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Executive Director’s Column:

Preparing for the ACGME
Accreditation Site Visit

How doss one prepare for an ACGME site wisit? |
charactenistics mark those site visits that go wi
predicts disaster? Each year about 2,000 program
recaive a letter announcing an ACGME site visit. Th
is addressed to them

that
11 '."-.r'.i:'I-_'.I '
Ctors
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Sll_-;:t';{-r'. Covey says “Beqin with the end in ming nagine
a notification has letter armved, copied to your dean and CEQ
it infarms you that your program has been fully accredited
and bee granted o five-year interval until the next site visit.
Imagine this information being shared with colleagues on the Graduate Medical
Education Committer, department chairs, faculty councils, trustees, resident applicants,
and others. Imagine further that you know that the letter reflects a wonderful prograr
and was written because you presented your program in a way that permitted it to be
accurately judged by your peers on the Residency Review Committee (RRC). What will
it take to get from here to there?

One program director recently wrote me and suggested that divine intervent
would be needed. He has a goed program, but none of us like to be audited (this
includes the RRCs, whose efforts are reviewed by the ACGMES Manitaring
Committee). Nonetheless, the peer review process is a fundamental part of medicane’
and medical education’s
social contract, the'part that
“The average RRC member spends |_-?r-ij Ivm1nf~ f_rl-';si'}-fes.

. and thal satequarts tne
forty hours before each RRC meeting . of nhveic.an educa
reviewing programs for the meeting.” tion. The question is not

whether it should be done,
but how to do it effectively.

Key aspects of the preparation effort that result in a good site visit include an early start;
a thorough review of the program requirements; an in-depth reading of the most recent
notification letter; QngoIng efforts to ||.j-;_'-r'|r|f':,- and realize improverment opportunities;
gead communication with residents and faculty; and conveying the relevant attributes of
program in a clear and accurate way o the site visitor and, through the Program
Information Form (FIF), to the RRC

The site visit process really begins immediately after the last RRC review. If you were not
part af the last visit (there are about 1,500 new program directors each year), and you
cannot find a copy of the most recent notification letter, contact the ACGME and we wil
be happy to send a copy to you, Look at citations and concerns identified in the last
accreditation action, and review what your program has done to address them. If the
answer is "nothing” or "not miuch,” change your strategy quickly. Repetitive patterns of
noncompliance are not tolerated well by the RRCs. [deally, midway between the last site
visit, and the tentative next site visit date, there should be an internal review of the pro-
grarm 10 assess progress: in angds of concern and explore the pragram’s strengths and
areas needing improverment




The start of the preparations for the site visit may be a
good time to call the Executive Director of your RRC
{identified on our web site; www.acgme.org). He er she
will give you accurate and helpful information based on
a wealth of expenence with the RRC and with ather pro-
grams in:similar situations. In my former life as'a program
director | never called them. However, now that | have
seen this side of the fence, | have come to appreciate
how talented they are and how helpful they can be

The RRC will judge your program against the standards
published in the requirements, which can be downloaded
frorm the ACGME web site. Start with a thorowgh reading
You may find that you disagree with some of the
requirements. Make a note to contribute actively to the
development of the next generation of requirements

Table 1
Selected Frequently Found Inconsistencies in the PIF

review the finished product and be very familiar with it

It may have been written by a committee but it should not
read like it. On the day of the site wisit, the program director
will be expected to answer guestions about the source of
the information on the PIF. Ask other program directors

to read the PIF and to point out areas of discrepancy or
sections that are not clear. Proofing for content and for
discrepancies is very important. Table 1 provides some of
the frequently found discrepancies in PiFs, I these or similar
ones are allowed to remain in the document, correcting
them will take up valuable time on the day of the site visit
If they cannot be corrected, they will present a less than
optirmal picture of your program to the RRC.

Two other groups who should review the document are
your residents and faculty. They will be able to point out

e Mumber of residents in program - number of names on resigent list

» Months/FTEs at each mstitution/or specific rotation - number of months on block diagram

= Mumber of resident evaluations -

frequency of resident reviews

o [mstitution referenced in narrative or block diagram but not mentioned anywhere else

e Faculty list/faculty credentials -

Faculty C\s attached ta FIF

(proposed requirernents are also on the web site with an

invitation for the GME cammunity to comment on them).
At the same time, don't expect that because you do not

agree with a particular requirement your pragrarm will not
be held accountable for complying with it

The next step involves downloading the PIF from the web
site, Remember that the site visitor's role is to darfy and
verify the information you have put in the PIE. Answer all
the gquestions. The most cormmaon reason for an adverse
action that is subseguently reversed is an incomplete or
poorly prepared PIF. Keep your audience in mind. The
average RRC member spends forty hours before each
RRC meeting reviewing proegrams for the meeting. These
are busy physicians, committed to their work, but not
appreciative of a sloppily presented program. One
program directar sent in a poorly prepared PIE and latera
one-thousand-page document that requested reconsidera-
tion of a proposed adverse action. it can be deduced that
it is preferable to do it right the first tirne

Don't prepare for the site visit alone. Engage help

from others - a coordinator, other faculty, the residants,
institutional officials, whoever has the information needed
to complete the PIE Parcel out pieces of the FIF to be
completed. Make the PIF comprehensive, sucanct, clear
and accurate. Your site visitor and RRC will appreciate it

& timetable should be established to keep this project on
track. Although you will need a team to get the informa-
tion together, the program director should thoroughly
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discrepancies and factual errors, but an added, potentially
maore significant, benefit of their kaving read the
narrative is that they will be familiar with the description
of the program on the day of the visit, and should not

be stymied when thie site visitor asks for the educational
justification for a particular rotation.

The approximate date of the site visit i5 indicated in the
most recent notification letter. Although it may take a year
or more to do all the preparations for a site visit, program
directors are notified about three manths in advance of
the specific date and who the site visitor will be. The time
you receive the notification letter might be a good time to
ook up the site visitor an the web site, All but specialist site
visitors are on there, and this begins fo humanize the
process. About 45 days before the appainted date, the
site visitor will contact you with specific requests for
documentation and the schedule on the day of the wisit

On the day of the visit you can anticipate that you

will be asked to show certain things to the site visitor-
affiliation agreements, a sample resident contract, and
resident and institutional policies; written goals and
objectives; sample evaluation forms, and completed
evaluations for both residents and faculty; resident files,
due process policies; curricula, conference schedules and
attendance records; and data specific to your discipline
and the supporting information for the data, among
others. Have this information easily accessible

Of the 100,000 residents in the United States, | would be




surprised if ane-tenth knows who the ACGME s,
Residents are too busy to worry about accreditation. Yet
the interviews between them and the site visitor (for some
specialties supplemented with a written resident survey) is
a rich source of matenal 1o illuminate the program:.
Virtbally all guestions asked stem directly from the require-
ments. The answers are not shared with the program
unless an adverse action is taken, The members of the
ACGME field staff are old hands at resident interviews.
Their report will reflect the consensus of what is said. If

a minority of residents feel strongly about something, it
will be reflected as a minority opinion. The best way to
prepare your residents and yourself Tor the interview is to
have an ongoing pattern of communication, evaluation
and responsivengss,

The RRC will judge your program on the basis of the PIF
you have completed, the site visit report, and in some cases
supplermental data such as resident surveys or operative
logs. Giving the RRC a lucid, accurate PIF; supporting it with
Hocumentation at the time of the site visit; and listening to
residents and other stakeholders on an angoing basis s the
best way to shape the data that the committee uses to
judge your program to your advantage. " ;"

What Happens During an ACGME

Resident Interview
Ingrid Philthert

The preceding article discusses the preparations for and
what transpires during an ACGME site visit. New
program directors, and many seasoned ones, are cufious
about what happens during the ACGME resident inter-
view. This short piece, written to complement Dr. Leach’s
article, offers some insight

An}f discussion of what transpires In the resident inter-
view that is part of the ACGME site visit needs to be prei-
aced with two fundamental statements about the
ACGME' accreditation process; First, the accreditation
process assesses-whether the residency education pro-
gram meets the ACGME/RRC requirements. Thus, virtually
all questions asked dunng the resident interyiew have
their foundation directly in the requirements are in
essence a translation of the requirements into a guestion
format. Second, the role of the ACGME site surveyor is ta
clarity and verify the information the program has provid-
ed in the Program Information Form (PIF), and a signifi-
cant portion of this corroboration occurs in the interview
with the residents. Questions the site visitor asks the resi-
dents will focus on two areas: (1) area where, based an
the review of the PIF, the site visitor thinks that the pro-
gram may not be in compliance with the requirerments;
and (2) areas where he or she senses a discrepancy
between what 15 reported in the PiF or by the program
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“Virtually all questions
asked during the resident interview
have their foundation directly in
the requirements — are in essence
a translation of the requirements
into a question format.”

director and/or faculty, and what may actually occur. This
rmeans that beyond a small nurmber of general questions
(a limited selaction |s shown in Table 1), the questions
change for each program

At-the start of the resident interview, most ACGME
surveyors provide a mini-overview of the ACGME and the
GME accreditation process, to put the resident interview
into: perspective. During the interview, the format of the
guestions comprises a mix of dosed questions, such as

" Are you-aware of resident work hour rules? Does your
institution abide by these rules?” and epen-ended ques-
tions, such as " Please describe how your educational
progress is evaluated?”

Two important ‘capstone’ guestions, generally asked at
the conclusion of the resident interview, are “What are
the strengths of this residency education program?” and
"What are the weaknesses of the program?” or "What
could be improved about this program?” This offers resi-
dents an opportunity to comment an the program from
their perspective, and can identify areas where residents
have concerns that did not emerge in the review of the PIF

For internal medicine programs (core and subspecialties),

Table 1
A Sampling of the Questions Posed during
the ACGME Site Visit Resident Interview

* Have you seen and did you receive a copy of the
program’s educational goals and objectives?

* What were the reasons you chose this program?

= Do you evaluate the faculty, your rotations and the
educational program? How?

* How and how often are you evaluated?

= How are you supervised? Please describe, Is this too
much, too little, just right?

* |f you or a colleague had stress or other difficulties,
how would you get assistance? Would it be confidential?

= Please explain your call system:.

* |f you had to use the due process procedure, where
would you find it and whom would you contact?

= How did you get selected to meet with me? Were you
selected by your peers?

ACGME, 1855




use of the computer-assisted Accreditation Review (CAAR)
System causes the questions asked in the interview to be
focused on areas identified as potential concerns in the
CAAR surveys. CAAR involves the completion of a written
sunvey by the residents approximately & - 18 months prior
to the actual site visit. The tabulated results are provided
to the site surveyor, who uses this information to tailor
the questions for the resident group (some of whom may
have completed the guestionnaire and sorme of whom
may not). In addition, some ‘genenc’ questions and the
open-ended r_:|uy'~1 ians about programs’ strengths and
weaknesses are also asked.

The information shared by the residents during the inter
view remains confidential. The site visit report w i'I REver
slate the residents’ names, it merely reports whet

residents raised a given EsUe unanimously, wheme a group
of residents reported it, or whether a single resiclent or a
minarity made a statement. Confidentiality 15 important,

because it enables the residents to comment frankly on
their educational program

Through its field representatives, the ACGME interviews
between 300 and 400 residents per week. Dver a given
year, just over one-fourth of the nation’s residency
programs are site visited and a representative select 101
[|'|E'.|' rE;Id-.—_-f'I.';. comment an the |_Ir.1_‘_|I1I-,-.'_ ang TIL‘I:]d1I\.‘_-
aspects of the residency program. This makes the
resident interview arr importam source of information
about how residents in the United States perceive their
educational programs, The potential of this information
source in obtaining teedback on and improving the guali-
ty of graduate medical education has not been fL..f real-
ized_ A current ACGME pilot effort seeks to extract this
information, aggregate it, and provide it in summary farm
without institutional identifiers to the graduate medical
education community, to permit them added insight nto
how resident wiew their educational programs.

Creating a Capacity for Positive
Change - One Family Practice
Residency Program’s Use of
Appreciate Inquiry

Interview with Diana Whitney, Ph.D.
and Richard McClaflin, M.D.

|I"..||';||T.'I'.|I F.'I.ln'lll'll"{"."-.r

TI'IL'! University of Wisconsin (Eau Claire) Farmily Practice
residency pragram is working with Diana Whitney, Ph.D.,
President of the Corporation for Positive Change; to use
Appreciative Inguiry Tor an in-depth assessment of the
program., Richard McClaflin, M.D,, the program director,
and Dr. Whitney were interviewed for this article. It offers
an early view of the use of this technique as a toal for
assessing the residency’s strengths and areas that need
"IIﬂ"L:-'.-’lfIIH“I‘J

Hmw did you decide to use Appreciative Inquiry?
Richard McClaflin, M.D.: When | came 1o the program

a little over a year ago; two things |"f1r"E|:||;_'rtf-‘":.-' IECAME
clear. The prograrm had a wonderfu Iy talented, dedicated
faculty and bright, hard-working residents. At H e sarme
time, partly due to recent faculty turnover, these ndividu-
als had not developed a strong group identity. | felt a
need to find the glue that would bring them together
with a shared se of organizational purpose

Our program’s psychologist and dietician were working
with a counseling technigue called Solution Focused
Therapy, to which both patients and residents seemed

to relate well. In their readings, they discoverad the
Organizational Development equivalent to this technigue,
called Apprecative Inguiry.

Whar is Appreciative Inquiry and how was it used
to assess the Eau Clair Family Practice residency?
Diana Whitney, Ph.D.: Appraciative inguiry (Al) in an
organizational setting starts with the formation of a care
team trained in Al, who selects the topics for study and
creates an inguiry protocol and strategy. The team may
also design the inquiry strategy - who will be interviewed
by whom, and over what period of time

Oer process for Al 15 called the 4-0 Model. 1t involves
Discavery, Dream, Design, and Destiny. They are descnibed
in more detail in Figure 1

Figure 1
The 4-D Model for Appreciative Inquiry

Discovery - the mass maobilization of inquiry to surface

stories of positive capacty throughout the system

Dream - envisioning possible futures, ways in which the

orgarization can better serve its stakehalders and the

world.

Design - crafting a desired organization to achieve the

most lafty visian imaginable

Destiny - sustaining a positive, narrative rich

culture that supports high performance and maintains
organization agility.




What did you expect to achieve through
the use of Al?

Dr. McClaflin: The project at the Eau Claire famly
practice residency started as an (nitiative to strengthen
the orientation process for new residency. But when we
intraduced the ideas to a group of residents and staff,
they unanimously decided to bring it to the entire Eau
Claire Family Medicine Clinic. Our primary goals were
to learn about more about who we are as a residency
program and a group of individuals, to begin a strategic
planning process; and to find a'way to increase the
involvernent of all stakeholders in decision-making
related to the program.

Secondary goals included our interest in learning a new
process for strategic planning and guality improvement.
We also wanted to develop an interview guide that
would expand the depth and breadth of our resident
selection process

Who was involved and how was this group selected?

Dr. McClaflin: We decided to involve a broad group of
individuals to ensure that major stakeholders would be
represented, including our patients, Participants included
the department chair, the director of the family practice
residericy, the education coordinator, the business
manager and the nursing leadership. The group included
representatives for the residents, the faculty, the clinic’s
clinical and clerical staff, and representatives for the
patients and the community. In selecting staff, it was
important to have participation from adminstrative and
nian-administrative staff, and to include the residents
and faculty, At the same time, we needed to keep the
group size reasonable, and meetings had to be sched-
uled In a way to minimize distruption to clinic schedules
and resident ratations.

Mat information resulted from the use of Al7

Dr. McClaflin: Through the use of Al, individuals shared
their thoughts and jdeas about the residency program,
What emerged immediately was the participants’ joy in
their work, the residents’ joy in learning, and the joy that
came from everyone’s role in caring for peaple. The results
also showed the potential of Al to help people see what
they are doing each day in a different light

We think our initial experience has been a success. Based
on this, we have decided to move forward with a broader
initiative that will use Al to improve the residency program.
it will involve all dinic employees, and comprehensive intar-
views with community partners and stakeholders. While it is
too early to tell how the findings will ultimately change the
residency program, there are early, gratifying discoveries.
One, which came as a surprise, is how excited participants
became when, through Al, they learned new things about

individuals they had worked with for years - including their
shared commitment to the success of the residency.

Mar can organizations hope to accomplish

by using Al?

Dr, Whitney: Al can be used to facilitate systemic culture
change, for resource-based strategic planning, to enharice
emplayee engagement and morale, and to Imprive cus-
tomier service. For example, GTE won the American Society
tor Training and Development Award for the best organiza-
tion change initiative as a result of its Al efforts, GTE arid
Hunter Douglas have seen measurable improvement in
employee satisfaction and retention as a result of Al

Hnw does Al effect positive change?

Dr. Whitniey: In our experience, human systems - people
and organizations - move in the direction of what they
study. Maost approaches to organizational developmerit are
problem-focused. They encourage study and a dialogue
about what is not working. Deficit models of change also
tend to look backward, they assess blame, and they can be
divisive. Al creates a capacity for paositive change that
involves discovery and a dialogue about what gives life to
the erganization when it s at its best in economic, ecologi-
cal and human terms. Al-based organizational change
fostars cooperation and understanding, and focuses the
entire organizatian in & common direction

Wiii the information gained through the use of Al
be used in the program’s internal review? Could the
Al process be a viable approach to meet the
ACGME's internal review requirement?

Dr. McClaflin: We did not have internal review or the
GME accreditation process in mind when we decided to
use Al A potential constraint to our use of Al may be our
interpretation of the ACGMES internal review process,
which we see as primarily focused on program weak-
nesses. Al is more ariented toward (dentifying and
building on positive aspects of the program, As | think
about it further, | can see spme applicability, but it would
require a more liberal interpretation of the internal review,

What eise do you think is noteworthy about the
use of Al in this setting? How does the information
shared compare with other organizations where you
have applied Al?

Dr. McClaflin: Al encourages positive conversations
among groups that typically do not directly interact within
a residency pragram. It can be a powerful tool that
eniables disparate constituencies to see shared aspirations
and goals. It can promote real input and understanding at
all levels of an organization,

Dr, Whitney: This is my first time working with a residen-
cy education program. In general, Al is particularly useful




in situations of high complexity and tgh uncertainty.
Graduate medical education is such a situation, Residents
are there to learn; at the same time they must successfully
serve the community of patients

Whaa‘ have you learmed abaut residency education -
as an expert an Al and as a consumer of health care?

Dr. Whitney: | have learned that learning and patient
service are inseparanle. In addition, the relationships
among the university, the community, the medical staff
and the administrative staff at times may seer like
relationships among fareign nations. Al is a highly
participatory process which helps build relationships,
goodwill and learning, It enables the whole system - all
employees, patients, residents, providers and insurers -to
come together and dialogue about images and actualities
for a better future.

As a result of my work with this program, | have a strong
sense of confidence in the future of family practice. | have
met a group of people who successfully balance the need
for caring, compassionate service and education with the
capacities of advanced technology and medical innova-
tion, They are dedwated o understanding what “good
medicing” means fram the patients’ perspective, while at
the same time facilitating learning and applying the best
of current medical knowledge.

Hﬂw can Al assist a residency education program in
preparing the next generation of family physicians?
Dr. Whitney: It is my hope that Al will help the graduates
of the residency program remember their calling - why
they chose family practice. It will assist the program in
fn:uf_uarng the positive capacities of its residents, faculty and
staff on serving the community of Eau Claire and to
attract and develop some of the country's best farmily
practice doctors,

Diana Whitney, Ph.D. is the Fresident, and one of the
two founders of the Corporation for Positive Change She
has taught Al and has consulted to orgarzationsin all
sectors, including British Airways, GTE, the National Board
of Medical Exarminers, and Smithkiine Beecham. Dr.
Whitney lives in Taos, NV, She may be contacted at
505/751-1231 (voicel: 505/751-1233 (fax).

Richard McClaflin, M.D. s the director of the University
of Wisconsin (Eau Claire) Family Practice residency
program in Eau Claire, Wisconsin. %

What Does the RRC “Really”
Look for When They Review
Your Program?

Dars Stall Ph.D

TIH-'- information for this article was developed from a
survey of the RRC Executive Directors on what RRCs
consider important in their review of a given residency
education program. The concept that emerged was the
following: Since many of the key accreditation criteria
are similar across Program Requirements in the various
specialties, why not build upon the commonalities
instead of focusing on the differences? This articles
addresses what the author chose to call the “big ticket
items” common critena that all RRCs evaluate as they
review a proaram

The Educational Program

Questions that concern the aducational program
include the following: Are good teaching and learning
occurring? Are goals and objectives decumented and
distributed to residents and faculty? Do they reflect
what the program expects that residents will learn for
all aspects of the program, including each major clinical
assignment and each af the years of the program?
Has the faculty developed 3 series of conferences that
reflect the breadth of specaity knowledge?

Since residents are adults, it s an expactation that they
will devote a part of their learning activities to self-
directed study and exploration. At the same time,
formal and varied educational sessions planned by the
faculty should complement these activities. Do the faculty
and residents attend these sessions, actively partiopate in
discussions, and present? When an RRC reviewer evalu-
ates the implementation of a program curriculum, the key
elements that he or she will focus on are the following:
Are academic conferences scheduled and planned? Does
entry-leve| content precede advanced nformationy s
academic information sequenced to precede clinical
assignments? Are multiple teaching methods available?
Are mare than a sole faculty member or the residents
themselves are responsible for teaching? |s specialty-spe-
cific content covered in depth? Finally, a critical element,
important 1o the teaching-learning process, is the expecta-
tion that the faculty reinforces academic learning through
resident and patient-centered clinical canferences

Faculty

A series of characteristics that RRCs consider in the review
of programs relate to the program’s faculty: Are there
sufficient and qualified faculty to support the teachina-
learning process? Do these faculty members serve as role
models for the positive professional attnbutes of inguiry
and zest for learning? To evaluate this important areg,




some specialties have stated minimum faculty/resident
ratias, while others evaluate sufficiency based upon indi-
rect methods, The number of faculty members is not nec-
essarily a judge of sufficiency if the faculty is not engaged
in the educational process. The quality and constancy of
the interactions with the faculty is really what is being
judged. For example, are residents supervised appropriate
to their level in the program and the complexity of the
assignment? Do residents actively participate in the care
of the faculty members’ patients? Does the faculty strike
the appropriate balance of being available versus being

in attendance? Does the facuity
keep current by participating
actively in their own continuing
education and professional
improvement? Are faculty mem-
bers actively Involved in scholarly
activities?

Educational Resources

All specialties in different ways
require accurate documentation
that a sufficient volume, vanety, and breadth of dinical
experiences is available for the education of the residents.
In some specialties, this criterion is evaluated by collecting
data on the numbers of patients, in others the terms
“mearningful, diverse, quality, balance, and experience
across the spectrum of the specialty” are used to describe
the patient populations necessary for resident learning.

Too much or too little volume of both inpatient and ambu-
latary clinical experience Is always a targeted area for
tocused evaluation. The capabilities of the sponsoring and
participating institutions to provide residents with a variety
of dinical experiences and to assign experiences at the
dppropnate level for individual resident are key elernents of
the review. Also scrutinized are the spectrum and variety of
diagnoses and experiences available for resident assign-
ments. Do residents see too many patients in some cate-
gories antl too few in ather key areas of practice?

Assessment of Educational Quality

Another efement of the review assesses the ability of

the program’s leadership to evaluate the quality of the
education the program provides. RRCs require four basic
evaluations: the residents' evaluation of the program and
the faculty, the faculty’s evaluation of the program; the
evaluation of the resident’s performance and educational
progress; and the internal review of the program by the
institution at the midpoint of the accreditation cycle. The
capability of the program director and faculty to engage in
meaningful exchange about the program’s strengths and
weaknesses, and about areas needing improvement, is
central to the evaluation process, Does the faculty meet
routinely and at least annually to discuss the program?
Has the educational effectiveness of the curriculum and
the teaching-learning environment been discussed? Has

——— — ——————— e
There should be not teaching
without the patient for a text,
and the best teaching is that
taught by the patient himself.

Sir William Cishar
e e —— .

a mechanism been implemented for residents to evaluate
the quality of their program and are they assured of free-
dom from retribution in this process?

Questions related to the assessment of educational quality
include the following: Is each resident evaluated at least
semiannually, in writing, and informed of the results of his
ar her evaluations and (s the evaluation discussed with the
resident? Is this meeting documented by the resident’s
signature on this evaluation? Are residents with learning
problems maonitored, evaluated, and counseled mare
frequently? Has the Graduate Medical Education
Committee reviewed the pro-
gram? Ancther important aspect
is what the program does with
the results of the evaluation. Does
the evaluation loop get cdosed?
That is, does the program director
act upon the identified areas of
concern? Have improvements to
the program been made and has
the impact of these improve-
ments been documented? The evaluation systemn imple-
mented by a program does not need to be tedious or
overly bureaucratic, but it should reflect the faculty's inter-
est in identifying areas for improvement, and it should
help the faculty, residents and program to enhance the
quality of education, with the goal of fadlitating the edu-
cation of competent physicians.

The ‘Educational Climate® of the Residency Program

Tor assess this area, the RRC asks; What are the criteria that
Impact directly on the resident-learners? The first criterion
in this area involves resident work hours. Are residents
assigned to no more than eighty duty hours per week,
take call no more often than every third night in-house,
and have an average of at least one day in seven free from
hospital duties? Is there evidence that the program strikes
a balance between senice expected from the residents,
and the quantity and quality of time residents are able to
devote to their education? Do the residents have back-up
suppart when patient care responsibilities are prolonged ar
exhausting? Do the clinical assignments progress from the
simple to the complex, and are these assignments based
upon their educational needs and their experience? Do the
residents receive experiences in the breath of patient care
expenences so that they can practice competently when
they graduate?

When an RRC critically evaluates this area, the review focuis-
es en documentation of fair and appropriate work hours,
quality of assignments, the progression of resident experi-
ences, and the continuity of patient care expariences.

In assessing whether the institution provides what is

necessary to develop and maintain an educational effort,
the issue of instititional support goes beyond the dollars
and the assoclated accoutrements of computers, offices,




“For good education to occur,
an overall commitment to the
educational process must be evident.”

and the like, An overarching expectation for guality educa
tion is the "professional feel” or the “milieu” inwhich the
programs exist. While mast program directors interpret this
area as the basic “what is provided as means of support
to their program,” this part of the evaluation is aimed at
maore than tangfbles. For good education to eoour, an
overall commitment to the educational process must be
evident. This commitment is superordinate to the age of
the physical plant and the need for maore library books. We
all know that education cannot occur when the basics are
not available. These program basics for education do not
have the be world-class, but they must be sufficent

A discussion of the educational dlimate is a2 good way to
conciude a summary of what RRCs lock for when they
evaluate a residency education program. When good
education is occurring, a feel and an exciternent pervade
thie arganization. This is the mast accurate reflection of

the institutional commitment to education. When an RRC
actively discusses what accreditation action should be made
in the case of a given residency program, more often than
niot, a key element to the final decision is just this issue, the
educational milieu that has been transmitted through the
program information form and the site visit report, >

ACGME Takes Part in International
GME Quality Assessment Activities
and Conferences

judith Armbruster, Ph.D

Activities of the Royal College of Physicians

of Canada

For the last seven years, the ACGME and The Royal College
of Physicians of Canada have enjoyed reciprocal observer
status at the regular meetings of the accrediting bodies of
both countries. Most recently, ACGME staff atlended the
annual meeting of the Royal College, held in Montreal

in September 1995, Of special interest was a one-day
workshop for new prograrm directors that introduced the
newcomers to the accreditation process by putting them

in the role of an Accreditation Committee member (the
Canadian equivalent of a Residency Review Commitiee);
The attendees worked in small groups with a blinded PIF
and survey repart (not in thelr own spedialty). Using this
information, they discussed the program’s compliance

with the requirements and recormmended an accreditation
action, to be compared later with the action of record. This

hands-on introduction works well for Canada, where the
number of programs, and new directors, 15 50 much smaller
than in the United States

Association for Medical Education in Europe (AMEE)
ACGME staff also attended a meeting of the Association
for Medical Education in Europe (AMEE), in Linkoping,
Sweden. This organization has grown well beyond
Eurcpe: the conference was attended by medical educa-
tors from 47 countries

The Linkoping Faculty of Health Sciences is itself a center
for innovation in medical education. The medical school
and residencies are driven by problem-based and small
group learning and multi-proféssional teamwork, Much
attention is paid to communication skills, with videotaping
and analysis of patient encounters throughout the training
continuum. In Sweden, there seems to be general interest
in moving away from traditional teaching methods in a8
number of educational venues, The Swedish government
recently completed a study of teaching quality in the
universities and declared that the deans will not recenve
funding if steps for facully development to improve the
educational program are not taken.

It is perhaps not surpnsing that the educational preoccu-
pations of other countnes are very simitar to those in the
United States. The workshops at the Linkoping conference
covered topics such as defining good supervision
developing an evidence-based curriculum that integrates
competencies and new technology, and the role of
simulated patients in the acquisition of clinical competen-
cies, A majority of the sessions ancl workshops were, in
fact, devoted to the very competencies and the oulcome
assessment approach that the ACGME approved in
February 1999 (also see "ACGME Approves Incorporation
of General Competent 1o Program Reguirements
Language" on page 10 of this issue of the ACGME
Bulletin). For example, in the UK, the Royal College

of Paediatrics is developing assessment strategies for
residents using competence-based methads. In Nonway,
the medical faculty at the University of Dslo has intro-
duced a completely revised and innovative curriculum
focused on prablem-based learning involving strategies
for outcome evaluation. The Lniversity of Dundee has
defined 12 broad learning outcomes for their residency
curricula, Despite the differences among countries in the
structuring and oversight for residency training, there are
many shared strategies for innovation and improvement

Status reports were also given at the AMEE conference on
medical school acocreditation in Mexico and Switzerand
Mexico is in the process of organizing an accreditation
systemn for its 63 medical schools. To assure ownership of
the systemn by the schools, it has been considered crucial
to involve them directly in the process, rather than
adapting the process used by the Liaison Committee on
Medical Education (LCME) whole cloth. Accreditation




standards have now been developed and agreed to by
the schools. The oversight process has been In operation
for two years.and Is run by the Association of Medical
Schoals of Mexico. Fifteen schools have been accredited
and another 15 are expected to achieve accreditation in
the next two years, The Ministry of Health withholds
facilities and resources from unaccredited schools that
have not at least initiated the application process.

A working group composed of representatives of the
Liaison Committes on Medical Education (LCME), and
medical educatars from the LK, Belgium and Germary
consulted with the five medical schools in Switzerland,
in response to @ government report on the need for
educational reform. As a result, national standards, as
well as tools for external and internal self-evaluation,
are under development ““’

Cultural Competence
Requirements in GME

Fred Donini-Lenhoff, American Medical Association

| response to an item in the May 1992 AMA Graduate
Medical Education Bulletin, & number of residency pro-
grams, many of them in primary care specialties, have
indicated to the American Medical Association that they
cover cultural competence issues in their didactic and
clinical education and experience.

The program requirements of the Accreditation Council

for Graduate Medical Education (ACGME) Prograrm
Requirernents contain varying levels of specficity for cultural
competence instruction. Family practice guidelines, for
example, require instruction in “[slensitivity to gender, race,
age, sexual orientation, and cultural differences in patients”
(MAD. 1), The requirements far Pediatrics state that
curricula should include " [clommunity-oriented cane with
focus on the health needs.of all children within a commi-
nity, particularly underserved populations” and “[tlhe
muiticuitural dimensions of health care” (VB.5.2.,b.).

Of all specialties, psychiatry appears to have the

mast explicit requirements for education in cultural
competence: "The residency program should provide jts
residents with instruction about American culture and
subcultures, particutarly those found in the patient
community asseciated with the training program

This instruction should include such issues as sex, race,
ethnicity, religion/spiriiuality, and sexual onentation
Many physicians may not be sufficiently farmiliar with
attitudes; values, and social norms prevalent among
various groups of contemporary Amencans” (V.B.2.d.).

As shown in the AMAS newly published Cultural
Competence Compendium, a 460-page rescurce guide,
the specialty societies for psychiatry also have produced a

relatively large number of model curricula. The American
Psychiatnic Association, for example, has published four dif-
ferent psychiatry residency cumncula in its journal Academic
Psychiatry, These curricula emphasize the special health care
needs of Hispanics, American Indians and Alaska Natives,
homesexuals, and women. Two additional curricula, for
the care of African-Americans and Asians, are planned

Other cultural competence highlights:

* The ACGME" 'General Competencies’ document
(see page 11 in this issue of the ACGME Bulletin)
proposes that all resident physicians and fellows
learn to "tommunicate effectively and demonstrate
caring and respectful behaviors when interacting
with patients” and “demonstrate sensitivity and
responsiveness 1o cultural differences, Including
awareness of their own and their patients’ cultural
perspectives.”

» The AMAS 1999 Annual Survey of GME Programs
includes a new guestion to ascertain programs’
cultural competence activities,

* Michael L. Scotti, Jr, MD, Vice President of Medical
Education for the AMA, has spoken at national
conferences of the need to incorporate the "fifth
competence” cultural competence into curncula
acrgss the medical education continuum, to comple-
ment the four existing competendes (cognitive,
technical, behavioral, and managerial)

The concept of cultural competence education in residen-
oy education appears to be growing. As patients in our
increasingly diverse nation begin to expect care that
respects their multiple cultural influences, physicians will
be motivated to learn how to deliver culturally appropriate
care; As accrediting agencies and specialty societies begin
to'monitor instruction in cultural competence and gauge
that instruction'’s outcomes, the "fifth competence” will
take its place as an integral part of health care.

For mere information en the Cultural Competence
Compendium, call 312/464-5333; to order,
call 800/621-8335 and specfy OP2091994XC 1"‘;"

“As patients in our
increasingly diverse nation
begin to expect care that respects their
multiple cultural influences,
physicians will be motivated to
learn how to deliver culturally
appropriate care.”




Highlights from the
September 1999 ACGME Meeting

Invitational Conference on Destabilizing
Forces in GME

The Septernber meeting of the Accreditation Coundil was
praceded by an invitational planning conference that
brought together 20 renowned individuals with broad
expertise and understanding of graduate medical
education (GME), its processes and the setting in which
it occurs. This group miet to discuss how aspects of the
current envircnment appear to have a destabilizing influ-
ence on GME. Factors examined included changes in the
financing of residency education; faculty avallability and
the reward systems for teaching and supervision, and the
patient populations receiving care at teaching Institutions.
in addition to these tactors within the teaching hospital
community, the group concluded that changes In the
larger external environment for health care, including
continued growth in scientific knowledge, the disclosure
of the Human Genome, and the use of advanced com-
puting capahilities in all aspects of health care, Induding
medical education, coniribute to the destabilizing effect.

The group sought to identify ways to counteracl the
impact of these forces. Amaong the approaches suggested
was a Reguest for Proposal (RFP) Process to promote new
linkages and innovative approaches to improve the guality
of residency education. Potential areas for the application
of RFFs include investigating the relationship betwiaen
excellence in patient care and excellence in GME; organiza-
tional madels that would give residents a voice on matters
important to their education; and the use of outcomes
measures in improving the educational process. Through
these RFPs, individual programs and Institutions will be
encouraged to develop new programs, efforts and linkages
to ensure the success of their GME programs in the current
environment, One aim of the REP process s o foster
innovation in GME via the accreditation process

he discussions and findings of the two-day planning
conference will be developed into proceedings that will
be published by the ACGME. Inaddition, on March 4
and 5, 2000, the ACGME will hold a conference, entitled
"Good Learning for Good Healtheare” that will expand
upon the work of the planning conference

Retreat for RRC Council of Chairs and

ACGME Field Staff

Sunday, September 26th was devoted to a full-day retreat
for the RRC Council of Chairs with the ACGME field staff.
The goal of the retreat was to increase communication
between the two groups about issues relevant to bath,
including efforts to enhance the quality of the infarmation
used in the accreditation process and how to ensure
effective communication between the twio groups.

Subscription Model for Financing GME Accreditation

The budget for fiscal year 2000, which was approved by
the &CGME at its September meeting, Incorparates a sig-
nificant change in the way the ACGME charges programs
and institutions for the cost of its accreditation activities.
Effective January 1, 2000, the methodology for charging,
which is presently based on a fee for each site visit and an
annual fee based on the Institution's number of residents,
will be discontinued and replaced with an annual fee for
each accredited program, under a “subscription’ model
(described in more detail in "ACGME Changes System for
Assessing Fees for Accredited Programs” on page 11 of
this lssue of the ACGME Bulletin).

ACGME Approves Incorporation of General
Competencies into Program Requirements Language

On September 28, 1999, the ACGME resolved that all
Residency Review Committees (RRCs) should incorporate the
six General Competencies approved by the ACGME in
February 1999 into their Prograrm Requirements. The six gen-
eral competencies represent an important step toward the
mplementation of outcomes-based accreditation, The com-
petencies have been developed over the past twa years by
the ACGME with broad input from the GME community.
Thiey encompass patient care, medical knowledge, interper-
sonal and communication skills, professionalisrm, practice-
based learning and improvement, and systems-based prac
tice. The proposed minimurm language for inclusion in the
Program Reguirements is shown in Exhibit 1 on page 11

To correspond 1o the language used by the Amernican
Board of Medical Spedialties (ABMS) for the physician com-
petencies used in the Board certification and recertification
proCess, the competency formerly termed “Clinical Scence’
was renamed ‘Medical Knowledge.' The incorporation af
the general competencies (nto the Program Reguirements
language is scheduled for completion by June 30, 2001
Mext steps include the phase-in of the competencies and
the development of evaluation methods and tools
Apphcation of the general competences to the accredita-
tion of residency education programs is scheduled to be
completed by lune 30, 2006

Monitoring Committee Analyzes Language in the
Program Requirements

The ACGME Monitaring Committeg, which & primanly
responsible for the review of RRC activities, has conducted an
analysis of selected areas of the Program Requirements: across
disciplines. The objective s 1o evaluate the program require-
ments to determing the feasibility and advisability of using
common language across Various program requirements. To
date, this has included an assessment of the requirements on
faculty scholarly actnity, resident research, and [|‘E procedure
volume reguired of residents. The Monitoring Committes will
collect and evaluation additional data on the requirements
before it will make a recommendation’s:




Exhibit 1

ACGME General Competencies
{Minimum Program Requirements Language)

IV. Educational Program
The residency program must require its residents to obtain competencies in the six areas befow to the leve/
expected of a new practitioner. Toward this end, programs must define the specific knowledge, skills, and atti-
tudes required and provide educational experiences as needed in order for their residents to demonstrate:

a; Patient Care that is compassionate, appropriate, and
effective for the treatment of health problemns and
the promotion of health;

b.Medical Knowledge about established and evelving
biomedical, clinical, and cognate {e.g., epidemiolo-
gical and social-behavioral) scences and the
application of this knowledge to patient care;

C. Practice-Based Learning and Improvement that
involves investigation and evaluation of their own
patient care, appraisal and assimilation of scientific
evidence, and improvements in patient care;

V. Evaluation
A. Evaluation of Residents

d.Interpersonal and Communication Skills that result
in effective information exchange and teaming with
patients, their families, and other health professionals;

e. Professianalism, as manifested through a commit-
ment to carrying out professional responsibilities,
adherence to ethical principles, and sensitivity to a
diverse patient population:

f. Systems-Based Practice, as manifested by actions that
demonstrate 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.

The residency program muist demonstrate that it has an effective plan far assessing resident performance throughout
the program and for utilizing assessment results to improve resident performance. This plan should include:
1.use of dependable measures to assess residents' competence in patient care, medical knowledge, practice-based
learning and improvement, interpersonal and communication skills, professionalism, and systemns-based practice:
2.mechanisms for providing regular and timely performance feedback to residents:
3.a process invalving use of assessment results to achieve progressive improvernents in residents’ competence

and performance

Programs that da not have a set of measures in place must develop a plan for improving their evaluations and must

demonstrate progress in implementing the plan.
8. Program Evaluation

1.The residency program should use resident performance and cutcome assessment results in their evaluation of the

educational effectiveness of the residency program.

2.The residency program should have in place a process for using resident and perfarmance assessment results
together with other program evaluation results to improve the residency program.

ATGME, 1999

ACGME Changes System
for Assessing Fees for
Accredited Programs

John Nylen v

At its September 1999 meeting, the ACGME Board
approved & new methadology for assessing the accredita-
tion fees for all ACGME accredited programs, which will
become effective January 1, 2000. The new approach
eliminates the annual Resident Fee, as well as the fee asso-
ciated with the Site Visit, and replaces them with an annual
Accreditation Fee for every program. The accreditation fee
will be assessed each January 1 and will cover the academic
year (e.q., the period from the prior July 1 to the following

_—

lune 30), This fee structure, defined as a subscription
model, will allow the ACGME to continue to increase and
improve the services provided to every program.

For historical perspective, it worth noting that since its
creation jn 1978, the ACGME has relied on two main fees
— thie site visit fee and the annual resident fee —to cover
the costs of accreditation. Over the past several years, the
ACGME has evolved into an organization that provides
more than the processing of program information formis
and accreditation dedision letters. Increasingly, additional
services and information are being requested by Residency
Review Committees and training programs. In response,
operative logs, program director training sessions, an
Internet presence, and program consultation services have
been or are being developed to provide produdts and sery-
ices beyond that of processing the accreditation dedisions.




ACGME Approves Changes in Program Requirements and Revises the

Manual of Policy and Procedures

At its September 1999 meeting, the ACGME approved several important revisions in the Program
Requirements and the Manual of Policy and Procedures for GME Review Commiittees. These changes are
highlighted here and selected ones are discussed in more detail below
= Change in Program Requirements for Pediatrics Subspecialties Revised Program Requirements for
the Subspecialties of Pediatrics will become effective on July 1, 2000. The revised language will become
available on the ACGME'S web site (http/www.acgme,org) after December 1, 1999
» Change in Internal Medicine Requirements Related to the Board Examination
The Program Requirements far Internal Medicine were revised to raise the pass rate for program
graduates on the American Board of Internal Medicine from 50 percent to 60 percent for first-time
takers, and o raise the percentage of graduates taking the exam from 75 percent to 80 percent
* Revisions in the Manual of Policy and Procedures for RRC Review: Language Regarding
Notification of Program Changes and Board “Equivalency” for Program Directors
A number of revisions are being made to the Manual of Palicy and Procedures for RRC Review to
tinng the policy statements in [ine with present practice, particularly with regard to preparing and
revising Program Requirements, The revised manual s presented on the ACGME web site
(httpufwww.acgme.org) for review and comment by interested parties, Comment must be made in
the next 60 days and may be made electromeally.

Cne of the changes In the Manual of Folicies and Procedures will clarify the requirement for
notification of the Executive Director of the RRC or the Institutional Review Committee (IRC) of
changes in the educational program. The proposed change is discussed in more detail below.

In another change to the Manjual, the language on the qualifications of program directors and faculty
5 being revised to eliminate the wiords "suitable equivalent qualifications” and substitited the phrase

“appropriate educationa

I qualifications as determined by the RRC" as an alternative to Board

certification in the requirement for program directors and teaching staff.

* ACGME Creates "Inactive Program” Status

A new ACGME status category, "Inactive Pragram,” which will become avallable on January 1, 2000,

recognizes that some programs may not hay

ny residents in them in a given year, The new status categon
¥ o

provides an alternative to voluntary withdrawal for programs that do not have any esidents traiming in them,

femntitied frorm pege 17)

In adddition, rather than interacting with the ACGME anly at
the time of the site visit, most programs utilize one or more
of these services throughout the year, This trend is expected
to continue and becorme moré prominent as the Councils
accreditation activities shift to an outcomes-based model

Changing to a subscription model offered an equitable way
to reflect this increase in services and their more engoing,
‘year-round’ nature. An added benefit 5 that once fees are
stabilized, the plan s 1o have no increases for three years,
as all programs will share in the cost of acoreditation, not
merely those having a site visit in a aiven year. This new fee
structure will enable the ACGME to stabliize fees over a
number of years rather than have yearly Increases in fees

The fees for ACGME accredited programs fiscal year
2000 will be
Programs with more than five (3) residents
Programs with five (5) residents or less

$2,500
$2,000

This fee structure, defined as a subscnption model, wall
allow the ACGME to continue to increase and improve the
services provided 1o every progeam. Because the ACGME
recagnizes that institution may be in the middle of their
fiscal year and were not able to budget for this ‘mid-year'
change in charge structure, for Year 2000 fees only,
institutions may opt to make four equal payment over

the year in lieu of the full payment due lanuary 31, 2000

Table 1 shows a financial comparison between the
current fee structure and the subscription model. The
current average length of the accreditation cycle for
all programs is shghtly longer than three years. The
analysis assumes a program with a three-year accredi-
tation cycle. Accreditation site wisits occur in the year
2000 and then again in 2003. If the curréent model
were continued, fees would increase with inflation,
estimated annually at 3 percent

t 15 important to note that there are different subscription
ees for programs with fewer than five residents than

|
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zapadtybfthb program to @ffmeach msmdﬂnttn
educational experierice consistent with accreditation
staridards, any change in the total number of resi
dents in the training program must be reported 1o
the RRC Executive Directar as well.

«Each program must provide accurate and complete
data on various aspects of the program as required
for the ACGME to fulfill its public responsibilities.

This language provides much-needed clarification in the
requirement that the ACGME must be notified of major
changes in the program, until now stated only in the
ACGME letter of notification a without spedific explana-
tion of the types of changes that sheuld be reported.
Programs generally have notified the RRCs about changes

pmgmm hasa questmn on wheﬂmrmﬂﬁmtm of
theACGMEmﬂEmnﬁxated in & given set of drcum-
stances, it is generally advisable to contact the Executive
Directar of the RRC for situations where changes are
matle that impact the program's educational resources,
including changes in'affiliated institutions and changes
in sponsorship. Information and questions about institu-
tional changes, such as mergers; changes in ownership;
closures of facilities and similar major changes in the
program should be directed to the Executive Director of
the Institutional Review Cemmittes or to the Director of
Director of Field Stafft Activities, who also maintains the
ACGMES institutional database

feontinyed from page 121

those with rmare than five residents. As showr in the
example in Table 1, the program with one resident will
pay more over the four years, but only approximately
1,000, or $250 per vear, The programs with more
residents incur less expense over the four-year period.

It is evident that small programs on five-year site visit
cycles under the new model will have accreditation fees
spmewhat higher than what they would have been under
a continuation of the old financing approach. It needs to
be noted, however, that the major cost to a program or
an institution is not the fees charged for the ACGME'
accreditation activities, but the cost associated with the

Table 1

2000 2001
Current Fee Structure
Site Visit Fee $3,350 $3,650
Resident Fee £ 55 % B5h
1 Resident + 2 Site Visits £ '55 $ 56
13 Residents + 2 Site Visits $ 715 § 728
50 Residents + 2 Site Visits £2.750 $2,800
Proposed Fee Structure
Fewer than five Residents $2,000 52,000
Five or more Residents 52,500 £2.500

Total Cost
After 4 Years
(Site Visit +
2002 2003 Sub-Total Resident Fees)
$. 57 $ 58
5 57 $ 59 % 227 & 7.227
% 741 % 767 § 2,951 $ 9951
%2850 52,950 $11,350 $18,350
£2.000 52,250 % 8,250
£2.500 2,750 £10,250
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time and efforts the institution spends preparnng for the
site visit. Therefore, while the accredtation fees may be
somewhat higher for a program accredited for five years
as opposed fo a program accredited, for three years total
costs ta the program will be lower than those for a pro-
gram with a shorter accreditation cycle s

ACGME Launches Effort to
Improve the Site Visit Experience

your suggestions for how the accreditation site visit
could be made as valuable and meaningful for programs
as possible. Please provide them to Ingrid Philibert,
Directar, Field Staff Activities, via electronic mail to
iphilipert@acgme.org, via telephone to 312/464-4948,
or via FACSIMILE 1o 312/464-4088'%7

How an ACGME-Accredited
Program Gets its Name

fngrid Philibert

Th-.:- agendas of both the September 26 retreat for the
Council of RRC Chairs and the ACGME field staff and the
recent meeting of the ACGME Comimittee an Strategic
Initiatives included discussions of how o improve the
information collected during the accreditation site visit as
well-as the actual site visit expenience.  These discussians
provide the foundation for future ACGME initiatives 1o
enhance the site visit. Several efforts in this area are
already underway, and are described in this article

Evaluating the Site Visit Experience

The ACGME has traditionally sent a ane-page written
questionnaire to each program that had an accreditation
site visit in the prior month. This survey has a response
rate of 85 to 90 percent. This year, the instrument

will be revised to offer the field representatives more
information on how to Improve the site visit experience
from the program’s perspective. In addition, a survey
of the RRC reviewers for each program, which has been
conducted for a number of years and has a response
rate of approximately 75 percent, is also being revised
to collect more detailed information about how the site
visit report could be made more infarmative and useful
for the RRC review. The revision of both instruments
will be concluded in January 2000,

Spot Telephone Interviews of Program Directors

In August 1999, the ACGME's Department of Field
Statf Activities initiated spot telephone interviews

of program directors following a site visits. Program
directors are selected randomly from among those sur-
veyed the preceding months. The goal is to interview
an annual sample of programs for each of the 19
members of the ACGME field staff. For each field rep-
resentative, three ta four recently-surveyed programs
will be contacted. The infarmation will be used along
with the data from the written surveys of program
directors and RRC reviewers to enhance the feedback
provided to the site visitor and, through this, the
performance of the site surveyor,

As part of its ongoing initiative to improve the site visit
experience and the value of the information collected as
part of the accreditation process, the ACGME welcomes

Ingrid Philibert

Annuallg,r. between October and December, a reconcilia-
tion ocours between the databases of the ACGME and the
American Medical Assocation (ANAY. The reconciliation
gliminates differences in'programs and sponsaring and
participating institutions listed in the ACGME'S database
and the data used to produce the AMA Graduate Medical
Education Directory, commaonly known as the 'Green
Book." Each year, a number of Progranms have questions
ghout this process. The summary presented here is
intended to answer some frequently asked questions

The program name published in the Green Book is the
ACGME-astablishied ‘official’ name. Information about
name changes recejved by either organization are
forwarded to the other. When a request for a name
change does not conform to the ACGME'S naming
conventions, detailed in the next paragraph, ACGME
staff will contact the pregram to discuss options

The ACGMES naming conventions stipulate that all pro-
grams at a given sponsoring institution have the same
name, and that the specialty 15 not teatured. Thus, the
programs in family practice proaram and surgery at-5t
Luke's Hospital are both the 5t Luke's Hospital Program
Exceptions to this rule can be made when significant
partions of the education ocour in another institution,
and the sponsor agrees that the name should reflect
this, e.g., the Holy Name University (Children’s Medical
Center) Program. Some programs identify a medical
school and a clinical institution, such as the Holy Name
Liniversity/Mermorial Hospital Program. Finally, some
programs are sponsored by non-hospital entities, and
their name generally uses the narme of the sponsor,
2.9, the Greater City Coroners Office:Program

Recent program and institutional mergers have increased
the number of requests for name changes and the
questions the ACGME receives in these and related areas.
Reguests for name changes should be made in writing
to the staff of the RRC and the Director of Field Staff
Activities, who also raintains the database of institution-
al and program names. Questions about program names
or name changes should directed to the Director of Field
Staff Activities (312/464-4948).%°




ACOME

Letter to the Editor:

The Impact of Abrupt Closures

|n the July 1999 ACGME Bulletin, the editorial “Abrupt Closures of Residency
Education Programs - What is at Stake” presented a clear, concise summary of a
complex and growing problern, As the Department Chairman and Program Director
of the Internal Medicine Program at Mt. Sinai Medical Center of Cleveland, | can
assure you that the shock we felt at the announcement of the closure of our
program, which was made literally hours before we received out "WMatch! results, was
profound. The personal tragedies to individuals were well cited in your timely article,
but the effect on thase of Us in the teaching system and the grief we have gone
through has been equally deep

| am pleased to say that all 26 existing residents at post-graduate year levels 2.and 3
were placed in other programs through the kindness of other program directors,
effarts made at the institutional and national level by vanaus organizations, including
the Residency Review Committee far Intarnal Medicine and the ACGME; and efforts
by the residents themselves. Unfortunately, because of a shartage of positions
nationally, the incoming PGY-1 residents did not fare as well, although better than
ane-half of them were also placed in other programs.

As reductions in financing and other threatening envimnmental factors impact
teaching hospitals, a possibility exists that as many as 25 percent of residency
education program may close in the next several years. This is frightening. In the case
of Mt. Sinai, the Department of Medicine had provided the hospital with documenta-
tion that the institution was not losing money in the residency training program. In
addition, at the request of the hospital’s administration, the department leadership
provided three different scenarios for downsizing the program with cost and revenue
projections for each of these. The hospital's administratiorn was impressed and
convinced by these, but they had little influence over the banking Institutions that
were providing maney to the system during a difficult financial time. | hasten to add
that the physician educators” input into the decision to close the prograim was not
solicited, although the bankers’ expertise was clearly not sufficient to make such a
dramatic decision that will have implications for the future of the institution. While
difficult 16 measure at this time, it is the belief of medical professionals and many
patients that, ultimately, a diminution in the quality of health care will result from
thase efforts to cut costs at the expense of medical educational. Further erosions of
quality may continue until such time as society will recognize its rele in health
aducation and in the future avallability of well-trained physicians. | hope that this
recognition will also rekindle n each physician a sense of hisher community as well.

| thank you for your article about abrupt residency program closures, and continue
to struggle with the implications of their implications locally and nationally, as we at
Mt. Sinai come through a periad of true grieving for the loss of what had been an
excellent training progrant,

0. Roy Ferguson, M.D

Chafrman, Depaftment of Medicine
M Sinai Hospital af Cleveland
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