board of Dermatology and American Board of Pa-
thology are responsible for certification of individual physicians
in dermatopathology. Individuals who plan to seek certification
should communicate with their respective boards to obtain the
latest information regarding certification.

ACGME: February 2002  Effective: July 2002

Program Requirements

for Residency Education

in Procedural Dermatology
(Dermatology)

Common Program Requirements appear in bold.
Sections of text not in bold are specialty-specific requirements

I. Introduction
A. Definition and Scope of the Subspecialty

Procedural Dermatology is the subspecialty within dermatology that

is concerned with the study, diagnosis, and surgical treatment of
diseases of the skin and adjacent mucous membranes, cutaneous

appendages, hair, nails, and subcutaneous tissue, Dermatologic sur-

gical procedures are minimally invasive and may be safely per-
formed in outpatient settings without general anesthesia or other
infravascular physiologic alteration. An especially important tech-

nique is Mohs micrographic surgical excision, which is used for cer-
tain cancers of the skin and incorporates training in clinical derma-
tology and dermatopathology as they apply to dermatologic surgery,

In addition, cutaneous reconstruction of surgical defects,
sclerotherapy, chemical peel, hair transplantation, dermabrasion,
small-volume liposuction, cutaneous soft tissue augmentation with

injectable filler material, rhinophyma correction, and laser surgery

are important components of these fellowships.

B. Definition and Scope of Education

1. Procedural Dermatology fellowships will be accredited to offer 12

months of education and experience subsequent to the satisfac-
tory completion of an Accreditation Council for Graduate Medi-
cal Education (ACGME)-accredited residency in Dermatology,
when all residents are required to develop initial competence in
dermatologic surgery.

2. Graduate medical education programs in procedural dermatology

must provide an organized, systematic, and progressive educa-
tional experience for physicians seeking to acquire advanced
competence as a dermatologic surgeon.

3. Programs must provide organized education in all current as-
pects of procedural dermatology, including basic science, anat-
omy, anesthesia, ethics, pre- and post-operative management,
surgical technique, wound healing, Mohs micrographic surgery,

laboratory technique, interpretation of pathologic specimens re-
lated to Mohs micrographic surgery, cutaneous reconstruction of
surgical defects, sclerotherapy, chemical peel, hair transplanta-
tion, dermabrasion, small-volume liposuction, cutaneous soft tis-
sue augmentation with injectable filler material, rhinophyma
correction cutaneous oncology, laser surgery, epidemiology,
medicolegal and regulatory issues, quality assurance, and
self-assessment.

Il. Institutional Support

A. Sponsoring Institution

1. One sponsoring institution must assume the ultimate responsi-
bility for the program as described in the Institutional Re-
quirements, and this responsibility extends to fellow assign-
ments at all participating institutions,

2. Most procedural dermatology fellowships will be sponsored by in-
stitutions that also sponsor ACGME-accredited residency pro-
grams in dermatology. Programs that are not affiliated with a
dermatology residency will also be eligible for accreditation if
they are able to document compliance with the ACGME's Institu-
tional Requirements as well as those for Procedural Dermatology.

B. Participating Institutions
1. Assignments to participating institutions must be based on a
clear educational rationale, must have clearly stated learning
objectives and activities, and should provide resources not
otherwise available to the program. Participation by institu-
tions in which fellows are assigned for more than two months of
education must be approved by the Residency Review Comumit-
tee.
2. Assignments at participating institutions must be of sufficient
length to ensure a guality educational experience and should
provide sufficient opportunity for continuity of care. Although
the number of participating institutions may vary with the
various specialties’ needs, all participating institutions must
demonstrate the ability to promote the program goals and ed-
ucational and peer activities. Exceptions must be justified
and prior-approved.
3. Program letters of agreement must be developed for each par-
ticipating institution that provides an educational experience
for a fellow that is one month in duration or longer. In in-
stances where two or more participating institutions in the
program funetion as a single unit under the authority of the
program director, letters are not necessary. The agreements
should
a. identify the faculty who will assume the educational and su-
pervisory responsibility for fellows and specify the faculty
responsibilities for teaching, supervision, and formal evalu-
ation of fellow performance per Sections V.D. and VLA. of
the Program Requirements;

b. outline the educational goals and objectives to be attamed
by the fellow during the assignment;

c. specify the period of fellow assignment;

d. establish the policies that will govern fellow education dur- '

ing the experience.

C. Facilities and Resources :
1. Space
a. Adequate space should be dedicated to the performance of -
dermatologic surgery procedures; this must include a Mohs
micrographic frozen section laboratory and examination areas
for surgical patients.
b. There should be appropriate space for fellows to read, study,
and complete their paperwork.
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Program Requirements for Residency Education in Procedural Dermatology (Dermatology)

2. Laboratories

a. The frozen section laboratory should be in close proximity to
the operating suite or rooms in which dermatologic surgery is
performed. The technician must be proficient in performing
histologic sections. b, Program laboratories should be in com-
pliance with all federal, state and local regulations regarding a
work environment {eg, OSHA and CLIA).

3. Medical Library

a. Fellows must have ready access to a major medical library ei-
ther at the institution where the fellows are located or
through arrangement with convenient nearby institutions.

b. Library services should include the electronic retrieval of in-
formation from medical databases.

c. There must be access to an on-site library or to a collection of
appropriate texts and journals in each institution participating
in a residency program. On-site libraries and/or collections of
fexts and journals must be readily available during nights and
weekends.

lll. Fellow Appointment

A. Eligibility Criteria
The program director must comply with the criteria for fellow el-
igibilit,y as specified in the Institutional Requirements.

B. Number of Fellows

The RRC may approve the nnmber of fellows based upon estab-
lished written criteria that include the adequacy of resources
for fellow education such as quality and volnme of patients and
related clinieal material available for education, faculty-fellow
ratio, institutional funding, and the quality of faculty teaching.

C. Fellow Transfer

To determine the appropriate level of education for a fellow who
is transferring from another fellowship program, the program di-
rector must receive written verification of the previous educa-
tional experiences and a statement regarding the performance
evaluation of the transferring fellow prior to acceptance into
the program. A program director is required to provide verifica-
tion of fellowship education for any fellows who may leave the
program prior to completion of their education.

D. Appointment of Fellows and Other Students

The appointment of other specialty fellows or students must not
dilute or detract from the educational eppertunities of the regu-
larly appeinted specialty residents, When the fellowship is spon-
sored by an institution that also sponsors a dermatology residency,
both programs must be structured to ensure that both residents
and fellows have educational experiences that meet the standards
of training in the primary specialty and the subspecialty. In particu-
lar, the education and training of fellows must not interfere with or
compromise the surgical education and training of dermatology
residents.

IV. Faculty

The program director and faculty are responsible for the gen-
eral adwministration of the program and for the establishment
and maintenance of a stable educational environment. Adequate
lengths of appointment for the program director and faculty are
essential to maintaining such an environment. The length of ap-
pointment for the program director should previde for continu-
ity of leadership.

A. Qualifications of the Program Director
1. There must be a single program director responsible for the
program. The person designated with this autherity is

accountable for the operation of the program and should be a

member of the staff of the sponsoring or integrated institu-

tion. .

2. The program director must

a. possess requisite specialty expertise as well as documented
educational and administrative abilities and experience in
his or her field.

b. be certified by the American Board of Dermatology or pos-
sess qualifications judged to be acceptable by the RRC.

¢. be appointed in good standing and based at the primary
teaching site, '

d. Have completed a formal, 12-month PGY-5 fellowship in
dermatologic surgery or appropriate clinical experience.

e. Have at least five years of patient care experience as a derma-
tologist and dermatologic surgeon. o

f. Have at least five years of experience as a teacher in graduate
medical education in dermatology and dermatologic surgery as
well as an ongoing clinical practice in dermatologic surgery.

B. Responsibilities of the Program Director

1. Overseeing and organizing the activities of the educational
program in all institutions that participate in the program.
This includes selecting and supervising the faculty and other
program personnel at each participating institution, appoint-
ing a local site director, and monitoring appropriate fellow
supervision at all participating institutions.

. Committing sufficient time (at least 20 hours a week) to the ad- .
ministrative and teaching tasks inherent in achieving the educa-
tional goals of the program.

3. Preparing an accurate statistical and narrative deseription of
the program as requested by the RRC as well as updating an-
nually the program and fellow records through the ACGME
Accreditation Data System (ADS).

4. Using the ADS to promptly notify the executive director of the
RRC of a change in program director or department chair.

B, Grievance procedures and due process: The program director
must ensure the implementation of fair policies and proce-
dures, as established by the sponsoring institution, to address
fellow grievances and due process in compliance with the In-
stitutional Requirements.

6. Monitoring of fellow well-being: The program director is re-
sponsible for menitoring fellow stress, including mental or
emotional conditions inhibiting performance or learning, and
drug- or alecohol-related dysfunction. Both the program direc-
tor and faculty should be sensitive to the need for timely pro-
vision of confidential counseling and psychological support
services to fellows. Situations that demand excessive service
or that consistently produce undesirable stress on fellows
must be evaluated and modified.

7. Obtaining prior approval of the RRC for changes in the pro-
gram that may significantly alter the educational experience
of the fellows, for example:

a. The addition or deletion of major participating institu-
tion(s) as specified in section ILB. of this document,

b. Change in the approved maximum number of fellow
positions.

¢. Change in the format of the educational program. On re-
view of a proposal for a major change in a program, the
RRC may determine that a site visit is necessary.

oo

€. Faculty Qualifications
1. The physician faculty must
a. possess requisite specialty expertise as well as documented
educational and administrative abilities and experience in
their field. Members of the teaching staff who have responsi-
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bility for fellow education in Mohs micrographic surgery must
have completed a 12-month PGY-5 dermatologic surgery fel-
lowship or have appropriate clinical experience.

b. be certified by the American Board of Dermatology or pos-
sess qualifications judged by the RRC to be acceptable.

¢. be appointed in good standing to the staff of an institution
participating in the program.

2. Nonphysician faculty must be appropriately qualified in their
field and possess appropriate instifutional appointments.

D. Faculty Responsibilities

1. At each institution participating in the program, there must
be a sufficient number of faculty with documented gualifica-
tions to instruct and supervise adequately the fellows in the
program. All programs should have at least two faculty who are
actively involved in the clinical practice of procedural dermatol-
ogy and have significant responsibility for the instruction and su-
pervision of all fellows during the 12 months of accredited educa-
tion,

2. Faculty members must devote sufficient time to the educa-
tional program to fulfill their supervisory and teaching re-
sponsibilities. The faculty must evaluate in a timely manner
the fellows whom they supervise.

3. The faculty must demonstrate a sirong interest in the educa-
tion of fellows, demonstrate competence in both clinical care
and teaching abilities, support the goals and objectives of the
educational program, and demonstrate commitment to their
own continuing medical education by participating in schol-
arly activities as described in Section V.D.1.

4, Tn the shorf-term absence of the program director, one member
of the teaching staff must assume the responsibility for the direc-
tion of the program.

E. Other Program Personnel
. Other Specialties
As the care of patients with skin diseases involves collaboration
with other specialties, fellows must have an opportunity to work
with health care personnel from Dermatology, Dermatopathology,
Medical Oncology, Pathology, and Radiation Therapy. Fellow ex-
perience would be enhanced by interaction with General Sur-
gery, Ophthalmology, Orthopaedic Surgery, Otolaryngology,
Plastic Surgery, Podiatry, and Prosthetics.
2. The program must be provided with the additional professional,
technical, and clerical personnel needed to support the adminis-
tration and educational conduct of the program.

ot

V. The Educational Program

The program design and sequencing of educational experiences
will be approved by the RRC as part of the accreditation
process.

A. Role of Program Director and Facuity

The program director, with assistance of the faculty, is responsi-

ble for developing and implementing the academic and clinical

program of fellow education by

1. preparing and implementing a written statement outlining the
educational goals of the program with respect to the knowl-
edge, skills, and other attributes of fellows for each major as-
signment and each level of the program. The statement must
be distributed to fellows and faculty and reviewed with fel-
lows prior to the assignment,

2. preparing and implementing a comprehensive, well-organized,
and effective curriculum, both academic and clinical, which
includes the presentation of core specialty knowledge, supple-
mented by the addition of current information.

3. providing fellows with direct experience in progressive re-
sponsibility for patient management.

B. Didactic Components
1. Body of Knowledge

Programs raust be structured so that fellows are involved in pro-

cedural dermatology throughout the year and must include the

systematic study of the body of knowledge which dermatologists
have utilized in the development of surgical procedures that may
be safely performed in an outpatient setting to treat disorders of
the integumentary system. In particular, evaluation and surgical
intervention for skin disease is based on an advanced under-
standing of cutaneous structure and function, cutaneous
pathophysiology, clinical dermatology, and clinical
dermatopathology as they are related to dermatologic surgery
procedures. Procedural dermatology is broadly categorized into
the following three areas:

a. Cutaneous oncologic surgery incorporates medical, surgical,
and dermatopathological knowledge of cutaneous neoplasms.
The fellow is expected to develop in-depth knowledge and abil-
ities in the clinical diagnosis, biology, and pathology of skin tu-
mors as well as laboratory interpretation related to surgical
treatment. Further, they must become skilled at the early
identification of benign premalignant and malignant skin le-
sions through morphologic recognition visually as well as with
the use of tools such as Woods lamp examination,
epiluminescent microscopy and confocal microscopy.

b. Cutaneous reconstructive surgery includes the repair of skin
defects that result from the surgical removal of tumors or
other skin disease and scar revision, and is based upon a
knowledge of cutaneous wound healing and repair techniques

¢. Cutaneous cosmetic surgery incorporates medical, surgical,
and dermatopathologic knowledge of cutaneous disorders and
the aging of the skin. It focuses on the study and performance
of procedures that have been developed by dermatologists to
improve the appearance of the skin and control cutaneous
disease.

2. Related Disciplines

Fellows must also expand their knowledge of related disciplines

such as surgical anatomy, sterilization of equipment, aseptic

technigue, anesthesia (including preoperative sedation, local
and reglonal anesthesia, and indications for conscious sedation
and general anesthesia), closure materials (sutures, staples),
and instrumentation. Appropriate evaluation and management
skills must be mastered for all cutaneous surgical patients re-
gardless of diagnosis, including preoperative, perioperative, and
postoperative evaluation. Training with certification in advanced
cardiopulmonary resuscitation is required. Training in wound
healing, including basic science, clinical aspects, and the use of
specialized wound dressings appropriate to the clinical problem
must be provided.

3. Didactic Activities

Lectures, tutorials, seminars, and conferences with clinical ser-

vices must be regularly scheduled and held. There must be sys-

tematic study of the bedy of knowledge upon which dermatologic
surgical procedures are based as well as the review of study ma-
terials and files of usual and unusual cases.

C. Clinical Components
1. Surgical Volume
The program must provide a sufficient volume and variety of sur-
gical cases for the fellow to acquire the experience of a
subspecialist in procedural dermatology. Program faculty must
collectively perform at least 1600 dermatologic surgical proce-
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dures per fellow per year. At least 500 of that minimum total
must be Mohs micrographic excisions per fellow per year.
2. Selection and Referral of Patients

The program must be designed to ensure that fellows develop an

advanced competence in the identification of patients whose

conditions should be treated by minimally invasive dermatologic
surgical procedures and others, such as those requiring general
anesthesia, who should be referred to other specialists such as
ophthalmologists, orthopaedic surgeons, general surgeons, oto-
laryngologists, or plastic surgeons, who typically use techniques
that are more invasive and are designed to treat diseases and
conditions involving cartilage, bone, muscle vessels, and nerves
as well as skin.

3. Procedural Skills

a. The program must be designed to ensure that all fellows de-
velop advanced skills in the performance of destruction tech-
niques (electrosurgical, cryosurgical, chemical, and laser),
excision (of skin cancers, warts, and other skin lesions fol-
lowed by a layered closure), and Mohs micrographic surgery
(for removal of basal cell and squamous cell carcinomas). In
addition, the educational program should include instruction
in hair transplantation (typically a staged procedure of grafts
containing 1 to 16 hairs during a session that includes 50 to
500 grafts), skin rejuvenation techniques (to remove wrinkles
or age spots using dermabrasion, chemical peel, laser resur-
facing, or rhinophyma correction), laser surgery (typically for
removal of a wart, tattoo, or port wine stain), laser
phototherapy, nail surgery (typically to remove a nail, destroy
the nail matrix, or perform a biopsy), small-volume tumescent
liposuction, cutaneous soft tissue augmentation with inject-
able filler material, and sclerotherapy (injection of fluids into
vessels typically less than 1 mm in diameter in the leg).

b. A knowledge of the principles of and the provision of practical
training in electrosurgery for benign and malignant lesions
(electrocoagulation, electrofulguration, electrodesiccation,
electrosection, electrocautery), ervosurgery, curettage and
electrosurgery, scalpel surgery, and Mohs micrographic sur-
gery are mandatory. Experience in staged reconstruction tech-
niques, chemical destructive techniques, nail surgery, grafts,
local flaps, sclerotherapy, laser surgery, wedge excision (lip
and ear), and closures is also required.

¢. Procedures of an aesthetic nature should be taught. This com-
ponent of the program should include cutaneous soft tissue
augmentation with injectable filler material, small-volume tu-
mescent liposuction and fat transplantation, hair replacement
surgery, skin resurfacing techniques, and cosmetic laser pro-
cedures (e.g., methods of scar revision or elimination of con-
genital skin defects).

d. The program must provide training in Mohs micrographic sur-
gery, as employed in the management of complicated cancers
of the skin, This technique has special importance since if re-
quires both surgical skill and expertise in dermatopathology
‘and in the laboratory methods utilized for the preparation of
tissue specimens. Fellow experience in Mohs surgery must in-
clude treatment of aggressive tumors, large tumors, tumors
arising in difficult anatomic sites (ear, eyelid, nose, lips), tu-
mors requiring complex histolopathologic interpretation, basal
cell or squamous cell carcinoma that has spread from skin to
contiguo us tissues, tumors requiring multiple stages of exci-
sion, recurrent tumors, turaors for which management re-
quires the involvement of colleagues from other specialties,
and tumors in patients with complex medical problems requir-
ing special intraoperative management.

€.

The reconstruction of defects following Mohs micrographic
surgery or other excisions should be given special attention,
The fellows must become competent in cutaneous reconstruc-
tive surgery including random pattern axial flap repair, grafti
ng techniques, and staged reconstructive techniques. How-
ever, some cases will be quite complex and fellows should
learn when the assistance of (or referral to) colleagues from
other specialties will be necessary.

4. Laboratory Management
The program must provide the fellow with the expenence re-
quired to set up and operate a frozen section laboratory capable
of processing sections for Mohs micrographic surgery and to su-
pervise and train laboratory personnel,

5. Quality Assurance Activities and Documentation

a,
b.

There should be an ongoing quality assurance program.
Documentation of cases and complications in a case log for de-
partraental files and the personal files of all fellows is re-
quired. There should be regularly scheduled conferences to
consider complications and outcomes and utilization review.

. There should be documentation of the fellows’ surgical experi-

ence. This should include a case log with operative reports and
pre- and postoperative photographs in appropriate cases. The
surgical director should review and confirm the operative ex-
perience records of all fellows.

D. Scholarly Activities

1. The responsibility for establishing and maintaining an envi-
ronment of inquiry and scholarship rests with the faculty, and
an active research component must be included within each
program. Both faculty and fellows must participate actively in
schelarly activity. Scholarship is defined as one of the follow-

ing:

a.

b.

C.

d.

The scholarship of discovery, as evidenced by peer-reviewed
funding or publicatien of original research in peer-reviewed
journals.

The scholarship of dissemination, as evidenced by review
articles or chapters in textbooks.

The scholarship of application, as evidenced by the publica-
tion or presentation at local, regional, or national profes-
sional and scientifie society meetings, for example, case
reports or clinical series.

Active participation of the faculty in clinical discussions,
rounds, journal club, and research conferences in a manner
that promotes a spirit of inquiry and scholarship; offering
of guidance and technical support, e.g., research design,
statistical analysis, for fellows invelved in research; and
provision of support for fellow pamclpauon as appropriate
in scholarly activities.

2. Adequate resources for scholarly activities for facuity and fel-
lows must be available, eg, sufficient laboratory space, equip-
ment, computer services for data analysis, and statistical con-
sultation services.

E. Fellow Duty Hours and the Working Environment

Providing fellows with a sound academic and clinical education
must be carefully planned and balanced with concerns for pa-
tient safety and fellow well-being. Each program must ensure
that the learning ohjectives of the program are not compromised
by exeessive reliance on fellows to fulfill service obligations. Di-
dactic and clinical education must have priority in the allotment
of fellows’ time and energies. Duty hour assignments must recog-
nize that faculty and fellows collectively have responsibility for
the safety and welfare of patients.

1. Supervision of Fellows
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a. All patient care must be supervised by qualified faculty.
The program director must ensure, direct, and document
adequate supervision of fellows at all times. Fellows must
be provided with rapid, reliable systems for communicating
with supervising faculty.

b. Faculty schedules must be structured to provide fellows
with continuous supervision and consultation.

c. Faculty and fellows must be educated to recognize the signs
of fatigue and adopt and apply pelicies to prevent and
counteract the potential negative effects.

2. Duty Hours

a. Duty hours are defined as all clinical and academic activi-
ties related to the residency program, ie, patieut care
(both inpatient and outpatient), administrative duties re-
lated to patient care, the provision for transfer of patient
care, time spent in-house during call activities, and sched-
uled academic activities such as conferences. Duty hours
do not include reading and preparation time spent away
from the duty site.

b. Duty hours must be limited to 80 hours per week, averaged
over a four-week period, inclusive of all in-house call
activities.

¢. Fellows must be provided with 1 day in 7 free from all edu-
cational and clinical responsibilities, averaged over a
4-week period, inclusive of call. One day is defined as one
continuous 24-hour period free from all clinical, educa-
tional, and administrative activities.

d. Adequate time for rest and personal activities must be pro-
vided. This should consist of a 10 hour time period pro-
vided between all daily duty periods and after in-house call.

3. On-Call Activities

The objective of on-call activities is to provide fellows with

continuity of patient care experiences throughout a 24-hour

period. In-house call is defined as those duty hours beyond
the normal work day when fellows are required to be immedi-
ately available in the assigned institution.

& In-house call must occur no more frequently than every
third night, averaged over a four-week period.

b. Continuous on-site duty, including in-house call, must not
exceed 24 consecutive hours. Fellows may remain on duty
for up to six additional hours {o participate in didactic ac-
tivities, transfer care of patients, conduct outpatient clin-
ics, and maintain continuity of medical and surgical care,

¢. No new patients may be accepted after 24 hours of continu-
ous duty, except in outpatient continuity clinics. A new pa-
tient is defined as any patient for whom the fellow has not
previously provided care,

d. At-home call (pager call} is defined as call taken from out-
side the assigned institution.

i. The frequency of at-home call is not subject to the every
third night limitation. However, at-home call must not
be so frequent as to preclude rest and reasonable per-
sonal time for each fellow. Fellows taking at-home call
must be provided with 1 day in 7 completely free from
all educational and clinical responsibilities, averaged
over a 4-week period.

ii. When fellows are called into the hospital from home, the
honrs fellows spend in-house are counted toward the
80-hour limit.

iii. The program director and the faculty must monitor the
demands of at-home call in their programs and make
scheduling adjustments as necessary to mitigate exces-
sive service demands and/or fatigue.

4. Moonlighting

a. Because residency education is a full-time endeavor, the
program director must ensure that moonlighting does not
interfere with the ability of the fellow to achieve the goals
and objectives of the educational program.

b. The program director must comply with the sponsoring in-
stitution’s written policies and procedures regarding moon-
lighting, in compliance with the Institutional Requirements
ILD.1.k.

¢. Moonlighting that occurs within the residency program
and/or the sponsoring institution or the non-hospital spon-
sor’s primary clinical site(s), ie, internal moonlighting,
must be counted toward the 80-hour weekly limit on duty
hours.. .

5. OQversight . .

a. Each program must have written policies and procedures
cousistent with the Institutional and Program Require-
ments for fellow duty hours and the working environment.
These policies must be distributed to the fellows and the
faculty. Monitoring of duty heurs is required with fre-
quency sufficient to ensure an appropriate balance be-
tween education and service.

b. Back-up support systems must be provided when patient
care responsibilities are unusually difficult or prolonged,
or if unexpected eircumstances create fellow fatigue suffi-
cient to jeopardize patient care, .

6. Duty Hours Exception

An RRC may grant exceptions for up to 10 % of the 80-hour

limit, to individual programs based on a sound educational

rationale. However, prior permission of the institution’s

GMEC is required.

VI. Evaluation

A. Fellow Evaluation ' :

1. The fellowship program must demonstrate that it has an ef-
fective plan for assessing fellow performance throughout the
program and for utilizing the results to improve fellow perfor-
mance. This plan should include
a. mechanisms for providing regular and timely performance

feedback to fellows that includes at least

i. written semiaunual evaluation that is communicated to
each fellow in a timely manner and

ii. the maintenance of a record of evaluation for each fel-
low that is accessible to the fellow.

b. a process involving use of assessment results to achieve
progressive improvements in fellows’ competence and per-
formance. Appropriate sources of evaluation include fac-
ulty, patients, peers, self, and other professional staff,

2. The program director must provide a final evaluation for each
fellow who completes the program. The evaluation must in-
clude a review of the fellow's performance during the final pe-
riod of education and should verify that the fellow has demon-
strated sufficient professional ability to practice competently
and independently. The final evaluation must be part of the
fellow’s permanent record maintained by the institution.

B. Faculty Evaluation

The performance of the faculty must be evaluated by the pro-
gram no less frequently than at the midpoint of the accredita-
tion cycle and again prior to the next site visit, The evaluations
should include a review of their teaching abilities, commitment
to the educational program, clinical knowledge, and scholarly
activities. Annual written confidential evaluations by fellows
must be included in this process.
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C. Program Evaluation
" The educational effectiveness of a program must be evaluated at
least annually in a systematic manner.

1. Representative program personnel, ie, at least the program
director, representative faculty, and at least one fellow, must
be organized to review program goals and objectives and the
effectiveness of the program in achieving them. The group
must have regular documented meetings at least annually for
this purpose. In the evaluation process, the group must take
into consideration written comments from the faculty, the
most recent report of the GMEC of the sponsoring institution
(see Institutional Requirements 1.B.3.d), and the fellows’ con-
fidential written evaluations. i deficiencies are found, the
group should prepare an explicit plan of action, which should
be approved by the faculty and documented in the minutes.

2. Qutcome assessment
a. The program should use fellow performance and outcome

assessment in its evalnation of the educational effective-
ness of the fellowship program.

b. The program should have in place a process for using fel-
low and performance assessment results together with
other program evaluation results to improve the fellowship
program.

VII. Experimentation and Innovation

A. Since responsible innovation and experimentation are essen-
tial to improving professional education, experimental pro-
jects supported by sound educational principles are encour-
aged.

B. Requests for experimentation or innovative projects that may
deviate from the program requirements must be RRC
prior-approved and must include the educational rationale
and a method for evaluating the project.

C. The sponsoring institution and program are jointly responsi-
ble for the quality of education offered to fellows for the du-
ration of such a project.

ACGME: February 2003  Effective: February 2003

Program Requirements for
Residency Education in
Emergency Medicine

L. Introduction

A. General Characteristics of Accredited Programs

Residencies in emergency medicine are designed to prepare physi-
cians for the practice of emergency medicine. These programs must
teach the fundamental skills, knowledge, and humanistic qualities
that constitute the foundations of emergency medicine practice and
provide progressive responsibility for and experience in the applica-
tion of these principles to enable effective management of clinical
problems. Equal opportunity must be provided for the residents,
under the guidance and supervision of a qualified faculty, to develop
a satisfactory level of clinical maturity, judgment, and technical
skill. On completion of the program, residents should be capable of
practicing emergency medicine, able to incorporate new skills and
knowledge during their careers, and able to monitor their own phys-
ical and mental well being and that of others.

B. Length of the Program

1. The required length of an emergency medicine residency is 36
months in a curriculum under the control of the emergency med-
icine program director. Accreditation by the Accreditation Coun-
cil for Graduate Medical Education (ACGME) is required for all
years of the educational program.

2. Prior to entry into the program, each resident must be notified in
writing of the required length of the program, This period may
not be changed for a particular resident during his or her pro-
gram unless there is a significant break in his or her education or
the resident needs remedial education.

1. Institutions

The institution(s) involved in the program must provide evidence of
commitment to graduate medical education, including emergency
medicine. While it is recognized that the practice of emergency
medicine occurs within a variety of organizational structures, the
administrative and academic structure must be organized in a way
that facilitates the provision of an adequate educational experi-
ence. There must be evidence of an adequate financial commitment
to the program.

A. Medical School Affiliation

Medical school affiliation is desirable. When a medical school affili-
ation is present, there must be a written affiliation agreement or a
letter of understanding documenting the duties and responsibilities
of both the medical school and the program. Program core faculty
should have appropriate faculty appointments at the medical
school.

B. Affiliation Agreements

1. When there is a cooperative educational effort involving multiple
institutions, the commitment of each institution to the program
must be made explicit in an affiliation agreement with each insti-
tution that conforms to ACGME Institutional Requirements Sec-
tion 1.C.1-5.

2. In addition, there must be a current letter of understanding be-
tween the program director and the individual respensible for
each resident rotation in the program that describes
a. the educational objectives and the means by which they will

be accomplished and evaluated;
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b. the resources and facilities in the institution(s) that will be
available to each resident, including but not limited to library
and medical records; -

¢. the duties and responsibilities the resident will have on each
rotation;

d. the relationship that will exist between emergency medicine
residents and residents and faculty in other programs; and

e. the supervision emergency medicine residents will receive on
each rotation. :

For emergency medicine rotations, the physician responsible

under the authority of the program director for the teaching and

supervision of emergency medicine residents must be identified.

C. Participating Institutions
1. The program should be based at a primary hospital (hereafter re-

ferred to as the primary clinical site.) More of the didactic and
clinical experiences should take place at the primary clinical site
than at any other single site. Educationally justified exceptions
to this requirement will be considered.

. Programs using multiple hospitals must ensure the provision of a

unified educational experience for the residents. Each affiliated
institution must offer significant educational opportunities to the
overall program. The reasons for including each institution must
be stated. Affiliations that merely duplicate experiences other-
wise available within the program are not desirable.

. To maintain program cohesion, continuity, and critical mass, as

well as to reduce stress on the residents and their families, man-
dated rotations to affiliated institutions that are geographically
distant from the spensoring institution are acceptable only if
they offer special resources, unavailable locally, that significantly
augment the overall educational experience of the program.

. The number and geographic distribution of participating institu-

tions must not preclude the satisfactory participation by all resi-
dents in conferences and other educational exercises.

D. Facilities and Resources
In every hospital in which the emergency department is used as a
training site, the following must be provided:

L
2.
3.

4.

Adequate patient care space,

Adequate space for clinical support services,

Laboratory and diagnostic imaging results, especially those re-
quired on a STAT basis, returned on a timely basis,

Adequate program support space, including office space for fac-
ulty and residents, ~

. Current medical library resources, including access to appropri-

ate informational resources and medical databases in the emer-
gency department. In addition, residents must have ready access
to a major medical library either at the institution where the res-
idents are located or through arrangement with convenient
nearby institutions. Services available should include the elec-
tronic retrieval of information from medical databases,

. Adequate and readily accessible instructional space,
. Information systems,
. Appropriate security services and systems to ensure a safe work-

ing environment.

lil. Personnel
The program teadership and the program faculty are responsible for

Program Requirements for Residency Education in Emergency Medicine

A. Chair/Chief of Emergency Medicine

The chair/chief of emergency medicine shall

1. be licensed to practice medicine in the state where the institu-

tion that sponsors the program is located (Certain federal pro-
grams are exempted.); ‘

. be a member of the program’s core teaching faculty;

. be qualified and have at least 3 years’ experience as a clinician,

administrator, and educator in emergency medicine;

4, be certified in emergency medicine by the American Board of
Emergency Medicine or have appropriate educational qualifica-
tions in emergency medicine;

5. demonstrate active involvement in emergency medicine through
a. continuing medical education,

b. professional societies, and
c. scholarly activities; and

6. demonstrate leadership qualities and be capable of mentoring
faculty, residents, administrators, and other health-care profes-
sionals,

[ v

B. Program Director

There must be a single program director responsible for the pro-

gram. The program director must function within a sound adminis-

trative organizational framework and have an effective program fac-
ulty as essential elements of an approved residency program. The
program director must be a member of the program’s core teaching
faculty. The program director shall

1. be licensed to practice medicine in the state where the institu-
tion that sponsors the program is located {Certain federal pro-
grams are exempted. };

2. be qualified and have at least 3 years’ experience as a clinician,
administrator, and educator in emergency medicine;

3. be certified in emergency medicine by the American Board of
Emergency Medicine or have appropriate educational qualifica-
tions in emergency medicine;

4. be active full time in emergency medicine, be clinically active,
devote sufficient time and effort to the program to provide
day-to-day continuity of leadership, and fulfill all of the responsi-
bilities inherent in meeting the educational goals of the program;

b. maintain appointment in good standing, including clinical privi-
leges, and provide clinical supervision at the primary clinical
site; he/she should be based at the primary clinical site.

6, demonstrate leadership qualities and the capability to mentor
emergency medicine residents;

7. demonstrate active invelvement in
a. continuing emergency medical education,

b. state, regional, or national scientific societies;
¢. presentations and publications and other scholarly activities;

8, have at least 50% of his or her time protected from clinical ser-
vice; and

9. have appropriate authority to oversee and to organize the activi-
ties of the educational program, including but not limited to
a. resident appointments and assignments;

b. supervision, direction, and administration of the educational
activities; and
¢. evaluation of the residents, faculty, and residency program.
C. Responsibilities of the Program Director

Responsibilities of the program director include the following:
1. Preparation of a written statement outlining the educational

the general administration of a program, including those activities

related to the recruitment, selection, instruction, supervision, coun-

seling, evaluation, and advancement of residents and the mainte-
nance of records related to program accreditation, Specific respon-
sibilities are defined below. Frequent changes in leadership or long
periods of temporary leadership may adversely affect the accredita-
tion status of the program.

goals of the program with respect to knowledge, skills, and other
attributes of residents at each level of training and for each
major rotation or other program assignment, This statement
must be distributed to residents and members of the program
faculty. It should be readily available for review.
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2. Selection of residents for appointment to the program in accor-
dance with institutional and departmental policies and proce-
dures,

3. Participation in the evaluation of the program faculty and other
program personnel at each institution participating in the pro-
gram.

4. The supervision of residents through explicit written descriptions
of supervisory lines of responsibility for the care of patients. Such
guidelines must be communicated to all members of the program
staff. Residents must be provided with prompt, reliable systems
for communication and interaction with supervisory physicians.

5. Regular evaluation of residents’ knowledge, skills, and overall
performance based on the competency standards listed in this
document,

6. Provision of a written final evaluation for each resident who com-
pletes the program. The evaluation must include a review of the
resident’s performance during the final period of training and
should verify that the resident has demonstrated sufficient pro-
fessional ability to practice competently and independently. This
final evaluation should be part of the resident’s permanent re-
cord maintained by the institution.

7. Implementation of fair procedures as established by the spensor-
ing institution regarding academic discipline and resident com-
plaints or grievances. :

8. Monitoring resident stress, including mental or emotional condi-
tions inhibiting performance or learning and drug- and/or alco-
hol-related dysfunction. Program directors and faculty shouid be
sensitive to the need for timely provision of confidential counsel-
ing and psychological support services to residents. Training situ-
ations that consistently produce undesirable stress on residents
must be evaluated and modified.

9. Preparation of an accurate stafistical and narrative description
of the program as requested by a review committee.

D. Program Faculty
1. There must be a sufficient number of program faculty with docu-
mented qualifications to instruct and supervise adequately all
the residents in the program. Menbers of the program faculty
must be able to devote sufficient time to meet their supervisory
and teaching responsibilities. To ensure a sufficient number of
faculty fo provide adequate on-line 24-hour emergency depart-
ment attending staff supervision and participation in ongoing
scholarly activity and research in support of the emergency medi-
cine residents, there must be a minimum of one core physician
faculty member for every three residents in the program. When
the total resident complement exceeds 30, the faculty-resident
ratio of one core faculty member for every three residents may be
altered with appropriate educational justification.
2. A core physician faculty member, a member of the program fac-
ulty, is one who provides clinical service and teaching, devotes
the majority of his or her professional efforts to the program, and
has sufficient time protected from direct service responsibilities
to meet the educational requirements of the program. The major-
ity of the core faculty must
a.-be certified by the American Board of Emergency Medicine or
have appropriate educational qualifications in emergency
medicine.

b. be residency trained in emergency medicine.

¢. show evidence of participation in a spectrum of professional
activities within the institution as well as within local, state,
regional, and national associations.

d. be engaged in research and have protected time and adequate
support services to accomplish these tasks.

e. be prepared in emergency medicine and actively pursuing cer-
tification, according to the guideline of the American Board of
Emergency Medicine or its equivalent.

3. All core faculty should be involved in continuing scholarly activ-
ity such as publication in peer reviewed journals, textbooks, local
publications, formal lectures, and visiting professorships.

4, All members of the program faculty must demonstrate a strong
interest in the education of residents, sound clinical and teach-
ing abilities, support of the goals and objectives of the program, a
commitment to their own continuing medical education, and par-
ticipation in scholarly activities.

5. A member of the program faculty of each participating institu-
tion must be designated to assume responsibility for the
day-to-day activities of the program at that institution, with over-
all coordination by the program director.

6. The program faculty must be organized and have regular docu-
mented meetings fo review program goals and objectives as well
as program effectiveness in achieving them. At least one resident
representative should participate in these reviews.

7. Program faculty members should periodically evaluate the utili-
zation of the resources available to the program, the contribution
of each institution participating in the program, the financial
and administrative support for the program, the volume and vari-
ety of patients available to the program for educational purposes,
the performance of members of the feaching staff, and the qual-
ity of supervision of residents.

8. Other attending staff hired to provide resident supervision in any
emergency department where residents rotate must be certified
by the American Board of Emergency Medicine or have appropri-
ate educational qualifications.

E. Core Faculty Development

Each program should encourage the academic growth of its core
faculty. Faculty development opportunities should be made avail-
able to each core faculty member. A written plan for each member
of the core faculty should be prepared in consultation with the core
faculty member for whom the plan is being developed. At the time
of the program review, an example of a core faculty development
plan must be included in the Program Information Forms.

F. Other Program Personnel

Programs must be provided adequate professional, technical, and
clerical personnel needed to support the administration and educa-
tional conduct of the program. Clinical support services must be
provided on a 24-hour basis. The services must be adequate to meet
reasonable and expected demands and must include the following:
nursing, clerical, intravenous, EKG, respiratory therapy, messen-
ger/transporter, and phlebotomy services.

IV. The Educational Program

The director and program faculty of a program must prepare and
comply with written educational goals for the prograr. All educa-
tional components of a residency program should be related to pro-
gram goals. The program design and/or structure must be approved
by the Residency Review Committee (RRC) for Emergency Medi-
cine as part of the regular review process.

A. Organization and Structure
1. Patient population
2. There must be an adequate number of patients of all ages and

both sexes with a wide variety of clinical problems to provide a
patient population sufficient to meet the educational needs of
emergency medicine residents and other residents who are as-
signed for training in emergency medicine. Except under un-
usual circumstances, the primary clinical site and other
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emergency departments where residents rotate for 4 months
or longer should have at least 30,000 emergency department
visits annually.

b. Pediatric experience, defined as the care of patients less than

18 years of age, should be at least 16% of all resident emer-
gency department encounters, or 4 months of full-time-
equivalent experience dedicated to the care of infants and
children. The program can balance a deficit of patients by of-
fering dedicated rotations in the care of infants and children.
The formula for achieving this balance is a I-month rotation

equals 4% of patients. Although this experience should include

the critical care of infants and children, at least 50% of the 4
months should be in an emergency setting.

¢. The number of critically ill or critically injured patients.
treated in aggregate by the residents at the primary clinical
site should be significant, constituting at least 3% or 1,200 of
the emergency department patients per year (whichever is
greater) who are admitted to monitored care settings, opera-

tive care, or the morgue following freatment in the emergency

department. Additional critical care experience is required
during off-service rotations.

d. There shall be a policy to provide personal and consultant phy-

sicians access to the emergency department for patient care.

This policy must be consistent with those for physician access

to other special care areas. Consultations from other clinical
services in the hospital must be available in a timely manner.

All consultations must be provided by or under the supervision

of a qualified specialist.
. Supervision

a. All residents within the emergency department must be under

the supervision of emergency medicine faculty in the emer-
gency department at all times, except when residents from

other services provide supervised care to patients on their ser-
vice. In such eircumstances, they must be supervised by emer-

gency medicine faculty or by faculty from their services.
Sufficient faculty must be present to provide supervision ap-
propriate to the care of each patient.

b. All residents assigned to the emergency department must
have supervision commensurate to their level of training.

c. Allied health professionals, such as physician assistants and
nurse practitioners, and residents from other specialties who
rotate through the emergency department must not compro-
mise the educational objectives of the emergency medicine
program by diluting the training experience or preventing ap-
propriate progressive responsibility for the emergency medi-
cine residents.

d. The program director should ensure that all emergency medi-
cine residents, while on rotation on other services, are appro-
priately supervised and are provided with an educational
experience equivalent to that of an ACGME-approved resi-
dency in that specialty.

. Progressive responsibility

The program director must ensure that the degree of profes-

sional responsibility accorded to a resident is progressively in-

creased through the course of training commensurate with skill
and experience, Included should be opportunities to develop

clinical and administrative judgment in the areas of patient care,

teaching, administration, and leadership.
. Number of residents
a. There should be a minimum of six residents per year of train-
ing to achieve a2 major impact in the emergency department,
to ensure meaningful attendance at emergency medicine con-
ferences, to provide for progressive responsibility, and to fos-
ter a sense of residency program and departmental identity.

Program Requirements for Residency Education in Emergency Medicine

Exceptions to these standards will require justification based
on sound educational principles and must demonstrate sub-
stantial compliance with the intent of this requirement.

b. The program should request a number or range (minimum-
maximum) of emergency medicine residents per year. The

RRC will approve a range {minimum-maximum) or number of

residents per year based on the educational resources of the

program.

5. Presence of other residencies and other educational resources
The sponsoring institution for emergency medicine education
must have a major educational commitment, as evidenced by
training programs in other major specialties. The program must
demonstrate the availability of residencies in other specialties or
educational resources for the education of emergency medicine
residents. A lack of such resources will adversely affect the ac-
creditation status of the program,

6. Fellowships

Programs must notify the RRC if they sponsor any emergency

medicine-related fellowships within institutions participating in

the program. Documentation must be provided describing the
fellowship’s relationship to and impact on the residency.

a. The appointment of other individuals for special training or
education, such as fellows, must not dilute or detract from the
educational opportunities of regularly appointed emergency
medicine residents,

b. Addition or integration of such individuals inte an existing res-
idency program requires a clear statement of the areas of edu-
cation, clinical responsibilities, duration of training, and
overall impact on the educatlonal needs of existing emergency
medicine residents.

7. Duty hours
a. Emergency medicine rotations

1) As a minimum, residents shall be allowed 1 full day in 7
days away from the institution and free of any clinical or
academic responsibilities, including planned educational
experiences.

2) While on duty in the emergency department, residents may
not work longer than 12 continuous scheduled hours.
There must be af least an equivalent period of continuous
time off between scheduled work periods.

8) A resident should not work more than 60 scheduled hours .
per week seeing patients in the emergency department
and no more than 72 duty hours per week. Duty hours com-
prise all clinical duty time and conferences, whether spent
within or outside the educational program, including all
on-call hours.

b. Other rotations

The program director must ensure that all residents have ap-

propriate duty hours when rotating on other clinical services,

in accordance with the ACGME-approved program require-
ments of that specialty.
¢. Extracurricular activities :

Activities that fall outside the educational program may not be

mandated, nor may they interfere with the resident’s perfor-

mance in the educational process as defined in the agreement
between the institution and the resident. -

B. Curriculum

1. The program director must provide each resident and member
of the faculty, in writing and in advance of the experience, a
comprehensive curriculum specific to the educational needs of
the emergency medicine resident and designed to accomplish
the defined goals and core competencies of the emergency med-
icine training program. The curriculum shall be readily available
for review. It shall include
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(S

3.

4.

a. the educational objectives for each rotation or other program
assignment;

b. methods of implementation, including specific educational
experiences used to meet each objective;

c. evaluation processes that are linked to the accomplishment
of objectives; and

d. feedback mechanisms.

. Goals of education

Residency programs in emergency medicine should produce
emergency physicians prepared with the following basic compe-
tencies:

a. Provide the recognition, resuscitation, stabilization, evalua-
tion, and care of the full range of patients who present to the
emergency department

b. Apply critical thinking to determine the priorities for evalua-
tion and treatment of multiple emergency department pa-
tients with different complaints and needs

¢. Arrange appropriate follow-up or referral as required

d. Manage the out-of-hospital care of the acutely ill or injured
patient

e. Participate in the administration of the emergency medical
services system providing out-of-hospital care

f. Provide appropriate patient education directed toward the
prevention of illness and injury

g Engage in the administration of emergency medicine

h. Teach emergency medicine

i. Understand and evaluate research methodologies and their
application

j- Understand and apply the principles and practice of continu-
ous quality improvement

k. Manage resource utilization effectively

1. Utilize information resources effectively and apply evi-
dence-based medicine to update their clinical practice

m.Communicate effectively with patients, families, and
health-care professionals

n, Utilize resources to address domestic violence and other pub-
lic health issues, including violence prevention

o. Demonstrate the fundamental qualities of professionalism

p. Demonstrate how optimal patient care is provided in the con-
text of a larger health-care delivery system by effectively us-
ing system resources to support the care of patients

Planned educational experiences

a. Each program must offer its residents an average of at least 5
hours per week of planned educational experiences (not in-
cluding change of shift report) developed by the emergency
medicine residency program.

b. These educational experiences should include presentations
based on the defined curriculum, morbidity and mortality
conferences, journal review, administrative seminars, and re-
search methods. They may include but are not limited to
problem-based learning, evidence-based learning, laborato-
ries, and computer-based instruction, as well as joint confer-
ences cosponsored with other disciplines.

¢. Emergency medicine faculty are expected to attend and

meaningfully participate in these planned educational experi-

ences. Participation in resident conferences should be one
component in the annual evaluation of the core emergency
medicine faculty.
The program should ensure that residents are relieved of clini-
cal duties to attend these planned educational experiences. Al-
though release from some off-service rotations may not be
possible, the program should require that each resident partici-
pate in at least 70% of the planned emergency medicine educa-

tional experiences offered (excluding vacations). Attendance

should be monitored and documented.

5. The curriculum must include didactic and clinical information
to enable the residents to achieve the goals and competencies of
the training program. These include knowledge- and skill-based
competencies as listed in the Core Content of Emergency
Medicine.

6. The curriculum must include at least 2 months of inpatient criti-
cal care rotations, during which the residents should have deci-
sion-making experience that allows them to develop the skills
and judgment necessary to manage critically ill and injured pa-
tients who present to the emergency department.

7. The program must develop a system that provides and docu-
ments efforts to teach residents the importance of patient fol-
low-tip. This should involve a representative sample of patients
who are admitted to the hospital and who are discharged from
the emergency department. Acceptable methods inelude but are
not limited to .

a. written documentation of individual resident efforts (ward/
ICU visits, telephone calls, and chart review);

b. timely provision of patient discharge summaries, operative re-
ports, autopsy summaries, and/or consultation notes; and

¢. regular case conferences (other than morbidity and mortality
conference) that cover a representatwe sample of patient fol-
low-ups.

8. At least 50% of the training beyond the first vear must take
place in the emergency department. Excessive clinical time in
the emergency department should not preclude adequate expe-
rience in off-service areas needed to cover the curriculum.

9. Of the total educational experience, no less than 50% should
take place under the supervision of emergency medicine faculty.
Such experiences can include emergency medical services, toxi-
cology, pediatric emergency medicine, sports medicine, emer-
gency medicine administration, and research in emergency
medicine.

10. Out-of-hospital care

Since out-of-hospital care is an integral and vital part of emer-

gency medicine, there must be a formal, structured resident ex-

perience. This should include participation in paramedic base
station communications; emergency transportation and care in
the field, including ground units and if possible air ambulance
units; teaching and oversight of out-of-hospital personnel;, and
disaster planning and drills, If residents are required to ride in
ground or air ambulance units, they must be notified of this re-
quirement during the resident recruitment process.

11. Resuscitations and procedures

Each resident must have sufficient opportunities to perform in-

vasive procedures, monitor unstable patients, and direct major

resuscitations of all types on all age groups. A major resuscita-
tion is patient care for which prolonged physician attention is
needed and interventions such as defibrillation, cardiac pacing,
treatment of shock, intravenous use of drugs (eg, thrombolytics,
vasopressors, neuremuscular blocking agents), or invasive pro-
cedures (eg, cutdowns, central line insertion, tube thoraco-
stomy, endotracheal intubation) that are necessary for stabiliza-
tion and treatment. The resident must have the opportunity to
make admission recommendations and direet resuscitations.

a. Programs must maintain a record of all major resuscitations
and procedures performed by each resident. The record must
document their role, ie, participant or director; the type of
procedure(s); the location (ED, 1CU, etc); age of patient; and
admission diagnosis. Only one resident may be credited with
the direction of each resuscitation and the performance of
each procedure.
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12.

13.

14.

15.

b, These records should be verified by the residency director
and should be the basis for documenting the total number of
resuscitations and procedures in the program. They should be
available for review by the site visitor and the RRC.

Systems-based practices and performance improvement

Each resident must actively participate in emergency depart-

ment continuous performance (quality) improvement (PI) pro-

grams. Program components should include

a. basic principles and application of PL;

b. formal regular clinical discussions, rounds, and conferences
that provide critical review of patient care and promote PI
and quality care, such as mortality and morbidity conferences
that analyze system factors in medical errors; efforts should
be made to gain permission for postmortem examinations and
to review the results of these examinations;

¢. evidence of development, implementation, and assessment of
a project to improve care, such as a clinical pathway, a pa-
tient satisfaction survey, or improvement of a recognized
problem area.

Research and scholarly activity

Graduate medical education must take place in an environment

of inquiry and scholarship in which residents participate in the

development of new knowledge, learn to evaluate research find-
ings, and develop habits of inquiry as a continuing professional
responsibility. The responsibility for establishing and maintain-
ing an environment of inquiry and scholarship rests with the
program faculty. The staff as a whole must demonstrate broad
involvement in scholarly activity. This activity should include
the following:

a. Active participation of the program faculty in clinical discus-
sions, rounds, and conferences in a manner that promotes a
spirit of inquiry and scholarship. Scholarship implies an
in-depth understanding of basic mechanisms of normal and
abnormal states and the application of current knowledge to
practice.

b. Participation in journal clubs and research conferences.

¢. Active participation in regional or national professional and
scientific societies, particularly through presentations at the
organizations’ meetings and publications in their journals.

d. Participation in research, particularly in projects that are
funded following peer review and/or result in publications or
presentations at regional and national scientific meetings.

e. Offering of guidance and technical support {eg, research de-
sign, statistical analysis) for residents involved in research.

{. Provision of support for resident participation in scholarly ac-
tivities. The curriculum should include resident experience in
scholarly activity prior to completion of the program. Some
examples of suitable resident scholarly activities are the
preparation of a scholarly paper such as a collective review or
case report, active participation in a research project, or for-
mulation and implementation of an original research project.

g. Residents must be faught an understanding of basic research
methodologies, statistical analysis, and critical analysis of
current medical literature,

Physician wellness

Physical and mental well being are critical to the emergency

physician’s ability to provide proper care in a stressful environ-

ment. The residents should be taught to balance personal and
professional responsibilities. Emergency medicine residencies
should include opportunities to address physician wellness
within the educational program, as well as to address stress, cir-
cadian rhythms, and substance abuse among health-care profes-
sionals.

Professionalism

Program Requirements for Residency Education in Emergency Medicine

Residents should be taught the fundamental qualities of profes-

sionalism in emergency medicine. These include

a. provision of compassionate emergency medical care with the
best interest of the patient as the focus of decision making;

b. respect, regard, integrity, and a responsiveness to the needs
of patients and society that supersedes self-inferest, that as-
sumes responsibility and acts responsibly, and that demon-
strates commitment to excellence and ongoing professional
development;

¢. commitment to ethical principles pertaining to provision or
withholding of clinical care, confidentiality of patient infor-
mation, informed consent, and business practices; and

d. sensitivity and responsiveness to cultural differences, includ-
ing awareness of their own and their patients’ cultural per-
spectives.

16. Interpersonal skills and communication

Residency programs must ensure that residents develop appro-

priate communication skills to effectively create a therapeutic

relationship with patients, to educate and provide useful infor-

mation to patients and families, and to work collaboratively in

health-care teams for the benefit of their patients.

17. Family violence

There must be instruction on the presentation, detection, and

management of domestic violence, including child, partner, and

elder abuse (physical and sexual) as well as neglect. Such in-

struction should promote the understanding of its effects on

both victims and perpetrators.

V. Evaluation

There must be effective, ongoing evaluation of all components of
the residency program, This evaluation process must relate to the
educational objectives of the program and provide a mechanism to
effect change,

A. Evaluation of Residents

1. At least semiannually, there must be an evaluation of the knowl-
edge, skills, and professional growth in emergency medicine of
each resident, using appropriate criteria and procedures. Docu-
mentation of management of patients with emergency condi-
tioms, to include major trauma, medical and pediatric resusci-
tations, and performance of emergency procedures by each
resident in the program, must be kept and reviewed periodically
by the program director.

2. Formal evaluation of each resident during training is required
and must include oral and written examinations. In addition,
there rust be a mechanism for formal evaluation of the resident
on each rotation. A summary of the evaluations must be commu-
nicated in writing to and should be signed by the resident. Dis-
cussions of these results between the resident and the program
director or his or her designee must be held on at least a semian-
nual basis.

3. Residents should be advanced to positions of higher responsibil-
ity on the basis of evidence of their satisfactory progressive
scholarship and professional growth.

4. A plan to remedy deficiencies must be in writing and on file.
Progress and improvement must be monitored at a minimum of
every 3 months if a resident has been identified as needing a
remediation plan.

5. A permanent record of evaluation for each resident must be
maintained and must be accessible to the resident and other au-
thorized personnel.

6. Awritten final evaluation must be provided for each resident
who completes the program. The evaluation must include a re-
view of the resident’s performance during the final period of
training and should verify that the resident has demonstrated
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sufficient professional ability to practice competently and inde-
pendently. This final evaluation should be part of the resident’s
permanent record maintained by the institution.

B. Evaluation of Faculty
. At least annually, individual faculty members must be formally
evaluated by the chair/chief of emergency medicine, who should
include information from the program director and the emer-
gency medicine residents. A mechanism for preserving resident
confidentiality in the evaluation process must be implemented.
2. Faculty evaluations should include documentation of teaching
ability, clinical knowledge, administrative and interpersonal
skills, participation and contributions to resident conferences,
and scholarly contributions. A summary of the evaluations should
be communicated in writing to each faculty member.

ey

C. Evaluation of the Program

1. At least annually, the educational effectiveness of the entire pro-
gram, including the quality of the curriculum and the clinical ro-
tations, must be evaluated by residents and faculty in a system-
atic manner. The extent to which the educational goals have
been met by residents must be assessed. Written evaluations by
residents should be used in this process. The results of these
evaluations must be kept on file.

2. The RRC will take into consideration information provided by the
American Board of Emergency Medicine performance of the pro-
gram’s graduates on the certifying examinations over a period of
several years.

V1. Other

A. Naotice of Changes in the Program

1. The program leadership is responsible for notifying the Executive
Director of the RRC within 30 days, in writing, of any major
changes in the program that may significantly alter the educa-
tional experience for the residents, including the following:

a. Changes in leadership of the department or the program

b. Changes in administrative structure, such as an alteration in
the hierarchical status of the program/department within the
institution

c. A drop in the core faculty complement below the required
wminimum number or if one-third or more of the core faculty
leave within 1 year

d. A drop below the minimum approved number of residents in
the program for 2 consecutive years

Should the RRC determine that a significant alteration of the ed-

ucational resources has occurred, an immediate resurvey of the pro-

gram may be performed. .

2. The program director must obtain prior approval for the follow-
ing changes in the program in order for the RRC to determine if
an adequate educational environment exists to support these
changes:

a. The addition or deletion of any participating institution to
which a resident will rotate for 4 months or longer.

b. The addition or deletion of any rotation of 4 months or longer.

¢. Any change in the approved resident complement of the pro-
gran. (Prior approval is not required for teraporary changes in
resident numbers due to makeup or remedial time for cur-
rently enrolled residents or fo fill vacancies at the same level
of education in which the vacancy occurs.)

d. Any change in the length or educational format of the pro-
gram. On review of a proposal for a major change in a program,
the RRC may determine that a site visit is necessary.

B. Combined Programs

The RRC will review combined education program proposals only
after the review and approval of the American Board of Emergency
Medicine. Reviéw by the RRC will consider only whether the resi-
dency has sufficient resources to support combined education with-
out diluting the experience of the regularly appointed residents.
The RRC does not accredit the combined education. The proposal
must be submitted to the RRC prior to the implementation of re-
quired education.

C. Certification

Residents who plan to seek certification by the American Board of
Emergency Medicine should communicate with the Secretary of
that Board for information regarding the requirements for
certification.

ACGME: June 2000 Effective: January 1, 2001

Program Requirements
for Residency Education
in the Subspecialties

of Emergency Medicine

The following requirements pertain to programs in the subspe-
cialties of emergency medicine, Each program must comply with
the requirements listed below as well as with the specialty content
found in the program requirements for the respective area.

These programs must exist in conjunction with and be an inte-
grated part of an Accreditation Council for Graduate Medical Edu-
cation (ACGME)-accredited emergency medicine residency pro-
gram. Their existence should not contpromise the integrity of the
core program.

Residents appointed to the sports medicine programs should
have completed an ACGME-accredited residency in emergency
medicine, family practice, internal medicine, or pediatrics. [Note:
Those lacking board certification in one of these areas will not be
considered eligible for a Certificate of Added Qualifications from
any of the corresponding specialty boards.]

I. Program Goals and Objectives
The director and teaching staff of a program must prepare and com-
ply with written educational goals for the program.

A. Program Design

All educational components of a residency program should be re-

lated to program goals.

1. The program design and/or structure must be approved by the
Residency Review Committee (RRC) for Emergency Medicine as
part of the regular review process.

2. Participation by any institution providing more than 3 months of
training in a program must be approved by the RRC.

B. Program Evaluation

The educational effectiveness of a program must be evaluated in a
systematic manner. In particular, the quality of the curriculum and
the extent to which the educational goals have been met by resi-
dents must be assessed. Written evaluations by residents should be
utilized in this process.
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Il. Program Personnel

The program director and the teaching staff are responsible for the
genera) administration of a program, including those activities re-
lated to the recruitment, selection, instruction, supervision, coun-
seling, evaluation, and advancement of residents and the mainte-
nance of records related to program accreditation.

A. Program Director

There must be a single program director responsible for the
program.

1. Qualifications of the program director include:

a. Requisite and documented clinical, educational, and adminis-
trative abilities and experience.

b. Licensure to practice medicine in the state where the institu-
tion that sponsors the program is located. (Certain federal
programs are exempted.)

¢. Certification by one of the following boards: American Board
of Emergency Medicine, Americar Board of Family Practice,
American Board of Internal Medicine, or American Board of
Pediatrics, and possess a Certificate of Added Qualifications in
Sports Medicine from that same board. The RRC will deter-
mine the adequacy of alternate qualifications.

d. Appointment in good standing to the medical staff of an insti-
tution participating in the program.

2. Responsibilities of the program director include:

a. Preparation of a written statement outlining the educational
goals of the program with respect to knowledge, skills, and
other attributes of residents at each level of training and for
each major rotation or other program assignment. This state-
ment must be distributed to residents and members of the
teaching staff. It should be readily available for review.

b. Selection of residents for appointment to the program in ac-
cordance with institutional and departmental policies and
procedures.

¢. Selection and supervision of the teaching staff and other pro-
gram personnel at each institution participating in the
program.

d. The supervision of residents through explicit written descrip-
tions of supervisory lines of responsibility for the care of pa-
tients. Such guidelines must be communicated fo all members
of the program staff. Residents must be provided with prompt,
reliable systems for communication and interaction with su-
pervisory physicians,

. Regular evaluation of residents’ knowledge, skills, and overall
performance, including the development of professional atti-
tudes consistent with being a physician.

The program director, with participation of members of the
teaching staff, shall:

1. Atleast semiannually evaluate the knowledge, skills, and
professional growth of the residents, using appropriate cri-
teria and procedures.

2. Communicate each evaluation to the resident in a timely
manner.

3. Advance residents to positions of higher responsibility only
on the basis of evidence of their satisfactory progressive
scholarship and professional growth.

4. Maintain a permanent record of evaluation for each resi-
dent and have it accessible to the resident and other au-
thorized personnel.

f. The provision of a written final evaluation for each resident
who completes the program. The evaluation must include a re-
view of the resident’s performance during the final period of
training and should verify that the resident has demonstrated
sufficient professional ability to practice competently and in-

dependently. This final evaluation should be part of the
resident's permanent record maintained by the institution.

g Implementation of fair procedures as established by the spon-
soring institution regarding academic discipline and resident
complaints or grievances,

h. Monitoring resident stress, including mental or emotional con-
ditions inhibiting performance or learning, and drug- or alco-
hol-related dysfunction. Program directors and teaching staff
should be sensitive to the need for timely provision of confi-
dential counseling and psychological support services to resi-
dents. Training situations that consistently produce
undesirable stress on residents must be evaluated and
modified.

i. Preparation of an accurate statistical and narrative descrip-
tion of the program as requested by a review committee.

B Teaching Staff

1. There must be a sufficient number of teaching staff with doeu»
mented qualifications to instruct and supervise adequately all
the residents in the program. Members of the teaching staff must
be able to devote sufficient time to meet their supervisory and
teaching responsibilities.

2. All members of the teaching staff must demonstrate a strong in-
terest in the education of residents, sound clinical and teaching
abilities, support of the goals and objectives of the program, a
commitment to their own continuing medical education, and par-
ticipation in scholarly activities.

3. A member of the teaching staff of each participating institution
must be designated to assume responsibility for the day-io-day
activities of the program at that institution, with overall coordi-
nation by the program director.

4, The teaching staff must be organized and have regular docu-
mented meetings to review program goals and objectives as well
as program effectiveness in achieving them. At least one resident
representative should participate in these reviews.

5, The teaching staff should periodically evaluate the utilization of
the resources available to the program, the contribution of each
institution participating in the program, the financial and admin-
istrative support of the program, the volume and variety of pa-
tients available to the program for educational purposes, the per-
formance of members of the teaching staff, and the quality of
supervision of residents, ,

C. Other Program Personnel

Programs must be provided with the additional professional, techni-
cal, and clerical personnel needed to support the administration
and educational conduct of the program.

lil. Program Research and Scholarly Activity

Graduate medical education must take place in an environment-of
inquiry and scholarship in which residents participate in the devel-
opment of new knowledge, learn to evaluate research findings, and
develop habits of inquiry as a continuing professional responsibility.

A. Scholarly Activity

The responsibility for establishing and maintaining an environment

of inquiry and scholarship rests with the teaching staff. While not

all members of a teaching staff must be investigators, the staffasa
whole must demonstrate broad involvement in scholarly activity.

This activity should include:

1. Active participation of the teaching staff in clinical discussions,
rounds, and conferences in a manner that promotes a spirit of in-
quiry and scholarship. Scholarship implies an in-depth under-
standing of basic mechanisms of normal and abnormal states and
the application of current knowledge to practice,

Graduate Medical Education Directory 2004-2005

(7]
—-"
1]
Lod
=
@
121
o
(=]




Program Requirements for Residency Education in the Subspecialties of Emergency Medicine

. Participation in journal clubs and research conferences.

. Active participation in regional or national professional and sci-
entific societies, particularly through presentations at the orga-
nizations’ meetings and publication in their journals.

4. Participation in research, particularly in projects that are funded
following peer review and/or result in publication or presenta-
tions at regional and national scientific meetings. .

b. Offering of guidance and technical support (eg, research design,
statistical analysis) for residents involved in research.

6. Provision of support for resident participation in scholarly activi-

ties.

[ ]

B. Library

1. Residents must have ready access to a major medical library ei-
ther at the institution where the residents are located or through
arrangement with convenient nearby institutions.

2. Library services should include the electronic retrieval of infor-
mation from medical databases.

3. There must be access to an on-site library or to a collection of ap-
propriate texts and journals in each institution participatingina
residency program. On-site libraries and/or collections of texts
and journals must be readily available during nights and week-
ends.

ACGME: September 199%  Effective: September 1994

Program Requirements for
Residency Education in Medical
Toxicology (Emergency Medicine)

L. Introduction

A. Definition and Description of the Subspecialty

1. Medical toxicology is a clinical specialty that includes the moni-
toring, prevention, evaluation and treatment of injury and illness
due fo occupational and environmental exposures, pharmaceuti-
cal agents, as well as unintentional and intentional poisoning in
all age groups. A medical toxicology residency must be organized
to provide residents with experience in the clinical practice of
medical toxicology for all age groups and to provide a sound basis
for the development of physician practitioners, educators, re-
searchers, and administrators capable of practicing medical toxi-
cology in academic and clinical settings.

2. Residencies in medical toxicology must teach the basic skills and
knowledge that constitute the foundations of medical toxicology
practice and must provide progressive responsibility for and ex-
perience in the application of these principles to the manage-
ment of clinical problems. If is expected that the resident will
develop a satisfactory level of clinical maturity, judgment, and
technical skill that will, on completion of the program, render
the resident capable of independent practice in medical
toxicology.

3. Programs must provide a broad education in medical toxicology
to prepare the resident to function as a specialist capable of pro-
viding comprehensive patient care.

B. Duration and Scope of Education

1. Prerequisite training for entry into a medical toxicology program
should include the satisfactory completion of an ACGME-
accredited residency. [Note: Candidates who do not meet this
criterion should consult the American Board of Emergency

Medicine or the American Board of Preventive Medicine regard-
ing their eligibility for subspecialty certification.]

2. The length of the educational program is 24 months. The pro-
gram must be associated with an ACGME-accredited residency
program in emergency medicine or preventive medicine.

3. Prior to entry into the program, each resident must be notified in
writing of the required length of the program.

IL. Institutional Organization

A. Sponsoring Institution -

1. The sponsoring institution must provide sufficient faculty, finan-
cial resources, and clinical, research, and library facilities to
meet the educational needs of the residents and to enable the
program to comply with the requirements for accreditation. It is
highly desirable that the program structure include the partici-
pation of a medical school, a school of public health, and a school
of pharmacy or department of pharmacology.

2. Programs in medical toxicology should be based at a primary hos-
pital (hereafter referred to as the primary clinical site). The ma-
jority of the didactic and clinical experiences should take place
at the primary clinical site.

3. The following services must be organized and provided at the pri-
mary clinical site:

a. An emergency service for both adult and pediatric patients,
adult and pediatric inpatient facilities, and adult and pediatric
intensive care facilities

b. Renal dialysis services with 24-hour availability

¢. Toxicology laboratory services with 24-hour availability

d. Inpatient and outpatient facilities with staff who consult the
toxicology service

e. It is desirable that hyperbaric oxygen therapy is available

4. The program must develop an institutional affiliation to provide
residents with elinical experiences not provided at the primary
clinical site, other than those listed in [1.A.3.a-d.

B. Participating Institutions

1. All participating institutions must provide appropriate support
services to ensure an adequate educational experience. This in-
cludes support personnel in all categories and physical resources
to ensure that residents have sufficient time and space to carry
out their clinical and educational funetions.

2. The program must develop an institutional affiliation with a clini-
cal facility to provide residents with ¢linical experience in criti-
cal care areas should this experience not be provided at the
sponsoring instifution.

a. Approval of participating institutions will be based on the
presence of sufficient opportunities for residents {o manage,
either as primary physicians or consultants, the entire course
of critically poisoned patients in both the pediatric and adult
categories.

b. Institutional resources must be available to support the provi-
sion of clinical experience in adult and pediatric critical care
areas for residents without prior experience of at least 1
month in an adult intensive care unit and 1 month in a pediat-
ric intensive care unit.

c¢. Programs using multiple participating institutions must en-
sure the provision of a unified educational experience for the
residents. Bach participating institution must offer significant
educational opportunities to the overall program that do not
duplicate experiences otherwise available within the program.
An acceptable educational rationale must be provided for each
participating institution.
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Program Requirements for Residency Education in Medical Toxicology {(Emergency Medicine)

d. Participating institutions must not be geographically distant
from the sponsoring institution unless special resources are
provided that are not available at the primary clinical site.

e. The number and geographic distribution of participating insti-
tutions must not preclude all residents’ participation in con-
ferences and other educational exercises.

f. Aletter of agreement with each institution participating in the
program must be developed to include
1. the educational objectives and the method to accomplish

and to evaluate each objective;

2. the resources and facilities in the institution(s) that will be
available to each resident, including but not limited to li-
brary resources;

3. the resident’s duties and responsibilities and duty hours for
the agsignment; and

4, the relationship that will exist between medical toxicology
residents and residents and faculty in other programs.

C. Library

Residents must have ready access to a major medical library either
at the institution where the residents are located or through ar-
rangement with convenient nearby institutions. Reference material
specific to the content of the subspecialty must be available in ei-
ther text or electronic retrieval form.

D. Appointment of Residents

The Residency Review Committee (RRC) will approve the nurber
of medical toxicology residents in the program. Approval will be
based on the number, qualifications, and scholarly activity of the
faculty; the volume and variety of the patient population available
for educational purposes; and the institutional resources available
to the program,

lll. Faculty Qualifications and Responsibilities

A. In addition to the qualifications and responsibilities of the pro-
gram director and faculty described in the Program Require-
ments for Residency Education in the Subspecialties of Emer-
gency Medicine or the Program Requirements for Residency
Education in Preventive Medicine, there must be a minimum of
two medical toxicology faculty who each devete a minimum of &
hours per week of direct teaching time to the residents and
whose medical practice makes them available to the residents
for consultations on cases.

B. The program director and faculty must be certified in medical
toxicology or possess suitable equivalent qualifications as deter-
mined by the RRC.

C. Consultants from appropriate medical subspecialties including
those with special expertise in disaster and mass casualty inci-
dent management, hyperbaric medicine, immunology, industrial
hygiene, occupational toxicology, pulmonary medicine, bio-
statistics, epidemiology, public health, botany, cardiology, derma-
tology, gastroenterology, nephrology, ophthalmology, pathology,
pharmacology, surgical subspecialty, zoology, hazardous materials
and mass exposure o toxins, laboratory toxicology, forensic toxi-
cology and environmental toxicology, and nonmedical specialties,
such as botany, herpetology, and mycology should be available for
consultation and academic lectures.

IV. The Educational Program

A. The director and teaching staff of a program must prepare and
comply with written educational goals for the program. All edu-
cational components of a residency program should be related to
program goals. The program design and/or structure must be ap-
proved by the RRC.

B. The curriculum must include the following academic and clinical
content:

1. The clinical manifestations, differential diagnesis, and man-
agement of poisoning

2. The biochemistry of metabolic processes, the pharmacology,
pharmacokinetics, and teratogenesis, toxicity, and interac-
tions of therapeutic drugs

3. The biochemistry of toxins, kinetics, metabolism, mecha-
nisms of acute and chronic injury, and carcinogenesis

4, Experimental design and statistical analysis of data as related
to laboratory, clinical, and epidemiologic research

5. Laboratory techniques in toxicology

6. Occupational toxicology, including acute and chronic work-
place exposure to intoxicants and basic concepts of the work-
place and industrial hygiene

7. Prevention of poisoning, including prevention of occupational
exposures by intervention methodologies, that take into ac-
count the epidemiclogy, environmental factors, and the role
of regulation and legislation in prevention

8. Environmental toxicology, including identification of hazard-
ous materials and the basic principles of management of
large-scale environmental contamination and mass exposures

9. The function, management, and financing of poison control
centers

10. Oral and written communication skills-and teaching tech-

niques

11. Principles of epidemiology and risk communication, analyti-

cal laboratory techniques, and research methodologies in tox-
icology

C. Clinical Experience
Residents must have a minimum of 12 months of clinical experi-
ence as the primary or consulting physician responsible for pro-
viding direct/bedside patient evaluation, management,
screening, and preventive services.

Residents must be provided with experience in evaluating and
managing patients with workplace and environmental exposures
and must have experience in workplace evaluation, as well as in
an occupational medicine or toxicology clinic.

D. Residents must have opportunities to evaluate and manage pa-
tients with acute and long-term workplace and environmental
toxic exposures, Clinical training should include experience in
an industrial setting or an occupational medicine clinic or access
to occupational medicine patients in a referral setting, The resi-
dent should also have the opportunity to evaluate and manage in-
toxicated patients in both industrial and referral setting, includ-
ing responsibility for providing bedside evaluation, management,
screening, and preventive services for a minimum of 12 months
or its full-time equivalent,

E. Regional Poison Information Center
1. The program must provide residents with educational experi-

ences in a regional poison control center certified by the

American Association of Poison Control Centers or its equiva-

lent. It is highly desirable that the poison control center be in

physical proximity te the primary clinical site.

2. Each resident must have 12 months’ experience with a referral
population of poisoned patients under the supervision of a
physician who is certified in medical toxicology or who pos-
sesses suitable equivalent qualifications as determined by the
RRC.

3. The poison control center should have at least 1,500 calls an-
nually that require physician telephone consultation or
intervention.

F. Planned Educational Conferences
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Program Requirements for Residency Education in Medical Toxicology (Emergency Medicine)

Fach program must offer to its residents an average of at least 5
hours per week of planned educational experiences (not includ-
ing change-of-shift reports). These educational experiences
should include presentations based on the defined curriculum,
morbidity and mortality conferences, journal review, administra-
tive seminars, and research methods. They may include but are
not limited to problem-based learning, laboratory research, and
computer-based instruction, as well as joint conferences cospon-
sored with other disciplines.

G. Additional Educational Experiences
The program curriculum must include pharmacology,
pharmacokinetics, and drug interactions. This must be accom-
plished by (1) an affiliation with a school of pharmacy or depart-
ment of pharmacology that provides regular didactic experience
and consultation to residents or (2) the presence of a Doctor of
Pharmacology or PhD pharmacologist as a participating member
of the teaching faculty.

H. Additional Clinical Experiences
The program should provide the opporturity for the residents to
maintain their primary board skills during training, but it may
not require that residents provide more than 12 hours per week
of clinical practice not related to medical toxicology as a condi-
tion of the educational program.

I. Communication and Teaching Experience
Residents must have progressive experience and responsibility
for the teaching of medical toxicology to health care profession-
als. Residents in the second year of training should participate in
the teaching and supervision of firsi-year residents and should be
responsible for regular contributions to formal didactic experi-
ences within the training program, in other academic depart-
ments in the institution(s), and in the community. Research
leading to publication should be encouraged.

V. Board Certification

Those planning to seek a subspecialty certificate from their primary
board should communicate with the administrative officer of the
board to ascertain the full requirements.

ACGME: June 1998  Effective: June 1998

Program Requirements for
Residency Education in Pediatric
Emergency Medicine (Emergency
Medicine)

In addition to complying with the Program Requirements for Resi-

dency Education in the Subspecialties of Pediatrics or Emergency

Medicine, programs in pediatric emergency medicine must comply
with the following requirements.

l. Introduction
The goal of a residency program in pediatric emergency medicine is
to produce physicians who are clinically proficient in the practice
of pediatric emergency medicine, especially in the management of
the acutely ill or injured child, in the setting of an emergency de- -
partment that is approved as a 911 receiving facility or its equiva-
lent and has an emergency medical services system.

A program in pediatric emergency medicine must be adminis-
tered by, and be an integral part of, an ACGME-accredited program
in either emergency medicine or pediatrics and must be associated

with an ACGME-accredited residency program in the corresponding
discipline.

There must be written agreements between the director of the
program in pediatric emergency medicine and the directors of the
participating residencies in pediatrics and emergency medicine
specifying the experiences that will corapose this subspecialty pro-
grara. These agreements should address appropriate curriculum
content, supervision of the resident, amount and distribution of
clinical and nenclinical time, conferences, clinical performance cri-
teria, and mechanisms for resolving performance problems.

Prerequisite training should include satisfactory completion of
an ACGME-accredited residency program in either emergency med-
icine or pediatrics.

Il. Duration and Scope of Training

A training period of 2 years is required for all subspecialty resi-
dents. [Note: For those planning to seek certification from the
American Board of Pediatrics, 3 years of training is required.)
[Note: If a third year is offered, it must be described when the pro-
gram is reviewed by the Residency Review Committee. Those plan-
ning to seek certification should consult with the appropriate certi-
fying board regarding the criteria for eligibility, including duration
of training.]

The educational program must be organized and conducted in a
way that ensures an appropriate environment for the well-being and
care of the patients and their families while providing residents the
opportunity to become skilled clinicians, competent teachers, and
knowledgeable investigators. The program must emphasize the fun-
damentals of assessment, diagnosis, and management. Residents
also should be exposed to the academic debate, intensive research
review, and the interaction between and among the specialties of
pediatrics and emergency medicine.

lll. Curriculum

The residents in pediatric emergency medicine must participate in
the care of pediatric patients of all ages, from infancy through
young adulthood, with a broad spectrum of illnesses and injuries of
all severities. At least 12 months of the clinical experience must be
obtained seeing children in an emergency department where chil-
dren, ages 21 years of age or less, are treated for the full spectrum
of illnesses and injuries. To provide adequate exposure for selected
problems, additional experience with anesthesiologists, inten-
sivists, neurologists, psychiatrists, pre-hospital care providers, or-
thopedists, surgeons, toxicologists, traumatologists whe have train-
ing and experience in the care of children and adolescents, and
other specialists must be available.

Specialty-specific content must include at least 4 months of
training in the reciprocal specialty from which the resident enters
the training program. Additional elective months of reciprocal
training should be scheduled when deemed appropriate by the pro-
grar director on the basis of the background of the resident and
his/her progress in acquiring the essential skills of a pediatric
emergency specialist.

For the emergency medicine graduate, the reciprocal time must
include time spent in pediatric subspecialty and ambulatory clinics,
inpatient management, neonatal management, and pediatric criti-
cal care in an ACGME-accredited residency program in pediatrics.

For the pediatric graduate, this must include 4 months inan
adult emergency department that is part of an ACGME-accredited
residency program in emergency medicine. One month of that expe-
rience may occur off site as approved by the ACGME-accredited
program in emergency medicine, in EMS, adulf trauma, or
toxicology.

n
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Program Requirements for Residency Education in Pediatric Emergency Medicine (Emergency Medicine)

Additional experiences may be necessary for residents from both
core specialties. For example, adolescents have unique aspects of
disease and injury. Experience with blunt and penetrating trauma,
and with significant gynecologic and obstetrical emergencies, as
well as psychiatric emergencies of the adolescent, must be a part of
a resident’s training if previous experience in these areas was not
adequate. These experiences should be in settings best suited for
the resident’s training,

The core content must include training in EMS, administration,
ethics, legal issues, and procedures. It must also include but not be
limited to structured opportunities to develop special competence
in such areas as cardiopulmonary resuscitation; trauma; disaster
and environmental medicine; transport; triage; sedation; monitor-
ing (biomedical instrumentation); emergencies arising from
toxicologic, obstetric, gynecologic, allergic/immunoclogic, cardiovas-
cular, congenital, dermatologic, dental, endocrine/metabolic, gas-
trointestinal, hematologic/oncologic, infectious, musculoskeletal,
neurologic, ophthalmic, psychosocial, and pulmonary causes;
renal/genitourinary and surgical disorders; and physical and sexual
abuse.

In addition to achieving an understanding of the pathophysiology,
epidemiology, and management of these problems, the resident
must learn how to evaluate the patient with an undifferentiated
chief complaint such as abdominal pain. The resident must be
taught to arrive at a diagnosis, whether it falls in areas traditionally
designated medical or surgical, eg, appendicitis, ectopic pregnancy,
intussusception, sickle cell anemia; to perform the evaluation rap-
idly in accordance with any pathophysiologic disturbances in the
patient; and to proceed with an appropriate life-saving therapy,
such as endotracheal intubation or thoracostomy or administration
of antibiotics, before arriving at a definitive diagnosis.

The resident must learn the skills necessary to prioritize and
manage the emergency care of multiple patients. Finally, the resi-
dent must have supervised experience in a range of technical/pro-
cedural skills, as they apply fo pediatric patients of all ages.

The resident must be given increasing responsibilities for patient
care as she or he progresses through the program. In the final year
of training, the resident must be given the opportunities to demon-
strate the skills appropriate to a supervisor, teacher, and a decision
maker in pediatric emergencies.

There must be an emphasis on developing a compassionate un-
derstanding of the stress associated with sudden illness, injury, and
death so that the resident may be responsive to the emotional
needs of the patients, their families, and the staff of the emergency
department. Discussion and appreciation of the many ethical issues
involved in pediatric emergency medicine should be part of the edu-
cational program.

Residents should be exposed to formal sessions on organizing
teaching programs, medical writing, and oral presentation. Resi-
dents should have the opportunity to develop teaching skills by con-
ducting lectures, seminars, and clinical conferences and by prepar-
ing written reports and teaching materials. These efforts must be
reviewed and evaluated by the supervising faculty in light of compe-
tency-based objectives developed by the program. The resident
must receive instruction and experience in the administrative and
management skills necessary to oversee a division or department.

IV. Conferences ‘

There should be opportunities to participate in regularly scheduled,
multidisciplinary conferences that include lectures, morbidity and
mortality conferences, case conferences, general reviews, and re-
search seminars. The program must include instruction in or other
educational exposure to related basic sciences, including physiol-

ogy, growth and development, pathophysiology, and epidemiology,
and prevention of pediatric illnesses and injuries.

The program also should provide education on physician wellness
and stress management,

V. Teaching Staff

There must be at least four members of the teaching staff who have
experience and knowledge of the care of acute pediatric illness and
injuries to provide adequate supervision of residents and to ensure
the educational and research quality of the program. Two of the fac-
ulty must be certified in pediatric emergency medicine or have
equivalent qualifications, For a subspecialty program that functions
as an integral part of a pediatric residency program, there must be
adequate exposure to faculty who are certified by the American
Board of Emergency Medicine. Conversely, for a subspecialty pro-
gram based in an emergency medicine residency program, there
must be adequate exposure to faculty certified by the American
Board of Pediatrics.

The availability of consultant and collaborative faculty in related
medical and surgical disciplines, as referred to in Section III, must
be ensured.

The pediatric emergency medicine faculty must have an active
role in curriculum development and in the supervision and evalua-
tion of the subspecialty residents.

V. Patient Population

A sufficient number of patients must be available to provide ade-
quate opportunity for subspecialty residents to acquire competence
in the management of the full spectrum of acutely ill and injured
children, adolescents, and young adults. The subspecialty residents
must provide the initial evaluation of and treatment to all types of
patients. ‘

To meet the educational objectives of the program and to provide
both the pediatric and subspecialty residents with an adequate ex-
perience to acquire competence in clinical management, there
should be a minimum of 15,000 pediatric patient visits per year in
the primary emergency department that is used for the program.
Patient acuity and the total number of trainees will be considered
in assessing the adequacy of the patient population. These must in-
clude a sufficient number of patients with major and minor trauma,
airway insufficiency, ingestions, obstetric and gynecologic disor-
ders, psychosocial disturbances, and emergent problems from all
pediatric medical and surgical subspecialties.

Subspecialty residents should not serve as the only care givers
for children seen in the emergency department. They should pro-
vide supervision and consultation to other residents who are as-
signed to the emergency department and will be caring for patients.
These subspecialty residents must, however, have the opportunity to
manage multiple patients at the same time, to learn the skills nec-
essary to prioritize the evaluation and treatment of these patients.
In addition, the program must provide the pediatric emergency
medicine residents the opportunity to assume leadership responsi-
bility for the pediatric emergency department.

VIL. Facilities
There must be an acute care facility that receives patients via am-
bulance from the prehospital setting, is equipped to handle trauma,
and that has a full range of services associated with residencies in
pediatrics and emergency medicine. This facility should be accred-
ited by the Joint Commission on Accreditation of Healthcare
Organizations.

The emergency department must be adequately staffed, have ap-
propriate bedside monitoring capability, and be capable of resusci-
tating medical and trauma patients. Facilities and equipment must
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Program Requirements for Residency Education in Pediatric Emergency Medicine (Emergency Medicine)

meet the generally accepted standards of a modern emergency de-
partment and be available within the institution on a 24-hour-a-day
basis.

The institution should have comprehensive radiologic and labo-
ratory support systems and readily available operative suites and in-
tensive care unit beds,

VIil. Board Certification

Residents seeking certification in the subspecialty of pediatric
emergency medicine should consult their primary specialty board,
ie, the American Board of Pediatrics or the American Board of
Emergency Medicine, regarding the criteria for eligibility for certifi-
cation in this subspecialty. .

ACGME: June 1998  Effective: June 1998

Program Requirements for
Residency Education in Sports
Medicine (Emergency Medicine)

I Introduction

In addition to complying with the requirements below, each pro-
gram must comply with the Program Requirements for Residency
Education in the Subspecialties of Emergency Medicine.

Il. Scope and Duration of Training

An educational program in sports medicine must be organized to
provide a well-supervised experience at a level sufficient for the
resident to acquire the competence of a physician with added quali-
fications in this field. It shall be 12 months in duration.

The practice of sports medicine is the application of the physi-
cian’s knowledge, skills, and attitudes to those engaged in sports
and exercise, Thus, the program must provide training in the devel-
opraent of the clinical competencies needed to diagnose and man-
age medical illnesses and injuries related to sports and exercise, for
example, first-degree sprains, strains, and contusions, including ap-
propriate referrals of, for example, fractures, dislocations, and
third-degree sprains. Clinical experience must include injury pre-
vention, preparticipation evaluation, management of acute and
chronic illness or injury, and rehabilitation, as applied fo a broad
spectrum of undifferentiated patients. There must be experience
functioning as a team physician and in the promotion of physical
fitness and wellness.

The program should emphasize physiology and biomechanics;
principles of nutrition; pathology and pathophysiology of illness
and injury; pharmacology, effects of therapeutic, performance-
enhancing, and mood-altering drugs; psychological aspects of exer-
cise, performance, and competition; ethical principles; and medi-
cal-legal aspects of exercise and sports.

lll. Teaching Staff

In addition to the program director, each program must have at
least one other faculty member with similar qualifications who de-
votes a substantial portion of professional time to the training
program.

The teaching staff must include orthopedic surgeons who are en-
gaged in the operative management of sports injuries and other
conditions and who are readily available to teach and provide con-
sultation to the residents. Teaching staff from the disciplines of nu-
trition, pharmacology, pathology, exercise physiology, physical

therapy, behavioral science, physical medicine and rehabilitation,
and clinical imaging also should be available to assist in the educa-
tional program. Coaches and athletic trainers also should be
included.

IV. Facilities and Resources
The program must include the following:

A. Patient Population

A patient population that is unlimited by age or gender and is ade-
quate in number and variety to meet the needs of the training pro-
gram must be available. The program director must ensure that res-
idents are accorded meaningful patient responsibility with the
supervision of a faculty member at all facilities and sites.

B. Sports Medicine Clinic

There must be an identifiable clinic that offers continuing care to
patients who seek consultation regarding sports- or exercise-related
health problems. The nonsurgical trainees must be supervised by a
physician who has qualifications in sports medicine and is certified
by the American Board of Emergency Medicine, the American
Board of Family Practice, the American Board of Internal Medicine,
or the American Board of Pediatrics or who possesses suitable
equivalent qualifications.

Adequate, up-to-date diagnostic imaging and rehabilitation ser-
vices must be readily available and accessible to clinic patients.
Consultation in medical and surgical subspecialties, physical ther-
apy, nursing, nutrition, and pharmacy must be available. The oppor-
tunity to render continuing care and to organize recommendations
from other specialties and disciplines is mandatory and will require
that medical records include information pertinent fo the assess-
ment and management of patients with health problems related to
sports and exercise. .

€. Sporting Events/Team Sports/Mass-Participation Events

The program must have access to sporting events, team sports, and
mass-participation events during which the resident can have
meaningful patient responsibility.

D. Acute-Care Facility .

There must be an acute-care hospital with a full range of services
associated with and in proximity to the sponsoring residency. This
facility must be readily accessible to patients served by the
program.

V. Educational Program

The curriculum must provide the educational experiences neces-
sary for the residents to achieve the cognitive knowledge, psycho-
motor skills, interpersonal skills, professional attitudes, and practi-
cal experience required of physicians in the care of patients with
health problems related to sports and exercise.

Didactic as well as clinical learning opportunities must be pro-
vided as part of the required curriculum for all residents. Confer-
ences or seminars/workshops in sports medicine should be specifi-
cally designed for the residents to angment the clinical
experiences.

All educational activities must be adequately supervised, while
allowing the resident to assume progressive responsibility for pa-
tient care. The clinical activities in sports medicine should repre-
sent a minimum of 50% of the time in the program. The remainder
of the time should be spent in didactic, teaching, and/or research
activities and in the primary care or emergency medicine ambula-
tory facility.

Residents must spend % day per week maintaining their skills in
their primary specialty.
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Program Requirements for Residency Education in Undersea and Hyperbaric Medicine {Emergency Medicine)

Participation in the following must be required of all residents:

A. Preparticipation Evaluation of the Athlete

The program must ensure that all sports medicine residents are in-
volved in the development and conduct of preparticipation exami-
nation programs.

B. Acute Care

The resident must have appropriate authority and responsibility to
participate meaningfully in the medical care that is provided to
acute-care patients (see Scope and Duration of Training, above).
In addition, the program should arrange for residents to ebserve
representative inpatient and outpatient operative orthopedic
procedures.

€. Sports Medicine Clinic Experience

The resident must attend patients in a continuing, comprehensive
manner, providing consultation for health problems related to
sports and exercise. The resident shall spend af least 1 day per
week for 10 months of the training period in this activity,

If patients are hospitalized, the resident should follow them dur-
ing their inpatient stay and resume outpatient care following the
hospitalization. Consultation with other physicians and profession-
als in other disciplines should be encouraged.

D. On-Site Sports Care

The resident should participate in planning and implementation of
all aspects of medical care at various sporting events. The program
must ensure that supervised sports medicine residents provide
on-site care and management to participants in these events.

In addition, the resident must participate in the provision of
comprehensive and continuing care to a sports team. Preferably,
the experience should include several teams that engage in sea-
sonal sports.

E. Mass-Participation Sports Events

The resident should participate in the planning and implementa-
tion of the provision of medical coverage for at least one mass-
participation event. The program must ensure that its residents
have experience that includes providing medical consultation, di-
rect patient care, event planning, protection of participants, coordi-
nation with local EMS systems, and other medical aspects of those
events. )

VI. Specific Knowledge and Skills

A. Clinical
The program must provide educational experiences that enable res-
idents to develop clinical competence in the overall field of sports
medicine.
The curriculum must include but not be limited to the following
content and skill areas:
1. Anatomy, physiology, and biomechanics of exercise
2. Basic nutritional principles and their application to exercise
3. Psychological aspects of exercise, performance, and competition
4, Guidelines for evaluation prior to participation in exercise and
sport
5. Physical conditioning requirements for various activities
6. Special considerations related fo age, gender, and disability
7. Pathology and pathophysiology of illness and injury as they re-
late to exercise
8. Effects of disease, eg, diabetes, cardiac conditions, arthritis, on
exercise and the use of exercise in the care of medical problems
§. Prevention, evaluation, management, and rehabilitation of
injuries

10. Understanding pharmacology and effects of therapeutic, perfor-
mance-enhancing, and mood-altering drugs

11. Prometion of physical fitness and healthy lifestyles

12. Functioning as a team physician

13, Ethical principles as applied to exercise and sports

14. Medical-legal aspects of exercise and sports

15, Environmental effects on exercise

16. Growth and development related to exercise

B. Patient Education/Teaching

The program must provide the experiences necessary for the resi-
dents to develop and demonstrate competence in patient education
regarding sports and exercise. They must have experience teaching
others, eg, nurses, allied health personnel, medical students, resi-
dents, coaches, athletes, other professionals, and members of pa-
tients’ families. There must also be relevant experience working in
a community sports medicine network involving parents, coaches,
certified athletic trainers, allied medical personnel, residents, and
physicians.

ACGME: June 2000  Effective: June 2000

Program Requirements

for Residency Education

in Undersea and Hyperbaric
Medicine (Emergency Medicine)

|. Introduction

A. Definition and Scope of the Specialty

1. The subspecialty of Undersea and Hyperbaric Medicine is a disci-
pline that deals with the prevention of injury and illness due to
exposure to environments in which the ambient pressure is in-
creased, such as in diving or hyperbaric chamber exposure, and
the therapeutic use of high environmental pressure and the de-
livery of oxygen under high pressure to treat disease. The scope
of the subspecialty emphasizes the occupational, environmental,
safety, and clinical aspects of diving, hyperbaric chamber opera-
tions, compressed air work and hyperbaric oxygen therapy. A pro-
gram in undersea and hyperbaric medicine must provide a broad
educational experience and a sound basis for the development of
physician practitioners, educators, researchers, and administra-
tors capable of practicing in academic and clinical settings.

2. Training in underses and hyperbaric medicine must teach the
basic skills and knowledge that constitute the foundations of un-
dersea and hyperbarie medicine practice and must provide pro-
gressive responsibility for and experience in the application of
these principles to the management of clinical problems. It is ex-
pected that the resident will develop a satisfactory level of clini-
cal maturity, judgment, and technical skill that will, on comple-
tion of the program, render the resident capable of independent
practice in undersea and hyperbaric medicine,

3. Programs must offer a broad education in undersea and hyper-
baric medicine to prepare the resident to function as a specialist
capable of providing comprehensive patient care.

B. Duration and Scope of Education

1. The length of the educational program must be 12 months. The
program must be associated with an ACGME-accredited resi-
dency program in emergency medicine or preventive medicine,
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Program Requirements for Residency Education in Undersea and Hyperbaric Medicine (Emergency Medicine)

2. Prior to entry into the program, each prospective resident must
be notified in writing of the required length of the program,

I1. Institutional Organization

A. The sponsoring institution must provide sufficient faculty, finan-
cial resources, clinical, research, and library facilities to meet
the educational needs of the residents and enable the program to
comply with the requirements for accreditation. It is highly de-
sirable that the program structure include the participation of a
medical school.

B. The program should be based at a primary hospital (hereafter re-
ferred to as the primary clinical site}. More of the 'didactic and
clinical experiences should take place at the primary clinical site
than at any other single site. Educationally justified exceptlons
to this requirement will be considered.

C. The following services must be organized and provided at the pri-
mary clinical site:

1. Twenty-four hour availability of hyperbaric medicine services,
with at least 100 consultations and 1000 patient treatments
per year

2. An emergency service for both adult and pediatric patients,
adult and pediatric inpatient facilities, and adulf and pediatric
surgical and intensive care facilities

3. Inpatient and outpatient facilities with staff who consult the
hyperbaric medicine service

D. Participating Instifutions
1. All participating institutions must provide appropriate support

services to ensure an adequate educational experience. This
includes support personnel and physical resources o ensure
that residents have sufficient time and space to carry out their
clinical and educational functions. .

2. The program must develop an institutional affiliation with a
clinical facility to provide residents with clinical experience in
critical care areas should this experience not be provided at
the sponsoring institution.

3. Approval of participating institutions will be based on the
presence of sufficient opporfunities for residents to manage,
as appropriate, either as primary physicians or consultants,
the entire course of therapy, including critically ill patients in
both adult and pediatric categories.

4. Programs using multiple participating institutions must en-
sure the provision of a unified educational experience for the
residents. Each participating institution must offer significant
educational opportunities to the overall program that do not
duplicate experiences otherwise available within the program.
An acceptable educational rationale must be provided for each
participating institution.

5. Participating institutions must not be geographically distant
from the sponsoring institution unless special resources are
provided that are not available at the primary clinical site.

6. The number and geographic distribution of participating insti-
tutions must not preclude all residents’ participation in con-

" ferences and other educational exercises.

7. A letter of agreement with each institution participating in the
program must be developed to include:

a. The educational objectives and the method to accomphsh
and to evaluate each objective;

b. The resources and facilities in the institution(s} that will
be available to each resident, including but not limited to
library resources;

¢. The resident’s duties, responsibilities, and duty hours for
the assignment; and

d. The relationship that will exist between undersea and
hyperbaric medicine residents and the faculty in other pro-
grams.

8. Participation by any institution that provides 3 months or
more of education in a program must be approved by the RRC.

E. Appointment of Subspecialty Residents

1. The Residency Review Committee (RRC) will approve the
number of undersea and hyperbaric medicine residents in the
_program. Approval will be based on the number, qualifica-
tions, and scholarly activity of the faculty; the volume and vari-
ety of the patient population available for education purposes;
and the institutional resources available to the program.

2. Prerequisite training for entry to an undersea and hyperbaric
medicine program is contingent upon completion of an
ACGME-aceredited residency program-involving a minimum of

. 12 months of preventive, pmnary, surgical, and/or critical care
training.
F. Resident Policies -

1. Supervision :

a. All patient care services must be supervised by appropri-
ately qualified faculty.

b. The program director must ensure, direct, and document
proper supervision of residents at all times.

¢. Residents must be provided with rapid, reliable systems for
communicating with faculty. Supervising faculty with ap-
propriate experience for the severity and complexity of pa-
tient conditions and treatments must be avallable atall
times. : ‘

2. Duty hours and conditions of work
It is desirable that residents’ work schedules be designed so
that on the average, excluding exceptional patient care needs,
residents have at least 1 day out of 7 free of routine responsi-
bilities and be on-call in the hospital no more often than every
third night. .

lil. Faculty Qualifications and Responsibilities

The program director and the faculty are responsible for the gen-
eral administration of the program, including activities related to
the recruitment, selection, instruction, supervision, counseling,
evaluation, and advancement of residents and the maintenance of
records related to program accreditation.

A. Program Director

There must be a single program director responsible for the
program,
1. Qualifications of the program director

a. Licensure to practice medicine in the state where the institu-
tion that sponsors the program is located.

b. Certification in undersea and hyperbaric medicine by the
American Board of Emergency Medicine or the American
Board of Preventive Medicine or possess appropriate educa-
tional qualifications as determined by the RRC.

¢. Appointment in good standing to the medical staff of an insti-
tution participating in the program.

2. Responsibilities of the program director

a. Preparation of a written statement outlining the educational
goals of the program with respect to knowledge, skills, and
other attributes of residents at each level of training and for
each major rotation or other program assignment, This state-
ment must be distributed to residents and faculty. It should be
readily available for review.

b. Selection of residents for appointment to the program in ac-
cordance with institutional and departmental policies and
procedures.
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Program Requirements for Residency Education in Undersea and Hyperbaric Medicine {Emergency Medicine}

¢. Selection and supervision of the faculty and other program
personnel at each institution participating in the program.

d. Supervision of residents through explicit written descriptions
of supervisory lines of responsibility for the care of patients.
Such guidelines must be communicated to all members of the
program staff.

e. Regular evaluation of residents’ knowledge, skills, and overall
performance, including the development of professional atti-
tudes consistent with being a physician.

f. The program director, with participation of the faculty, shall
1) at least quarterly evaluate the knowledge, skills, and pro-

fessional growth of the residents, using appropriate crite-
ria and procedures;

2) communicate each evaluation to the resident in a timely
manner,

3) advance residents to positions of higher responsibility only
on the basis of evidence of their satisfactory progressive
scholarship and professional growth;

4) maintain a permanent record of evaluation for each resi-
dent and have it accessible to the resident and other au-
thorized personnel; and

5) provide a written final evaluation for each resident who
completes the program. The evaluation must include a re-
view of the resident’s performance during the final period
of training and should verify that the resident has demon-
strated sufficient professional ability to practice compe-
tently and independently. This final evaluation should be
part of the resident’s permanent record maintained by the
institution.

¢. Implementation of fair procedures, as established by the spon-
soring instifution, regarding academic discipline and resident
complaints or grievances,

h, Monitoring of resident stress, including mental or emotional
conditions inhibiting performance or learning and drug- or al-
cohol-related dysfunction. Program directors and faculty
should be sensitive to the need for timely provision of confi-
dential counseling and psychological support services to resi-
dents. Situations that consistently produce undesirable stress
on residents must be evaluated and modified.

i. Preparation of an accurate statistical and narrative descrip-
tion of the program as requested by a review committee,

J. Notification of the RRC regarding major programmatic
changes.

B. Faculty

L.

DO

There must be a sufficient number of faculty with documented
qualifications to instruct and supervise adequately all the resi-
dents in the program at each participating institution. The fac-
ulty must be able to devote sufficient time to meet their supervi-
sory and teaching responsibilities. In addition to the program
director, one additional faculty member must possess certifica-
tion by the American Board of Emergency Medicine or the Amer-
ican Board of Preventive Medicine in undersea and hyperbaric
medicine or possess appropriate educational qualifications as de-
termined by the RRC.

. All members of the faculty must demonstrate a strong interest in

the education of residents, sound clinical and teaching abilities,
support of the goals and objectives of the program, a commit-
ment to their own continuing medical education, and participa-
tion in scholarly activities,

. Graduate medical education must take place in an environment

of inquiry and scholarship in which residents participate in the
development of new knowledge, learn to evaluate research find-
ings, and develop habits of inquiry as a continuing professional
responsibility, The responsibility for establishing and

maintaining an environment of inquiry and scholarship rests
with the faculty. While not all of the faculty must be investiga-
tors, the faculty as a whole must demonstrate broad involvement
in scholarly activity. :

4. A member of the faculty of each participating institution must be
designated to assume responsibility for the day-to-day activities
of the program at that institution, with overall coordination by
the program director.

5. Consultants from appropriate medical subspecialties should be
available for consultation and didactic teaching, including those
with experience and understanding of such fields of medicine as
preventive medicine, infectious disease, orthopaedics, vascular
surgery, plastic surgery, anesthesiology, critical care, emergency
medicine, ophthalmology, oral surgery, podiatry, pulmonary med-
icine, otolaryngology, rehabilitative medicine, and other disci-
plines as they pertain to the comprehensive treatment of the
clinical hyperbaric patient.

C. Other Program Personnel

Programs must be provided with the additional professional, techni-
cal, and clerical personnel needed to support the administration
and educational conduct of the program.

IV. The Educational Program

The program director and teaching staff of a program must prepare
and comply with written educational goals for the program. All edu-
cational components of a residency should be related to the pro-
gram goals. Clinical, basic science, and research conferences as
well as seminars and critical literature review activities pertaining
to the subspecialty must be conducted regularly and as scheduled.
The program design and/or structure must be approved by the RRC.
A. The curriculum must include the following academic and clinical
content
1. History of undersea and hyperbaric medicine
2. Decompression theory and physiology, including theory and
application of decompression tables
3. Oxygen physiology in normobaric, hyperbaric and hypobaric
environments; oxygen toxicity
4. Pathophysiology of decompression illness and arterial gas em-
bolism, including iatrogenic gas embolism
5. Diving operations and human performance in the hypo/
hyperbaric environments
. 6. Medical examination/standards for divers and personnel
working in hypo/hyperbaric environments
7. Effects of hyperbaric oxygenation on infectious disease
8. Principles of treatment of toxic gas exposures, such as carbon
monoxide poisoning
9. Effects of hyperbaric oxygenation on irradiated tissues and
ischemic wounds
10. Tissue oxygen measurement
11. Multiplace and monoplace hyperbaric chamber operations,
including safety considerations, management of criticaily ill
patients in the hyperbaric environment, clinical monitoring,
and mechanical ventilation .
12. Evaluation of the patient for clinical hyperbaric treatment,
including contraindications and side effects
13. Hazards of standard electrical therapies in hyperbaric envi-
ronment, eg, electrical defibrillation and precautions
14. Emergency procedures for both monoplace and multiplace in-
stallations
15. Saturation diving covering air quality standards and life sup-
port requirements, including the physiology and practical
{medical) issues associated with heliox, trimix, and hydro-
ger/oxygen/helium mixtures ;
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Program Requirements for Residency Education in Undersea and Hyperbaric Medicine (Emergency Medicine)

16. Systems management, including administrative aspects of
chamber operations, such as billing issues, quality assurance,
and peer review

B. Residents must have a miniraum of 10 months of clinical experi-
ence as the primary or consulting physician responsible for pro-
viding direct/bedside patient evaluation and management. A
maximum of 2 elective months can be offered in appropriate re-
lated areas.

C. Residents must have opportunities to evaluate and manage pa-
tients with both acute and non-emergency indications for
hyperbaric oxygen therapy. The resident should have the oppor-
tunity to evaluate and manage 100 or more patients, including re-
sponsibility for providing bedside evaluation and management.
This experience should be organized for 2 minimum of 10 months
or its full-time equivalent and cover IV.C.1 through IV.C.8. Up to
2 months of elective time may be allowed for additional training
in areas of relevance to undersea and hyperbaric medicine, such
as critical care, surgery, submarine medicine, toxicology, or radi-
ation oncology. Competencies that will be atfained at the end of
the 12-month training period must include:

1. Assessment of prospective divers for fitness to dive

2. Assessment of hyperbaric chamber personnel for fitness fo

participate as a tender in a multiplace hyperbaric chamber

3. Assessment of patients with suspected decompression sick-

ness or iatrogenic gas embolism and prescription of treatment

4. Assessment of patients with specific problem wounds with re-

spect to indications for hyperbaric oxygen therapy, fitness for
hyperbaric treatment, and preseription of treatment

5. Assessment and management of patients with complications

of hyperbaric therapy

6. Management of critically ill patients in the hyperbaric

environment

7. Knowledge of the indications for hyperbaric oxygen therapy

8. Assessment of patients with toxic gas exposure (eg, carbon

monoxide)

D. Planned Educational Conferences
Each program must offer to its residents an average of at least 5
hours per week of planned educational experiences (not includ-
ing change-of-shift reports). These educational experiences
should include presentations based on the defined curriculum,
morbidity and mortality conferences, journal review, administra-
tive seminars, and research methods. They may include but are
not limited to problem-based learning, laboratory research, and
computer-based instruction, as well as joint conferences cospon-
sored with other disciplines.

E. Additional Clinical and Educational Experiences
The program should previde the opportunity for the residents o
maintain their primary board skills during training, but it may
not require that residents provide more than 12 hours per week

of clinical practice not related to hyperbaric medicine as a condi-

tion of the educational program.

F. Teaching and Research Experience
Residents must have progressive experience and responsibility
for the teaching of undersea and hyperbaric medicine to health
care trainees and professionals, including medical students, in-
terns, residents, and nurses. Residents should participate in the
formal didactic teaching program. Research leading to publica-
tion should be encouraged.

V. Facilities and Resources

A. Space and Equipment

Adequate space must be available for faculty to perform their edu-
cational, research, and administrative functions. A library contain-
ing hyperbaric texts and journals must be readily available. Ade-

quate conference and teaching space must be available for didactic
and case conferences.

B. Inpatient, Ambulatory Care, Laboratory, and Other Clinical
Facilities

A hyperbaric chamber must be available that is capable of treat-
ment of the full range of conditions amenable to hyperbaric oxygen
therapy. A full service clinical laboratory must be available at all
times that is capable of measurement of chemist, blood indices, and
microbiology of patients needing hyperbaric therapy. Radiologic
services must be available within the institution at all times, Inpa-
tient and outpatient facilities, including intensive care units capa-
ble of addressing the needs of patients with respiratory poisons, gas
forming infections, wound healing problems, gas embolism, and
other conditions requiring hyperbaric treatment, must be available.

C. Patient Population

There shall be sufficient patients of all ages and both sexes with
medical and surgical conditions requiring hyperbaric therapy. Pa-
tients with necrotizing infections, carbon monoxide and cyanide
poisoning, diving problems, gas embolism, and osteomyelitis must
be present in the patient population.

D. Support Services

Support services must include physical therapy, social services, oc-
cupational medicine, and psychologic and psychological testing
services. S

V1. Certification

Those planning to seek a subspecialty certificate from their primary
board should communicate with the administrative officer of the
Board to ascertain the full requirements.

ACGME: February 2002 Effective: February 2002

18

Graduate Medical Education Directory 2004-2005



Program Requirements
for Residency Education
in Family Practice

I. Intreduction

A, Duration of Training

Residencies in family practice must be 3 years in duration after
graduation from medical school and must be planned so that a co-
herent, integrated, and progressive educational program with pro-
gressive resident responsibility is ensured.

B. Scope of Training

The programs must be specifically designed to meet the educational
needs of medical school graduates intending to become family phy-
sicians and must provide experience and responsibility for the resi-
dents in those areas of medicine that will be of importance to their
future practice. The goal of the family practice training program is
to produce fully competent physicians capable of providing care of
high quality to their patients.

Toward this end the residents must learn to gather essential and
accurate information about the patient and use it together with
up-te-date scientific evidence to make decisions about diagnostic
and therapeutic intervention. They must learn to develop and carry
out patient management plans.

Family practice residency programs should provide opportunity
for the residents to learn, in both the hospital and ambulatory set-
tings, those procedural skills that are within the scope of family
practice.

The residency program must ensure that its residents, by the
time they graduate, provide appropriate, effective, and compassion-
ate clinical care. Residents are expected to gather essential and ac-
curate information about the patient and use it together with
up-to-date scientific evidence to make decisions about diagnostic
and therapeutic interventions, develop and carry out patient man-
agement plans, provide health care services aimed at preventing
health problems or maintaining health.

Residents must locate, appraise, and assimilate “best practices
related to their patients’ health problems.

»

C. Clinical Care

The residency program must ensure that its residents, by the time
they graduate, possess knowledge in established and evolving psy-
cho-social biomedical and clinical science domains and apply it to
clinical care. Residents are expected to demonstrate rigor in their
thinking about clinical situations and to know and apply the basic
and clinically supportive sciences which are appropriate to their
discipline.

Use of the computer to manage information, access on-line medi-
cal information, and support clinical care and patient education is
required.

The residency program must ensure that its residents, by the
time they graduate, demonstrate the fundamental qualities of pro-
fessionalism. Residents are expected to demonstrate respect, re-
gard, and integrity and a responsiveness to the needs of patients
and society that supersedes self-interest. They must assume respon-
sibility and act responsibly, and demonstrate a commitment to
excellence.

Residents must learn fo apply knowledge of study designs and
statistical methods to the appraisal of clinical studies and other in-
formation on diagnostic and therapeutic effectiveness.

Program Requirements for Residency Education in Family Practice

The residency program must ensure that its residents are aware
that health care is provided in the context of a larger system and
can effectively call on system resources to support the care of pa-
tients. Residents are expected to understand how their patient-care
practices and related actions impact component units of the health
care delivery system and the total delivery system, and how delivery
systems irapact provision of health care. They must be taught sys-
tems-based approaches for controlling health care costs and allo-
cating resources and must learn to practice cost-effective health
care and resource allocation that does not compromise quality of
care.

Residents must learn how to advocate for quality patient care
and assist patients in dealing with system complexities. They must
be taught how to partner with health care managers and health
care providers to assess, coordinate, and improve health care and
know how these activities can impact system performance.

The presence of other programs sponsored by the residency, eg,
geriatric medicine and/or sports medicine, must not result in signif-
icant dilution of the experience available to the family practice
residents.

I1. Institutional Organization

A. Sponsoring Institution

There must be one sponsoring institution for each residency, as
mandated by the Institutional Requirements, This entity must be
identified at the time of each review of the residency.

The sponsoring institution must ensure the existence and avail-
ahility of those basic educational and patient care resources neces-
sary to provide the family practice resident with meaningful in-
volvement and responsibility in the required clinical specialties.

Since family practice programs are dependent in part on other
specialties for the training of residents, the ability and commitment
of the institution to fulfill these requirements must be documented.
Instruction in the other specialties must be conducted by faculty
with appropriate expertise. There must be agreement with special-
ists in other areas/services regarding the requirement that resi-
dents maintain concurrent commitment to their patients in the
Family Practice Center (FPC) during these rotations.

B. Participating Institutions

When a residency relies on multiple institutions {o provide curricu-
lar components, the arrangements between the program/primary
site and each affiliated facility must be described in a written docu-
ment that is signed by the appropriate administrators of the respec-
tive institutions. These arrangements must be specific to the family
practice residency and must address the scope of the affiliation, the
content and duration of the rotations involved, the duties and pa-
tient care responsibilities of the residents during these rotations
and the details of the supervision and resident evaluation that will
be provided. These documents should be appended to the program
information forms each time there is a site visit and review of the
program.

Participation by an institution that provides more than 6 of the
36 months of training in the program must be approved by the Resi-
dency Review Coramittee (RRC).

A member of the teaching staff of each participating institution
must be designated to assume responsibility for the day-to-day ac-
tivities of the program at that institution, with overall coordination
by the program director.

C. Appointment of Residents

[Note: Applicants who have had previous graduate training may be
considered for admission o family practice residencies. Credit for
this other training may be given only in the amount that is compati-
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Program Requirements for Residency Education in Family Practice

ble with the Program Requirements for Residency Education in
Family Practice. Directors should consult with the American Board
of Faraily Practice on each case prior to making a determination re-
garding the equivalence of such training. ]

Programs should appoint only those candidates who intend to
complete the full program. As a general rule, programs should ap-
point residents to the first year of training and those accepted into
the first year of training should be assured of a position for the full
3 years, barring the development of grounds for dismissal. A family
practice program should endeavor not to function as a transitional
year program.

To provide adequate peer interaction a program should offer at
least four positions at each level and should retain, on average, a
minimum complement of 12 residents. Except for periods of transi-
tion, the program should offer the same number of positions for
each of the 3 years,

In certain cases, for urban or rural areas serving underserved
communities, tracks may be approved that have a smaller resident
complement but with at least one resident at the second and third
levels or two residents at one of the levels to ensure peer interac-
tion. In such cases, programs are encouraged to arrange opportuni-
ties for the residents to interact with other residents, eg, through
didactic sessions at the parent program.

The degree of resident attrition and the presence of a critical
mass of residents are factors that will be considered by the RRC in
the evalvation of a program.

lil. Faculty Qualifications and Responsibilities

The program director and teaching staff are responsible for the
general administration of the program, including those activities re-
lated to the recruitment, selection, instruction, supervision, coun-
seling, evaluation and advancement of residents and the mainte-
nance of records related to program accreditation.

All members of the teaching staff must demonstrate a strong in-
terest in the education of residents, sound clinical and teaching
abilities, support of the goals and objectives of the program, a com-
mitment to their own continuing medical education, and participa-
tion in scholarly activities. '

A. Program Director
There must be a single program director responsible for the
residency,

Continuity of leadership over a period of years is important to the
stability of a residency program. Frequent changes in leadership or
long perieds of temporary leadership usually have an adverse effect
on an educational program and will be cause for serious concern.
The RRC must be notified promptly in writing of any change in the
leadership of the program.

In order to provide continuity of leadership and to fulfill the ad-
ministrative and teaching responsibilities inherent in achieving the
educational goals of the prograr, the director must devote suffi-
cient time to the residency program, ie, at least 1,400 hours per
year exclusive of time spent in direct patient care without the pres-
ence of residents. Where a program in the 1-2 format operates in
conjunction with a 3-year program, there must be a separate rural
site director.

1. Qualifications of the Program Director

The following are the requirements for the program direcior. An

acting or interim director should be similarly qualified.

a. Academic and professional qualifications: The director must
have demonstrated ability as a teacher, clinician, and adminis-
trator; must be capable of administering the program in an ef-
fective manner; and must be actively involved in the care of
patients. Prior to assuming this position, the program director
must have had a minimum of 2 years full-time professional ac-

tivity in family practice and should have had teaching
experience in a family practice residency.

b. Licensure: The director must be licensed to practice medicine
in the state where the institution that sponsors the program is
located. (Certain federal programs are exempted.)

¢. Certification requirements: The director must be currently
certified by the American Board of Family Practice or have ap-
propriate educational qualifications, as so judged by the RRC.

d. Medical staff appointment: The director must hold an appoint-
ment in good standing to the medical staff of an institution
participating in the program.

. Responsibilities of the Program Director

The program director is responsible for the following:

a. Written educational goals: The director must have responsibil-
ity for a written statement outlining the educational goals of
the program. These must be provided in a document that out-
lines the specific knowledge, skills, and other attitudes ex-
pected of residents at each level of training and for each major
rotation or other program assignment. The goals must be dis-
tributed to residents and teaching staff and should be avail-
able for review by the site visitor.

b. Selection of residents: Residents for appointment to the pro- -
gram must be selected in accordance with institutional and
departmental policies and procedures,

¢. Teaching staff and other program personnel: The director
must have responsibility for selection and supervision of these
staff members at each institution participating in the
program. .

d. Supervision of residents: Institutional and program policies
and procedures must ensure that all residents are adequately
supervised in carrying out their patient care responsibilities.
1t is the responsibility of the program director and faculty to
ensure that residents are appropriately supervised, Super-
vising policies of the residency should be consistent with those
of the institution. They must be in writing and be distributed
to all members of the program staff.

Faculty schedules including their time on-call, must be
structured to ensure that supervision is readily available to
residents on duty.

e. Resident evaluation: There must be regular and formal evalua-
tion of residents with participation of the teaching staff.

{. Discipline: The director has responsibility for the implementa-
tion of fair procedures, as established by the spensoring insti-
tution, regarding academic discipline and resident complaints
OF grievances.

g. Resident well-being: The director must monitor resident
stress, including mental or emotional conditions that inhibit
performance or learning, and dysfunction related to drugs or
alcohol. The director and teaching staff should be sensitive to
the need for timely provision of confidential counseling and
psychological support service to residents. To promote physi-
cian well-being and prevent impairment, residents should be
trained to balance personal and professional responsibilities
in a way that can be reflected throughout their careers.
Training situations that consistently produce undesirable
stress on-residents must be evaluated and modified.

h. Provision of accurate information: The director must submit
accurate and complete information as requested by the RRC
on the program information forms or in special communica-
tion ag directed by the commitiee.

i. Notification of change: The director must notify the RRC re-
garding major programmatic changes and obtain approval
prior to their implerentation.
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B. Family Physician Faculty

The faculty must contain teachers with the diversified interests and
expertise necessary to meet the training responsibilities of the pro-
gram. There must be a sufficient number of hours contributed by a
critical mass of family physician faculty to prevent fragmentation of
the learning experience. Where part-time faculty are utilized, there
must be evidence of sufficient continuity of teaching and
supervision.

In addition to the program director, there must be at least one
full-time equivalent (FTE) family physician faculty for each six resi-
dents in the program. By the time a program offers all 3 years of
training with the required minimum number of resident positions,
ie, 4-4-4, at least one of the additional family physician faculty
should be full time. A full-time commitment is at least 1,400 hours
per year devoted to the residency, exclusive of time spent in direct
patient care without the presence of residents, Any program in op-

eration must have at least two family physician faculty members, in-

cluding the director, regardless of resident complement.

The family physician faculty should have a specific time commit-
ment to patient care to enable them to maintain their clinical
skills. Some of the family physician teaching staff must see patients
in the FPC to serve as role models for the residents. In addition, the
program must have family physician faculty with admitting privi-
leges in the hospital(s) where the FPC patients are hospitalized.

The family physician faculty must be currently certified by the
American Board of Family Practice or must demonstrate appropri-
ate educational qualifications, as so judged by the RRC. The RRC
will determine the acceptability of alternate qualifications.

C. Other Faculty
Physicians in the other specialties must devote sufficient time to
teaching and supervising the family practice residents and provid-
ing consultation to ensure that the program’s goals for their spe-
cialty areas are accomplished. .

Additional teaching staff will be needed to provide training in
areas such as behavioral science, nutrition, and the use of drugs
and their interaction.

D. Qualifications and Development of Faculty
All of the key members of the teaching staff in the program must
demonstrate appropriate qualifications for their specialty areas, eg,
certification by a member board of the American Board of Medical
Specialties (ABMS) or appropriate educational qualifications for
physician faculty, and appropriate credentials for the nonphysician
faculty. The RRC will determine the acceptability of alternate
qualifications.

There must be an explicit system to develop and maintain aca-
demic and clinical skills of the faculty and to foster their continual
professional growth and development.

V. Facilities

A program must provide the facilities required for the education of
residents in sufficient proximity to the primary hospital to allow for
the efficient functioning of the educational program.

A. Primary and Affiliated Hospitals

1. Multiple Hospitals
If the primary facility is unable to provide all of the required ex-
periences, additional facilities may be used. Such arrangements
will be considered acceptable only if there is no compromige in
the quality of the educational program and no significant redue-
tion in attendance of residents at teaching sessions or of camara-
derie and exchange of information among residents and with the
faculty. These affiliated hospitals may not be at such a distance

B. Family Practice Center
1.

no

. Medical Staff -
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from the primary teaching sites that they require excessive travel
time or otherwise fragment the educational experience.

. Number of Beds

It is essential that the participating hospitals, primary and affili-
ated, be of sufficient size and have an adequate number of occu-
pied teaching beds to ensure a sufficient patient load and variety
of problems for the education of the number of residents and
other learners on the services. Inpatient facilities must also pro-
vide adequate physical, human, and educational resources for
training in family practice. In determining the adequacy of the
number of occupied beds in the primary and affiliated hospitals,
the patient census, the types of patients, and their availability for
residency education will be considered.

The medical staff should be organized so that family physician
members may participate in appropriate hospital governance ac-
tivities on a basis equivalent to that of members in other special-
ties, Where a hospital is departmentalized, there must be a
clinical department of family practice.

Introduction

The primary setting for training in the knowledge, skills, and atti-
tudes of family practice is the model office or FPC, where each
resident must provide continuing, comprehensive care to a panel
of patient families. The FPC must be for the exclusive use of the
residency, ie, all activities in the FPC must be residency-related
and under the direction of the program director. The center must
be clearly and significantly identified as a Family Practice Cen-
ter. ,

An FPC must be in operation on the date the program begins.
If a temporary center is used, it must meet the criteria specified
below. If multiple centers are used for training, each must be ap-
proved by the RRC and must meet the same criteria as the pri-
mary center. All of the FPCs used in a program must provide
comparable experiences.

Programs that involve training in Community or Migrant
Health Centers {(C/MHCs) [Note: See Section 330 of the Public
Health Service Act.] must provide assurance that these facilities
meet the criteria for an FPC, as outlined below, unless an excep- i
tion is approved by the RRC. -
Administration and Staffing
The program director must have administrative responsibility for
and control of the FPC and its staff. The director of the FPC must
report to the program director. In cases where the facility is not
owned by the program, its primary hospital, or its sponsoring in-
stitution, eg, 2 Community Health Center, a letter of agreement
must be provided that guarantees the program director’s author-
ity over and responsibility for the educational activities that take
place in the facility.

The FPC must be appropriately staffed with nurses, techni-
cians, clerks, and administrative and other health professional
personnel to ensure efficiency and adequate support for patient
care and educational needs.

Location and Access

The FPC must be close enough to the hospital to require minimal
travel time. It may not be at such a distance as to require travel
that interferes with the educational opportunities, efficiency, or
patient care responsibility.

When a FPC is at such a distance from the primary hospital
that the patients are hospitalized elsewhere, the program direc-
tor must demonstrate how the residents will efficiently maintain
continuity for their hospitalized patients at one hospital while
having their required rotations at another and the extent to
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-

which they are able to participate in the program’s educational
activities, such as attendance at required conferences.

The facility must be designed to ensure adequate accessibility
and efficient patient flow, be environmentally sensitive to patient
care needs, and provide appropriate access and accommedations
for the handicapped.

. Required Areas

Each FPC must have

4. a reception area and waiting room that is consistent with the
patient care and educational needs of the residency,

b. suitable resident work space and space for individual and
small group counseling;

c. an office library resource, office laboratory, and a business
office

d. two examining rooms that are large enough to accommodate
the teaching and patient care activities of the program for
each physician faculty member and resident when they are
providing patient care

e. faculty offices, if not in the FPC, then immediately adjacent to
the center

f. aconference room that is conveniently accessible and readily
available, as needed, and is large enough to accommodate the
full program. Where multiple FPCs are used in a program,
there must be a meeting room within or immediately adjacent
to each FPC that is large enough for smaller meetings of all
faculty, residents, and staff at that site.

When other learners, eg, fellows, residents from other spe-
cialties, medical students, and nurses, are being trained by
family physicians in the FPC, additional space may be re-
quired. Efficiency and education of the family practice resi-
dents must not be compromised by the fraining of ether health
care professionals.

. Equipment

There must be

a. appropriate diagnostic and therapeutic equipment in the FPC
to meet the basic needs of an efficient and up-to-date family
practice office and an acceptable educational program for res-
idents in family practice and

b. provision for diagnestic laboratory and imaging services so
that there is prompt and convenient access by patients and
residents for patient care and education.

. Patient Access to the Family Practice Center

The FPC must be available for patient services at times commen-
surate with community medical standards and practice. When
the center is not open, there must be a well-organized plan that
ensures continuing access to the patient’s personal physician or
a designated family physician from the FPC.

Patients of the FPC must receive education and direction as to
how they may obtain access to their physician or a substitute
physician for continuity of care during the hours the center is
closed. Patients should have access to printed policies and proce-
dures of the Center.

. Record System

The FPC patients’ records should be maintained in the FPC.
However, if a centralized record system is used, easy and prompt
accessibility of the records of the FPC patients must be ensured
at all times, ie, during and after hours. The record system should
be designed to provide information on patient care and the resi-
dents’ experience, These records must be well maintained, legi-
ble, and up-to-date, and should document the patient’s primary
physician.

The record system must provide the data needed for patient
care audit and chart review of all facets of family care, including

care rendered in the FPC, in the hospital, at home, by telephone,
through consultations, and by other institutions.
8. Source of Income

The fiscal operation of the FPC must reflect a balance between

- education and service. Service demands must not adversely af-
fect educational objectives. A plan should be in place to ensure
fiscal stability of the program.

Residents, faculty, and staff should be educated periodically -

on the importance of cost-effective quality health care and the
importance of efficiency within the FPC.

C. Library Services

In addition fo the office library in the FPC, residents must have
ready access to a major medical library, either at the institution
where the residents are located or through arrangement with con-
venient nearby institutions.

Library services should include the electronic retrieval of infor-
mation from medical databases.

There must be access to an on-site library or to a collection of ap-
propriate texts and journals in each institution participating in a
residency program, and these must be readily available during
nights and weekends.

D. Patient Population

A patient population of adequate size and representing a broad
spectrum of problems, various ages and both sexes should be at-
tended in the hospital, in the FPC, at home, and in institutions for
long-term care or rehabilitation. A sufficient number of inpatients
must be available to provide a broad spectrum of problems in any
area listed in these requirements that involves inpatient care. The
disease spectrum available for resident education must be that
common to the general community. These experiences must include
the opportunity to attain expertise in emergency initial care of un-
usual or life-threatening problems.

V. The Educational P,rogfam

A. Introduction

The curricula and plans for all rotations and experiences must be
developed by the family practice faculty. Other specialty faculty
should be consulted for assistance as needed. All major dimensions
of the curriculum should be structured educational experiences for
which written goals and objectives, specific methodologies for
teaching, and methods of evaluation exist,

While every residency program must have the required core cur-
riculum as contained in this document, curriculum components
may vary, with approval of the RRC, to reflect current regional prac-
tice patterns and patient care needs and may be flexible enough to
utilize the strengths of the program.

Family physicians must be utilized to the fullest extent as teach-
ers consistent with their experience, training, and current
competence.

1. Program design

The program design and/or structure must be approved by the

RRC as pari of the regular review process. All components of a

residency program should be related to the program goals. Pro-

grams utilizing multiple sites and/or tracks must describe a core
curriculum of at least 20 months that is participated in by all of
the residents. If the remaining months are offered at more than
one site they must be comparable in terms of their content, dura-
tion, and intensity.

Innovative and experimental educational designs and formats
will be considered. For example, programs in family practice may
propose utilization of a nonrotational format for providing resi-
dent education in areas usually taught in block rotations. Such
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proposals must demonstrate that the program provides experi-
ence equivalent to that of block rotations for its residents and
must include documentation that residents will have all of the
required experiences during their training, including experience
with an adequate volume and mix of patients, the required conti-
nuity of care experiences, and appropriate faculty supervision.

2. Approval of Changes
Prior approval of the RRC is required for major changes in the
curriculum, format, or design of the program; the addition or de-
letion of a major participating hospital; and/or the utilization of a
new or additional FPC or the alteration of an existing center in
any way that might make the facility less suifable.

On review of a proposal for major change in curriculum, facili-

ties, or design of a program, the RRC may determine that a site
visit is necessary before a decision can be made.

B. Principles of Family Practice
Continuity of care and family-oriented comprehensive care must be
integral components of all programs. Residents must be taught
throughout their training to demonstrate and to articulate clearly
the following philosophy and concepts of family practice to patients
and colleagues.
1. Continuity of Care
The program must instruct residents in the provision of continu-
ity of care and ensure that each resident has experience with the
interrelating roles played by the physician, the patient, the pa-
tient’s family, the health care system, and the community in opti-
mizing the patient’s care.

The learning of continuity of care requires stable, protected
physician-patient relationships that are structured to enhance
both resident learning and patient care. This must occur primar-
ily with a panel of patients in the FPC. Additional continuity pa-
tients, who may not be able to visit the FPC, should be enrolled
and assigned as needed to provide residents with continuity ex-
perience in home care and long-term care settings.

The program must require that each resident maintain conti-
nuity of responsibility for his/her patients when such patients re-
quire hospitalization or consultation with other providers, both
to integrate each patient’s care and to optimize each resident’s
continuity training. The resident must maintain active involve-
ment in management and treatment decisions,

2. Family-Oriented Comprehensive Care
The family physician assumes responsibility for the total health
care of the individual and family, taking into account social, be-
havioral, economic, cultural, and biologic dimensions, Therefore,
a program must emphasize comprehensive, family-oriented care
that must be taught in didactic and clinical settings during the
entire period of residency training, Residents must have experi-
ence in all patient care contexts, including outpatient, inpatient,
home, and long-term care settings.

The resident must be given the opportunity to achieve high
levels of competence in health maintenance and in disease and
problem management and to develop attitudes that reflect exper-
tise in comprehensive patient management and education.

The program must provide the opportunity for residents to ac-
quire knowledge and experience in the provision of longitudinal
health care to families, including assisting them in coping with
serious illness and loss and promoting family mechanisms to
maintain wellness of its members.

Essential elements to be integrated into the teaching of family
care to residents include, for the individual patient, health as-
sessment, health maintenance, preventive care, acute and
chronic illness and injury, rehabilitation, behavioral counseling,
health education, and human sexuality, Elements for the family
include family structure and dynamics, genetic counseling, fam-
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ily development, family planning, child rearing and education,

aging, end of life issues, epidemiology of illness in families, the
role of family in illness care, family counseling and education,

nutrition, and safety.

The resident must be taught patterns of record keeping that
incorporate a comprehensive information base, retrievable docu-
mentation of all aspects of care, and mechanisms for promotion
of health maintenance and quality assessment of care.

C. Family Practice Center Experience
1. Orientation

First-year residents must have an orientation period in the FPC
to introduce the comprehensive approach to health care and to
promote resident identity as a family physician.

. Faculty Supervision

The number of family physician faculty assigned to the FPC must
be sufficient to ensure that there is always an appropriate num-
ber who, without other obligations, supervise and are immedi-
ately available on-site to the residents in the FPC whenever two
or more residents are seeing patients. If there is only one resi-
dent seeing patients, the preceptor may engage in other activi-
ties in the FPC to a maximum of 50%. In addition to their
availability when needed by residents, these supervisors must
provide active precepting of the residents.

. Patient Population

Each program must document the availability of a stable patient
population of sufficient number and variety to ensure compre-
hensiveness and continuity of experience for the residents in the
FPC. Patient populations seeking only episodic care will not sat-
isfy this requirement,

The majority of the scheduled patient visits in the FPC should
be from families for whom a resident is responsible. To achieve
this, appointments must be scheduled by regular employees of
the FPC or by an employee assigned specifically to scheduling
family practice patients. These employees must be cognizant of
the significance of the appointment policy on continuity of care
and patient access to personal physicians. Wherever possible, as-
signment of family groups to a resident and priority scheduling
with the primary provider should be considered.

. Continuity Patient Panels

Residents should develop and maintain a continuing physi-
cian-patient relationship with an undifferentiated panel of pa-
tients and their families throughout the 3-year period. The
program must be structured to ensure that residents maintain
such continuity at least throughout their second and third years
of training. This continuity may be interrupted for a maximum of
1 month in the first year of training. During the last 2 years of
training the resident may not be absent longer than 2 months in
each year, and these 2 two-month periods may not be consecu-
tive. After the first interruption, the residents must return to pro-
vide continuity care for their patient panels for at least 2 months
before interrupting continuity again.

Each resident must be assigned to the same FPC for the mini-
mum number of half days specified below. A half-day session
must be at least 3 hours. To gain adequate experience, each resi-
dent must see, on average, the following required minimum num-
bers of patients per year:

a. Each first-year resident must be assigned to the FPC at least 1
half day per week and see a total of at least 140 patient visits
by the end of the year

b. Each second-year resident must be assigned to the FPC at
least 2 half days per week and see a total of at least 500 pa-
tient visits during the year ‘
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¢. Each third-year resident must be assigned at least 3 half days
per week in the FPC and see a total of at least 1000 patient
visits during the year

D. Focused Experiences

The program should implement a plan to ensure that residents re-
tain their identity and commitment to the principles and philo-
sophic attitudes of family practice throughout the training program,
particularly while they rotate on other specialty services.

An appropriately qualified member of the program’s faculty must
be in attendance on site when the services or procedures needed
exceed the capability of the most senior supervising resident or
when qualified senior residents are unavaxlable for supervision of
more junior residents.

While the content of a rotation is more 1mp0rtant than the time
assigned to it, it is necessary to establish guidelines for the alloca-
tion of time segments to provide an objective measure of the oppor-
tunity provided for residents to achieve the cognitive knowledge,
psychomotor skills, attitudinal orientation, and practical experi-.
ence required of a family physician in each of the curricular ele-
ments: Time spent in the FPC seeing continuity patients may not be
included when caleulating the duration of the specialty rotations
for which a number of required hours is specified. It is understood,
however, that FPC time is included in the required rotations that
are specified in months.

The following curricular areas must be included in each program.

1. Human Behavior and Mental Health

Knowledge and skills in this area should be acquired through a

program in which behavioral science and psychiatry are inte-

grated with all disciplines throughout the resident’s total educa-

tional experience. Training should be accomplished primarily in

an outpatient setting through a combination of longitudinal ex-

periences and didactic sessions. Intensive short-term experi-

ences in facilities devoted to the care of chronically ill patients

should be limited. Instruction must be provided by faculty who

have the training and experience necessary to apply modern be-

havioral and psychiatric principles to the care of the undifferen-

tiated patient. Family physicians, psychiatrists, and behavioral

scientists should be involved in teaching this curricular compo-

nent,
There must be instruction in the following areas:

a. Diagnosis and management of psychiatric disorders in chil-
dren and adults

b. Emotional aspects of non-psychiatric dlsorders

¢. Psychopharmacology

d. Alcoholism and other substance abuse

e. The physician/patient relationship

f. Patient interviewing skills

g. Counseling skills - :

h. Normal psychosocial growth and development in individuals
and families

i. Stages of stress in a family life cycle

j. Sensitivity to gender, race, age, sexual orientation and cul-
tural differences in patients

k. Family violence including child, partner, and elder abuse
(physical and sexual), as well as neglect, and its effect on
both victims and perpetrators

1. Medical ethics, including patient autonomy, confidentiality,
and issues concerning quality of life

m.Factors influencing patient compliance

2. Adult Medicine

This experience must provide the resident with the opportumty

to acquire the knowledge and skills necessary for the diagnosis,

treatment, and management of non-surgical diseases of aduls.

This experience should enhance the resident’s understanding of

the pathophysiologic basis for non-surgical diagnostic and thera-
peutic techniques and promote development of a disciplined,
scientific approach to the practice of adult medicine. Faculty
must include family physicians and may include internists or
other specialists.

There must be a minimum of 8 months of experience in adult
medicine. At least 6 months should occur in the inpatient set-
ting, on either a family practice or an internal medicine service.
In all cases, experiences should progress from general to spe-
cific content areas, with graduated resident responsibilities and
supervision.

This training must include a separate defined critical care ex-
perience of at least 1 month's duratmn, or its equivalent, and a
structured clinical experience in cardiology.

The curriculum must also provide instruction in endocrinol-
ogy, pulmonary diseases, hematology and oncology, gastro-
enterology, infectious diseases, rheumatology, nephrology, -
allergy and immunology, and neurology through lectures, rota-
tions, or interaction with ¢onsultants.

There must be education in the prevention and detection of
diseases in women. Instruction on women should also cover so-
cial issues of concern to women, including domestic violence,
rape, sexual abuse, and the changing role of women in our soci-

_ety. Residents should have the opportunity to develop an under-
standing of the effect of the community on women’s health care,
including the epidemiology of infant mortality and prevention of
teenage pregnancy. Residents must have the opportunity to
learn about the mental health issues of women, including prob-
lems that are seen predominantly in women, such as eatmg dis-
orders and the sequelae of sexual abuse.

3. Maternity and Gynecologic Care
a. Maternity Care

The resident must be provided instruction in the biological

and psychesocial impacts of pregnancy, delivery, and care of

the newborn on a woman and her family. There must be a

minimum of 2 months of experience in maternity care, in-

cluding the principles and techniques of prenatal care, man-
agement of labor and delivery, and postpartum care. This
must involve sufficient instruction and experience to enable
residents to manage a normal pregnancy and delivery.

The program raust have family physician faculty who are
engaged in providing these services and who can supervise
the residents and serve as role models for them.

The resident must be trained in the recognition and initial
management of the high-risk prenatal patient, including con-
sultation and referral. Additionally, the residents must be
taught to recognize and manage complications and emergen-
cies in pregnancy, labor, and delivery. Residents also must re-
ceive training in genetic counseling. When appropriate for
the resident’s future practice and patient care, the resident
must be trained in the management of the high risk prenatal
patient.

Each resident must perform a sufficient number of deliver-
ies to ensure adequate opportunity for the achievement of
competencies appropriate to family physicians. A pertion of
the maternity care experience must be derived from patients
seen in continuity. To accoraplish the objectives of the curric-
ulum in maternity care, residents must assume the responsi-
bility of longitudinal provision of antenatal, natal, and
postnatal care during their 3 years of training. Whenever pos-
sible, these patients should be derived from the residents’
panels of patients in the FPC.

Supervision of labor and delivery care must be immediately
available. For deliveries, and for labor when risk factors are
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present, there must be on-site supervision in the delivery

suite/labor deck by a family physician, an obstetrician, a se-

nior resident in an ACGME obstetrics residency or by a senior
family practice resident who has had sufficient experience. In

determining the supervision that is required, the program di-

rector must consider the vear of training and previous obstet-

rical experience of the supervising resident. If supervision is
provided by a senior resident it must be documented that
s/he has had sufficient maternity care experience to function

in this capacity. When the direct supervision is provided by a

senior resident, there must be on-site physician faculty super-

vision immediately available in the hospital.

The program must make available additional training in
maternity care as an elective within the 36-month curricu-
hum. This elective experience must include high-risk mater-
nity care, including the opportunity for residents to develop
technical proficiency in appropriate operative procedures
that may form a part of their future practice.

b. Gynecological Care

There must be a minimum of 140 hours of structured experi-

ence in the care of the gynecological system in nonpregnant

women. This experience must be in addition to the routine
care of continuity patients in the FPC and gynecological expe-
rience gained during family practice call or during the emer-
gency medicine rotation.

All residents must be provided instruction in normal
growth and development; diseases of the female reproductive
tract; reproductive physiology including fertility, family plan-
ning, and human sexuality; physiology of menopause; and pel-
vic floor dysfunction. The program also must provide ade-
quate instruction and clinical experience in managing
emergency problems of the female reproductive system. This
experience should be predominantly ambulatory, but resi-
dents must participate in the management of gynecological/
surgical emergencies. The training should include some inpa-
tient care, preoperative care, assisting in surgery, and postop-
erative care. The residents must have the opportunity to learn
to perform appropriate procedures,

4, Care of the Surgical Patient
The prograrm must provide instruction with special emphasis on
the diagnosis and management of surgical disorders and emer- *
gencies and the appropriate and timely referral of surgical cases
for specialized care.

Residents must be taught to appreciate the varieties of surgi-
cal treatments and the potential risks associated with them to
enable them to give proper advice, explanation, and emotional
support to patients and their families. The residents should also
be taught to recognize conditions that are preferably managed
on an elective basis.

The program must provide all residents with training in pre-
operative and postoperative care, basic surgical principles,
asepsis, handling of tissue, and technical skills to assist the sur-
geon in the operating room. The program should provide the op-
portunity for residents to develop technical proficiency in those
specific surgical procedures that family physicians may be
called on to perform. If the residents expect to include surgery
as a major aspect of their practice, additional training must be
considered.

a. General Surgery

The residents must be required to participate in a structured

experience in general surgery of at least 2 months, including

ambulatory and operating room experience. Experiences in
general surgery must be designed to provide opportunity for
residents to achieve competency in the diagnosis and man-
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agement of a wide variety of common surgical problems

typically cared for by family physicians.
b. Surgical Subspecialties

The required experiences in surgical subspecialties may oc-

cur in a block or longitudinal format and are exclusive of time

spent caring for patients in the assigned panel of FPC pa-
tients and of the learning acquired through consultations.

A minimum of 140 hours of structured experience in the
care of orthopaedic disorders is required. If sports medicine
experience is integrated with orthopaedics, the time devoted
to it must be in addition to the 140 hours required for experi-
ence in orthopaedics.

This experience must include caring for a broad variety of
acute and emergency musculoskeletal injuries and illnesses,
as well as for chronic disorders. Residents must have the op-
portunity to develop skills in casting and splinting. The pro-
gram also must provide experience in the initial evaluation
and rehabilitation of adult and pediatric musculoskeleta