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Preface

The 1997-1998 Graduate Medical Education Directory (82nd edi-
tion), published by the American Medical Association (AMA), lists
programs accredited by the Accreditation Council for Graduate
Medical Education (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 unique historical record of
accredited GME programs and background information about the
ACGME accreditation process.

Section I—Graduate Medical Education Information—summa-
rizes the accreditation policies and procedures followed by the
ACGME. Also included is information on regulations for entry of in-

- ternational medical graduates to the United States and admission
to US residency programs, appointment to armed services GME pro-
grams, the Educational Commission for Foreign Medical Graduates,
and the National Resident Matching Program.

Section II—Essentials of Accredited Residencies in Graduate
Medical Education: Institutional and Program Requirements—pro-
vides information regarding the ACGME accreditation process, re-
quirements for institutions sponsoring GME programs, and Program
Requirements for each of the medical specialties and subspecial-
ties. The Program Requirements describe curricular content for

GME programs and may also address program resources and person-

nel, program length, and other specifications.

Section ITI—Accredited Graduate Medical Education Pro-
grams—lists GME programs accredited by the ACGME. Section 111

provides program name, sponsoring institution, primary clinical site

(where applicable}, major participating institutions, program direc-
tor name, address, and phone number, accredited program length,
program size, and program identification 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 of-
fered by hospitals or groups of hospitals concludes this section.
(Note: The Directory may include programs that are on probation.
For information on a program’s current accreditation status, con-
tact the ACGME, 515 N State St/Ste 2000, Chicago, IL 60610; 312
464-4920.)

Section IV—New and Withdrawn Programs—Iists GME pro-
grams newly accredited since the publication of the 1996-1997 edi-
tion of the Directory and programs that are no longer accredited to
offer GME training as of June 30, 1997, or earlier.

Section V—Graduate Medical Education Teaching Institutions—
lists institutions and organizations that sponsor GME programs,
serve as primary clinical sites, and part1c1pate to a significant ex-
tent in residency training, Teaching institutions note type of affili-
ation (sponsor, primary clinical site, and participant) and are listed
alphabetically by state and city. Institution listings include the
" name and address of the institution, medical school affiliations (as
verified annually by the deans of accredited US medical schools), a

list of the specialties and subspecialties in which the institution pro-
vides 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 the corabined training is accepted for board certifica-
tion. Although the ACGME has accredited each program separately,
neither the ACGME nor the Residency Review Committees have re-
viewed these combined programs.

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

Appendix C—Medical Licensure Requirements—contains a sum-
mary of licensure requirements for each state taken from the 1997
edition of US Medical Licensure Statistics and Current Licensure
Requirements, published by the AMA. Licensure is the process by
which an agency of state government grants permission to an indi-
vidual physician to practice medicine within the jurisdiction of that
state. Inquiries concerning licensure should be directed to the 1nd1-

" vidual state licensure offices listed in Appendix C.

Appendix D—National Medical Societies—lists the address and
phone and fax numbers for national medical specialty societies.

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

Appendix F—Medical Education Data Tables—is a reprint of

. data that appeared in the medical education issue of the Journal of

the American Medical Association, September 4, 1996, Vol 276, No
9. Please note that these tables reflect data from the 1995 AMA Sur-
vey of GME Programs, not the 1996 survey.

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

AMA Annual Survey of Graduate
Medical Education Programs

The AMA distributes the Annual Survey of GME Programs to almost
7,600 programs accredited by the ACGME and more than 200 pro-
grams in combined specialties. This electronic survey (on computer
disk) collects data on program characteristics such as clinical and
research facilities and the curriculum and workload residents can
expect. GME program directors also provide detailed information
about individual residents.
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Role of the Accreditation Council for Graduate
Medical Education {ACGME)

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 the Directory. Through
regular electronic data transfers, the ACGME shares with the AMA
information about accreditation actions and other changes. The Di-
rectory contains a list of ACGME-accredited programs accurate as
of the date of production, usually reflecting accreditation actions
completed by December of the previous year.

The ACGME also provides the Institutional Requirements and
Program Requirements listed in Section II of this Directory (“Es-
sentials of Accredited Residencies in Graduate Medical Educa-

-tion"). Accreditation of a residency program indicates that it is
judged to be in substantial compliance with the Essentials.

Fellowship and Residency Electronic Interactive
‘Database Access System (AMA-FREIDA Online)

The Fellowship and Residency Electronic Interactive Database Ac-
cess System (AMA-FREIDA Online) provides Internet access to ex-
tensive information on ACGME-accredited residency programs and
combined specialty programs. FREIDA Online allows users to
search all ACGME-accredited programs by program identifier, spe-
cialty/subspecialty, state/region, program size, and educational re-
quirements, among other variables. All program listings include
program director name, address, and phone number, as well as pro-
gram length and number of positions offered. In addition, 80% of
programs listed include expanded variables, such as 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
http://www.ama-assn.org.

AMA Enterprise Information Base (EIB)

The AMA Enterprise Information Base (EIB), a comprehensive and
authoritative database on resident and licensed physicians, is used
to produce portions of the Directory as well as the AMA Fellowship
and Residency Electronic Interactive Database Access System
(AMA-FREIDA). The EIB 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 published infor-
mation, existing tables, custom tables, electronic data, and mailing
labels to educational institutions, professional associations, govern-

ment agencies, foundations, and others interested in collecting, ana- .

lyzing, and disseminating medical education data. Written requests
for data must state the purpose of the project, describe the specific
data service requested, include expected due date for data, and pro-
vide the name, address, phone, and fax number of the project con-
tact. When requests require staff contribution or organizational
overhead, a fee is assessed. Some data requests (custom tables) re-
quire a letter of agreement; others (electronic data) require a licen-
- sure agreement.
Individuals interested in obtaining medlcal education data
should contact Rebecca Miller, AMA, 515 N State St, Chicago, IL
60610; 312 464-4680.

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 relevant information about the ACGME accredi-
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the RRC Executive Secretaries and Accreditation Administrators,
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contributions to the Directory. .
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Section |

Graduate
Medical Educatlon
Information

Review and Accreditation of
Graduate Medical Educatlon
Programs

(Note: This summary of the process of review and accreditation of
graduate medical education programs was adapted from official
policies of the Accreditation Council for Graduate Medical Educa-
tion [ACGME]; for the official Manual of Policies and Procedures
Jor Graduate Medical Education Review Committees, contact the
ACGME office of the Executive Director.)

Introduction

The Accreditation Council for Graduate Medical Education
(ACGME) is sponsored by the American Board of Medical Special-
ties, the American Hospital Association, the American Medical Asso-
ciation, the Association of American Medical Colleges, and the
Council of Medical Specialty Societies. Each sponsoring organiza-
tion appoints four representatives. The federal government names a
representative to serve in a nonvoting capacity, and the ACGME

- chooses two public representatives. There is also a resident repre-

sentative, and the chair of the Residency Review Committee Coun-
cil sits as a nonvoting representative. A Residency Review
Committee (RRC) consists of representatives appointed by the
American Medical Association, the appropriate specialty board,
and, in some cases, a national specialty organization. The Transi-
tional Year Review Committee is composed of nine members who
are appointed by the chair of the ACGME in conjunction with the
Executive Committee. The term “review committee” is used to de-
note a Residency Review Committee and the Transitional Year Re-
view Committee.

GME programs are accredited either by the ACGME upon the rec-
ommendation of an appropriate review committee, or by the review
committee itself, if accreditation authority has been delegated by
the ACGME. Accreditation of a residency program indicates that it
is judged to be in substantial compliance with the Essentials of Ac-
credited Residencies in Graduate Medical Education (Essentials),
which includes the Institutional Requirements and the relevant Pro-
gram Requirements. The jurisdiction of the ACGME is limited to
programs in the United States, its territories, and its possessions.

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
Directory. With the exception of that information, 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 set in motion in one of two

- ways, depending upon whether the program under consideration is

seeking initial accreditation, reaccredltatlon or continued accredi-
tation.

Application

In the case of a program seeking initial accreditation or reaccredita-
tion, the process begins when the program director sends an appli-
cation to the executive director of the review committee. Review

_ and evaluation of an application involves several steps and usually

requires 8 to 12 months from the time the application is received
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Review and Accreditation of Graduate Medical Education Programs

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
staff, who schedules a site visit of the program. The scheduling and
completion of the site visit take approximately 6 months. In some

specialties, a member of the review committee or a specialist will re-

view the application to identify areas requiring clarification by the
site visitor.

Reaccreditation following loss of accreditation involves the same
process described above. A program cannot apply for reaccredita-
tion while engaged in the appeals process described in thls
document.

Review of Accredited Programs

Accredited programs undergo site visits and reviews on cycles deter-
mined by the review committee, as described below in the sections
on actions regarding accreditation of general specialty and subspe-
clalty programs. Program directors are notified well in advance 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

There are two types of site visits: those conducted by ACGME field
staff and those conducted by specialists. In either case, the site visi-
tor does not participate in the final accreditation decision or recom-
mendation of the review committee beyond providing a written
report. It is the site visitor's primary responsibility to verify the in-
formation that has been provided by the program director. The site
visitor also conducts interviews with administrators, faculty, and
residents in order to report accurately on the various aspects of the
educational program. The site visitor, whether field staff or special-
ist, 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 to 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 Essentials.

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
transitional year programs.

Withhold Accreditation

A review committee may withhold accredltatlon when it determines
that the proposal for a new 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.

Provisional Accreditation

Provisional accreditation is granted for initial accreditation of a pro-
gram or for a previously accredited program that had its accredita-
tion withdrawn and has subsequently applied for reaccreditation.
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 accreditation implies that a program is in a develop-
mental stage. [t 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
program accredited on a provisional basis. Following accreditation,
programs shoulld undergo a site visit in approximately 2 years in
preparation for review by the respective committee. The interval be-
tween accreditation and the next review of the program should not

“exceed 3 years. In the course of monitoring a program’s develop-

ment, a review committee may continue provisional accreditation;
however the total period of prowsmnal accreditation should not
exceed 5 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
review 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 programs 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 specify a
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
accreditation, 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

appeal procedures or the review schedule exceeds 4 years. The pro-

bationary period is calculated from the date of the initial decision
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for probation. The Procedures for Proposed Adverse Actions and
Procedures for Appeal of Adverse Actions, in subsequent text, pro-
vide 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 withdrawa) of accreditation for failure to be in sub-
stantial compliance with the Essentials.

. For programs holding probationary accredltatlon once a review
committee has notified a program director that the program is
accredited on a probationary basis, the program will be sub-
Jject to withdrawal of accreditation for continued failure to be
in substantial compliance 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
Jjudged not to be in substantial compliance with the Essen-
tials. It 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 with-
drawal of accreditation 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 accreditation 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 pro-
gram director may be deemed to have withdrawn from the volun-
tary process of accreditation and- a review committee may take
appropriate action to withdraw accreditation if that director re-
fuses 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 accreditation 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.

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

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
Deficiency) is an administrative action and is not subject to the
appeals process.

@. 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 ac-
creditation 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.

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 reac-
creditation of the program will not be considered until the
appeal action is concluded.

The Procedures for Proposed Adverse Actions and Procedures

Jor Appeal of Adverse Actions, provided in this document, contain

further details.

Actions Regarding Accreditation of Subspecialty
Programs

"There are two procedural models for the accreditation of subspe-

cialty programs:

A. When the accreditation status of a subspecialty program is not di-
rectly related to, or dependent upon, the status of a general spe-
cialty/parent program, the subspecialty programs are accredited
in accordance with the same procedures used for general spe-
cialty 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 proposal 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 sub-

stantial compliance with the Essentials and is attached to a
general specialty program that holds full accreditation or is
otherwise deemed satisfactory by the review committee.

3. Accreditation With Warning. The accredited subspecialty pro-
gram has been found to have one or more areas of noncormpli-
ance with the Essentials that are of sufficient substance to
require correction.

4. Accreditation With Warning, Administrative. The general spe-
cialty program to which the subspecialty program is attached
has béen 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.
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5. Withdraw Accreditation, An accredited subspecialty program
is considered not to be in substantial compliance with the Es-
sentials and has received a warning about areas of noncompli-
ance.

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 pro-
cedures on withdrawal of accreditation of general specialty
programs, as well as those on deferral of action, resident com-
plement, participating institutions, and progress reports gov-
erning general specialty programs, also apply to the actions
concerning 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 accredita-
tion process, each review committee may use this procedure in ac-

cordance with its own interpretation of program quality and the use

of the different accreditation categories. This procedure is not con-
sidered an adverse action and therefore is not subject to the appeal
_procedures.
The warning procedure may be used as follows:

A. For a program with provisional accreditation. A review committee
may elect to continue provisional accreditation, but include in
the letter of notification a statement that the program will be re-
viewed 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
substantial compliance with the Fssentials.

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
status 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 until 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 resi-
dents to be trained in each year of the program. A review commit-
tee may also indicate that a minimum number of residents is
considered necessary in each program to provide an effective learn-
ing environment.

Participating Institutions

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

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.

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 prior to hav-
ing candidates come to the program for an interview. Copies of the
letters to residents and applicants must be kept on file by the pro-
gram 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 com-
mences with the date specified in the letter of notification. A pro-
gram 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 imply 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 organization.

b. Only one sponsoring organization 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 program
of 3 years or longer, the rotation must be at least 6 months. Re-
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view committees retain the right to grant exceptions to this for-

mula. .

- d. Outpatient facilities and ambulatory clinics are not listed.

- 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

Procedures for Proposed Adverse Actions (Effective
January 1, 1993)

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

A. When an RRC determines that an adverse action is warranted,
the RRC will first give notice of its propesed adverse action to the
program director, the chief administrative officer, and the educa-
tional coordinator, if one is identified, of the sponsoring institu-
tion. This notice of proposed adverse action will include the
citations that form the basis for the proposed adverse action, a
copy of the site visitor’s report, and the date by which the pro-
gram may submit, in writing, its response to each of the citations
and to the proposed adverse action. [Note: Here and elsewhere in
the Procedures for Proposed Adverse Actions and the Proce-
dures 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 delegated authority, read “rec-
ommendation of an RRC and action by the ACGME" throughout
the procedures. ]

B. The program may provide to the RRC written information revising
or expanding factual information previously submitted; challeng-
ing the findings of the site visitor; rebutting the interpretation

- and conclusions of the RRC; demonstrating that cited areas of
noncompliance with the published standards did not exist at the
time when the RRC reviewed the program and proposed an ad-
verse decision; and contending that the program is in compliance
with the standards. The RRC will determine whether the informa-
tion may be considered without verification by a site visitor.

C. 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 citations,
as described above, including comments on the program direc-
tor’s response to these citations.

E. The letter of notification, which will include information on the
right of the program to appeal the RRC’s decision to the ACGME,
will be sent to the program director, as well as to the persons or
agencies entitled to receive copies. The program director may
appeal the decision; otherwise, it is final. If the decision is ac-
cepted as final, the program director may subsequently request a
new review in order to demonstrate that the program is in com-
pliance with the standards.

Review and Accreditation of Graduate Medical Education Programs

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
notice must be sent to the executive director of the RRC within
50 days of receipt of the RRC's letter of notification.

 Procedures for Appeal of Adverse Actions (Effective

January 1, 1993)

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 the Procedures for Proposed Ad-
verse Actions and the Procedures for Appeal of Adverse Actions,
reference to “Residency Review Committee” also includes the
AGGME's Transitional Year Review Committee.] [Note: Here and

- elsewhere in the Procedures for Proposed Adverse Actions and
the 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 delegated authority,
read “recommendation of an RRC and action by the ACGME"
throughout the procedures.] If a written request for such a hear-
ing is not received by the executive director of the ACGME
within 30 days following receipt of the letter of notification; the
action of an RRC will be deemed final and not subject to further
appeal. [Note: Letters should be sent express mail in care.of the

Executive Director, Accreditation Council for Graduate Medical

Education, 515 North State Street, Suite 2000, Chicago, IL

60610.]1f a hearing is requested, the 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 opportu-
nity to delete a maximum of one-third of the names from the
list of potential appeals panel members. Within 15 days of re-
ceipt 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.

B. When a program requests a hearirig before an appeals panel, the
_program reverts to its status prior to the appealed adverse action
until the ACGME makes a final determination on the status of
the program. Nonetheless, at this time residents and any appli-
cants 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 réceipt of the RRC’s letter of notification.

" C. Hearings conducted in conformity with these procedures will be

held at a time and place to be determined by the ACGME. At
least 25 days prior to the hearing, the program shall be notified
of the time and place of the hearing.

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

E. The documents comprising the program file and the record of the
RRC's action, together with oral and written presentations to the
appeals panel, shall be the basis for the recommendations of the
appeals panel.

F. The appeals panel shall meet and review the written record, and
receive the presentations. The appropriate RRC shall be notlﬁed_
of the hearing, and a representative of the RRC may attend the
hearing to be available to the appeals panel to provide clarifica-
tion of the record.
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Proceedings before an appeals panel are not of an adversary
nature as typical in a court of law, but rather, provide an adminis-
trative mechanism for peer review of an accreditation decision
about an educational program. The appeals panel shall not be
bound by technical rules of evidence usually employed in legal
proceedings.

The program may not amend the statistical or narrative de-
scriptions on which the decision of the RRC was based. The ap-
peals procedures limit the appeals panel’s jurisdiction to
clarification of information as of the time when the adverse ac-
tion was proposed by the RRC. Information about the program
subsequent to that time cannot be considered in the appeal. Fur-
thermore, 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 cita-
tions after the date of the proposed action by the RRC, a program
may forego an appeal and request a new evaluation and accredi-
tation 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 reevalu-
ation and an accreditation decision have been made by the
RRC.] Presentations shall be limited to clarifications of the re-
cord, to arguments to address compliance by the program with
the published standards for accreditation, and to the review of
the program in the context of the administrative procedures gov-
erning accreditation of programs.

The appellant shall communicate with the appeals panel only
at the hearing or in writing through the executive director of the
ACGME.

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

G. The program may submit additional written material within 15
days after the hearing. The intention to submit such material
must be made known to the appeals panel at the hearing.

H. The appeals panel shall submit its recommendations to the
ACGME within 20 days after receipt of additional written mate-
rial. The ACGME shall act on the appeal at its next regularly

- scheduled meeting,

1. The decision of the ACGME in this matter shall be final. There is
no provision for further appeal.

J. The executive director of the ACGME shall, within 15 days follow-
ing the final ACGME decision, notify the program under appeal
of the decision of the ACGME.

K. Expenses of the appeals panel members and the associated ad-
ministrative costs shall be shared equally by the appellant and
the ACGME.

'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 requuements relating to program or-
ganization. These may be found in the appropriate Program Re-

quirements (see Section II). 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 has established, documented, and implemented insti-
tutional policies as required by the Institutional Requirements of
the Essentials for the governance of all residency programs under
its sponsorship.

Institutions that sponsor two or more programs will undergo an
institutional site visit and will have formal review by the Institu-
tional Review Committee of the ACGME. Institutions that sponsor
only one residency program will undergo an institutional review as
part of their program site visit and will be reviewed by the appropri-
ate RRC. .

Results of institutional review evaluation for institutions with
two or more programs are reported as either favorable or unfavor-
able in a formal letter of report. The date of the next institutional
review will be identified in this letter. Results of institutional review
for institutions with a single residency are incorporated into the let-
ter of notification concerning program accreditation.

An institution that has received an unfavorable evaluation can re-
quest another institutional review earlier than the specified review
cycle. Two successive unfavorable reviews of an institution will lead
to a warning and a third successive unfavorable review to the with-
drawal of accreditation of all the residency programs sponsored by
the institution. An appeals 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, 1997, the followmg fee sched-

* ule is in effect.

Application Fee

A fee is charged for processing applications for programs seeking in-
itial accreditation or reaccreditation, including subspecialty pro-
grams. The charge for applications is $2,500. It is normally billed at
the time the application is received. ‘

Program Site Visit and Review

Afee is charged for the site visit and review of programs.

The charge for a site visit and review by an ACGME field repre-
sentative is $2,650, and by a specialist in the appropriate discipline,
$2,750. This fee applies to all accredited programs, including sub-
specialty programs. This fee applies also to site v151ts for institu-
tional review. :

Annual per Resident Fee

An annual fee is charged for each position filled in an accredited
residency training program. The fee is calculated on the number of
residents/fellows/trainees in each program as of September 1 of
each given academic year. Programs are billed around January 1 of
each academic year. The fee charged in 1996-1997 was $45 per resi-
dent.
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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-
cal Education: Institutional and Program Requirements) published
in this edition of the Graduate Medical Education Directory have
an effective date as indicated for each document. Please consult
with the ACGME for changes in those standards that occur through-
out the year. Copies of the Institutional Requirements and of the
Program Requirements for each specialty/subspecialty may be ob-
tained through the Internet at http://www.acgme.org or through the
ACGME FAXBACK system at (312)245-9174. Other documents per-
taining to the accreditation process are also available through
either of these sources.

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

312 464-4939

ACGME staff members may be contacted for information as follows:

John C Gienapp, PhD
Executive Director, ACGME
312 464-4920

E-mail: jcg@acgme.org

Judith S Armbruster, PhD
Executive Director, RRCs for
Anesthesiology

Nuclear Medicine

Radiation Oncology
Radiology-Diagnostic

312 464-4642

E-mail: jsa@acgme.org

John T Boberg, PhD
.Executive Director, RRCs for
Ophthalmology

Surgery :

Thoracic Surgery

312 464-4687

E-mail: jtb@acgme.org

Larry D Sulton, PhD
Executive Director , RRCs for
Emergency Medicine
Neurological Surgery
Psychiatry

312 464-5404

E-mail: lds@acgme.org

Review and Accreditation of Graduate Medical Education Programs

Steven P Nestler, PhD

'Executive Director, RRCs for

Dermatology

Medical Genetics
Orthopaedic Surgery
Pathology '

312 464-4692

E-mail: spn@acgme.org

Paul O’Connor, PhD

Executive Director, RRCs for

Colon and Rectal Surgery

Neurology

Obstetrics and Gynecology

Physical Medicine and Rehabilitation
312 464-4683

E-mail: poc@acgme.org

Mary Alice Parsons
Executive Director, RRCs for
Family Practice

Pediatrics

312 464-4947

E-mail: map@acgme.org

William E Rodak, PhD
Executive Director, RRC for
Internal Medicine

312 464-4953

E-mail: wer@acgme.org

Karen L. Lambert

Associate Executive Director, RRC for
Internal Medicine

312-464-5472

E-mail: kll@acgme.org

Doris A Stoll, PhD

Executive Director, RRCs for
Allergy and Immunology
Otolaryngology -

Preventive Medicine

Plastic Surgery

Urology

312 464-5505

E-mail: das@acgue.org

Nancy R Witty

Executive Director for

Transitional Year Review Committee
Child and Adolescent Psychiatry
312 464-4940

E-mail: nrw@acgme.org

Cynthia Taradejna

Executive Director for
Institutional Review Committee
312 464-4685

E-mail: cat@acgme.org

" Philip W Kenny, PhD

Director of Field Staff (site visits)
312 464-4948
E-mail: pwk@acgme.org
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Barbara J Warren
Office Manager

312 464-4939

E-mail: bjw@acgme.org

Cynthia Taradejna

ACGME Appeals Admlmstrator
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Entry of Foreign-horn
Medical Graduates to the
United States

The entry of foreign-born graduates of non-US medical schools to
the United States is governed by the US Immigration and National-
ity Act (INA), as amended, which is administered by the US Immi-
gration and Naturalization Service (INS) of the Department of
Justice, by the Department of State, and by other departments and
agencies specified in the Act. It is a violation of federal law to pro-
vide employment to a non-US citizen who does not hold a visa per-
mitting employment or other appropriate work authorization
documents from the INS. Thus, residency program directors consid-
ering foreign-born international medical graduates (IMGs) should
appoint-only those whose visa classification or status in the US per-
mits employment and participation in a training program. The most
common of these are exchange visitor (J-1), temporary worker (H-
1B), immigrant visa or “green card,” or an INS-issued or -approved
work permit. These foreign-born IMGs should also hold the Stand-
ard Certificate of the Educational Commission for Foreign Medical
Graduates (ECFMG).

Certification by the Educational Commission for
Foreign Medical Graduates

ECFMG through a program of certification, assesses the readiness
of IMGs to enter US residency or fellowship programs that are ac-
credited by the Accreditation Council for Graduate Medical Educa-
tion (ACGME). ECFMG and its sponsoring organizations define an
IMG as 4 physician whose basic medical degree or qualification was
conferred by a medical school located outside the United States,

Canada, and Puerto Rico. The medical school must be listed at the
time-of graduation in the World Directory of Medical Schools, pub-
lished by the World Health Organization. US citizens who have com-
pleted their medical education in schools outside the United States,
Canada, and Puerto Rico are considered IMGs, while foreign nation-
aJs who have graduated from medical schools in the United States,
Canada, and Puerto Rico are not.

ECFMG certification provides assurance to ACGME-accredited
residency program directors and to the people of the United States
that IMGs have met minimum standards of eligibility required to en-
ter such programs. ECFMG certification is also a prerequisite re-
quired by most states for licensure to practice medicine in the
United States and is one of the eligibility requirements to take Step
3 of the United States Medical Licensing Examination (USMLE). -

To meet the medical education credential requirement for
ECFMG certification, applicants must have completed all the educa-
tional requirements to practice medicine in the country in which

- they received their medical education. A national of the country

concerned must have an unrestricted license or certificate of regis-

tration to practice medicine in that country.

All medical credentials received by ECFMG are sent by ECFMG
to the foreign medical schools for verification by the appropriate of”
ficials, ECFMG medical education credential requirements are not
fulfilled until such verifications are received by ECFMG.

To meet the examination requirements for ECFMG certification,
an applicant must:

1. Pass the medical science examination (Step 1 and Step 2 of the
USMLE are currently administered for thispurpose). Although.
the 1-day ECFMG medicine examination, the 2-day Visa Qualify-
ing Examination, the Part I and Part II examinations of the
NBME, and Day 1 and Day 2 of the Foreign Medical Graduate Ex-
amination in the Medical Sciences are no longer administered, a
passing performance on any of those medical science examina-
tions is accepted for ECFMG certification. Also, applicants are
permitted to combine the basic medical science test of one of
these examinations with the clinical science test of one of the
other examinations.

Additionally, the 3-day Federation Licensing Examination
-(FLEX) is accepted for ECFMG certification if taken prior to
June 1985 and a score of 75 or higher on each of the 3 days of a
single administration has been obtained.

While foreign national physicians may meet the medical sci-
ence examination requirement for ECFMG certification based on
the former 1-day ECFMG examination, last administered in Feb-
ruary 1984, or FLEX taken prior to June 1985, these examina-
tions have not been recognized by the US Secretary of Health and
Human Services as meeting the medical science examination re-
quirement to obtain a visa to enter the United States. See below.

2. Pass the ECFMG English test. The only alternative English test
ECFMG will accept is a Friday or Saturday (formerly special or in-
ternational) administration of TOEFL (Test of English as a For-
eign Language), provided that applicants have previously taken
an ECFMG English test. Passing performance on the Enghsh test
is valid for 2 years.

A Standard ECFMG Certificate is issued to applicants who
meet the medical science and English language requirements,
fulfill the medical education credential requirement, and clear
their financial account with ECFMG. The Standard ECFMG Cer-
tificate is considered valid for entry into an ACGME-accredited
graduate medical education program so long as passing perform-
ance on the English test has not expired. If the holder of the cer--
tificate has entered such a program in the United States prior to
the English test expiration date, the certificate is no longer sub-
ject to expiration. In order for an applicant to obtain permanent
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revalidation for the certificate, ECFMG must receive documenta-
tion from an official of the program confirming the applicant’s en-
try into the program. On receipt of such official documentation,
ECFMG will provide a revalidation sticker to the holder of the
certificate. Standard ECFMG Certificates may also be revalidated
for a period of 2 years by passing a subsequent ECFMG English
test or TOEFL.
For further information on ECFMG examinations and certifica-
tion, contact

ECFMG

3624 Market St
Philadelphia, PA 19104-2685
215 386-5900

215 386-9196 Fax

Visas That Permit Graduate Medical
Education or Training

Exchange Visitor J-1

Foreign national physicians use the exchange visitor J-1 nonimmi-
grant visa class most often for graduate medical education and
training. The Exchange Visitor Program is regulated by the United
States Information Agency (USIA), which designates various organi-
-zations and educational institutions as Exchange Visitor Program
sponsors. Each designation is designed for a specific purpose appro-
priate to that sponsor. The USIA has designated ECFMG as the only

organization authorized to sponsor foreign national physicians to en-

gage in graduate medical education or training. Such education or
training is defined in the US Code of Federal Regulations as partici-
pation in a program in which the foreign national physician will re-
ceive graduate medical education or training, which generally
- consists of a residency or fellowship program involving the provision
of health care services to patients. This program may consist of a
medical specialty, a directly related medical subspecialty, or both.
To be eligible for ECFMG exchange visitor sponsorship for gradu-

ate medical education, the foreign national physician must pass spe-

cific examinations and meet certain other requirements.
Examinations. The INA requires that the physician pass either
the National Board of Medical Examiners (NBME) Part 1 and Part 2
examinations, or an examination determined to be equivalent to
the NBME examinations by the Secretary of the US Department of

Health and Human Services. The following examinations have been -

determined to be equivalent to the NBME Part 1 and Part 2 exami-
‘nations for this purpose:

Day 1 and Day 2 of the former Visa Qualifying Exammatlon,

Day 1 and Day 2 of the former Foreign Medical Graduate Exami-
nation in the Medical Sciences; and -

Step 1 and Step 2 of the Umted States Medical Licensing
Examination.

Other Requirements. The forelgn national physmlan must holda
valid Standard ECFMG Certificate or be qualified for the certificate
and awaiting its issue.

The physician must have a contract with a program that is affili-
ated with an accredited US medical school or other accredited
health professions school. Generally the training program must be
ACGME-accredited, but, at the discretion of the director of USIA, it
may also be advanced training beyond an ACGME-accredited pro-
gram.

The phys101an must provide a written statement from the Minis-
try of Health in the country of most recent legal permanent resi-
dence that attests to the néed for physicians trained in the
exchange visitor's specialty and that verifies that the exchange visi-
tor has filed written assurance that he/she will return to the coun-
try upon completion of training,

Entry of Foreign-born Medical Graduates to the United States

Upon establishing an applicant’s eligibility, ECFMG issues Form
IAP-66, Certificate of Eligibility for Exchange Visitor (J-1) status. As-
sociated training/employment authorization is specific to approved
sponsorship stated on Form IAP-66. An IAP-66 obtained for a par-
ticular program may be used only for that program, and is not trans- -
ferrable to another institution or program.

The duration of participation for exchange visitors in graduate
medical education is the time typically required to complete the
program. The director of USIA establishes the limit, which is usu-
ally the time required to meet the educational requirements for cer-
tification by an American specialty board that has been recognized
by the American Board of Medical Specialties. Duration of participa-
tion is further limited to a maximum of 7 years. Although rare, ex-
tensions beyond the board-specified time or the 7-year limit may be '
granted at the discretion of the director of USIA.

Exchange visitor physicians who enter the United States for the
purpose of graduate medical education are automatically subject to
the 2-year home country physical presence requirement of the Im-
migration and Nationality Act as amended. This means that prior to
obtaining H (temporary worker), L (intracompany transferee), per-
manent resident, or immigrant status, the exchange visitor must re-
side and be physically present in the country of most recent legal
permanent residence for an aggregate of at least 2 years.

Foreign nationals who are graduates of LCME-accredited US and
Canadian medical schools and who wish to enter the United States
for the purpose of graduate medical education are also eligible for
ECFMG sponsorship. They are not required to hold a Standard
ECFMG Certificate or pass the examinations required under PL94-
484 to obtain an Exchange Visitor visa. However, they must meet
the other requirements for Exchange Visitor sponsorship and are
held to the 2-year home country physical presence requirement.

An uncommon, but possible case-occurs when an exchange visi-
tor is a medical student in J-1 student status at a US college or uni-
versity. Such students who graduate from US LCME-accredited
medical schools are eligible for up to 36 months of postdoctoral
academic training in the field of study. Graduates of US medical
schools may, therefore, use academic training authorization to un-
dertake a residency. This work must be authorized by the school
from which the student graduated. The J-1 “responsible officer” at
the US medical school can usually provide information necessary to
make employment eligibility determinations for these graduates. If
the training will take longer than 3 years, some other visa class
must be sought for the additional years. The 2-year home country
physical presence requirement does not automatically apply to
these individuals because they are not under ECFMG sponsorship
for clinical training. However, the requirement may apply on one of
the other grounds such as US or foreign government funding or a
home country “skills list.”

Foreign national physicians who wish to enter the United States
for advanced training may do so in programs involving observation,

_consultation, teaching, or research with or without patient contact

incidental to one or more of these activities. ECFMG is authorized
to sponsor foreign national physicians for this purpose. The USIA
may also authorize universities and other health science institu-
tions to sponsor foreign national physicians for this purpose.

It is important to note that J-1 (exchange visitor) status physi-
cians who enter the United States in a J-1 visa category other than
the trainee category of “alien physician” under ECFMG sponsorship
may not, as a matter of course, change their J-1 visa category to
alien physician to allow them to engage in graduate medical educa-
tion or training sponsored by ECFMG. ECFMG, as the proposed new
sponsor, must present a request for visa category change to USIA for
review and decision. The request must demonstrate unusual and ex-

tenuating circumstances. Exchange visitors in programs involving
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Entry of Foreign-born Medical Graduates to the United States

observation, consultation, teaching, or research may remain in the
United States for a maximum of 3 years with a possible 6-month ex-
tension under specific circumstances. Although it has the authority
to do so, USIA rarely grants extensions beyond 3.5 years.

Temporary Worker H-1B

The H-1B visa is for temporary workers in specialty occupations who
hold professional level (bachelor’s degree minimum) appropriate to
the employment in which they will be engaged. Between 1976 and
1991, graduates of foreign medical schools were not permitted to
use the H-1B for residencies, except in cases where individuals
were of national or international renown. The Immigration Act of
1990, and subsequent technical amendments, made the H-1B avail-
able to graduates of foreign medical schools who have passed FLEX
or the equivalent, have passed an English language exam, and hold
a license appropriate to the activity. The Secretary of the Depart-
ment of Health and Human Services has determined that the US-
MLE Steps 1, 2, and 3 or the former NBME Parts 1, 2, and 3 are
equivalent to FLEX for this purpose. Combinations of the USMLE
and NBME are not acceptable for this purpose; only the full series
of one or the other meets the H-1B requirement. The level of licen-
sure required is determined by the state and by the activity. For ex-
ample, in many states a limited or training license is sufficient for a
residency and would be acceptable for the H-1B,

" Due to the FLEX or equivalent examination requirement and the
requirement in most states that physicians complete a certain
amount of US training prior to admission to the third or final por-
tion of the licensure exam, it is likely that only a small number of
physicians will qualify for and use the H-1B visa for residencies. Be-
* cause the purpose of the J-1 (exchange visitor) visa is to provide for-

eign nationals with opportunities fo participate in educational and .

cultural programs in the United States, many individuals and organi-
zations-agree that the J-1 visa is the appropriate visa for the pur-
pose of graduate medical education.

H-1B employment authorization is employer-specific, so that the
training program must file an H-1B petition on behalf of the interna-
tional medical graduate. An H-1B visa obtained for a particular pro-
gram may be used only for that program and is not transferrable to
another institution or program. Each new institution/employer
must file a new petition. The total amount of continuous time per-
mitted in H-1B classification is 6 years; no extensions are permit-
ted. An absence from the United States of 1 year or more restarts

the 6-year period. ’
" There are some exceptions and spemal circumstances. Graduates
of LCME-accredited US medical schools are exempt from the FLEX
and English language examination requirements. Graduates of
LCME-accredited Canadian medical schools are exempt from the
English language exam, but not the FLEX exam. Interestingly, full li-
censure in Canada based on Canadian examinations, which may be
reciprocal for full licensure in a US state, is not equivalent to FLEX
for H-1B purposes. The FLEX, or its equivalent, is still required even
if these physicians hold full licensure in the state in which training
will occur. Physicians of national or international renown are ex-
empt from the special examination requirements for the H-1B, but
must meet the usual examination and certification requirements de-
scribed in the Essentials of Accredited Residencies in Graduate
Medical Education (see Section IT) for admission to a GME pro-
gram and must meet licensure requirements for the intended train-
ing. Certain physicians admitted to subspecialty or upper-level GME
programs may have an established reputation at the specialty level
and may qualify for this exemption.

F-1 Student Optional Practical Training

Students in F-1 status may be authorized for up to 12 months of
practical training after completion of studies for an appointment
that can be completed in 12 months. This is appropriate for the first
or matched year, which is a 1:year contract. IMGs who receive US
medical degrees while in F-1 status may apply to INS for practical
training work authorization. If employment authorization is
granted, the individual may use that authorization for residency
education for a period of 12 months. The F-1 “designated school offi-
cial” at the US medical school can usually provide information nec-
essary to make employment eligibility determinations for these .
graduates. Note that graduation from a US PhD program does not
permit practical training in graduate medical education, since the
PhD prepares one for research, but not for clinical practice.

.Persons of Extraordinary Ability 0-1

The O-1 is for persons of extraordinary ability demonstrated by sus-
tained national or international acclaim. Although rare at the GME
level, it is'possible and not unknown. In medicine, most often this is
someone who, as the definition indicates, has an established and ex-
ceptional reputation in a particular field based on original research
or on development of specialized techniques for patient care. These
people come into or remain in GME programs to apply their re-
search clinically or to enhance or improve their techniques by ac-
quiring related skills. For J-1 physicians at or near the end of the
J-1 time limits, it provides an avenue for continuing training beyond
those limits. Another important characteristic is that the J-1 2-year
home country physical presence requirement does not prevent one
from obtaining O-1 status. That requirement’s restrictions apply
only to obtaining H, L, and immigrant visas. For example, one can
depart from the'US as a J-1 and return almost immediately as an
0-1 provided an appropriate O-1 petition has been approved and an
0-1 visa obtained at a post abroad. (See “Exchange Visitor J-1” for
information on time limits and the home residence requirement.)
Similar to the H-1B, the O-1 petition must be filed with the INS for a
particular GME program at a particular location, and employment
is limited to work for the employer who filed the petition in the ca-
pacity described in the petition. Unlike the H-1B, no special exami-
nation requirements apply. The physician must meet the usual
examination and certification requirements described in the Essen-
tials of Accredited Residencies in Graudate Medical Education
(see Section II} for admission to a GME program and must meet
licensure requirements for the intended training.

Employment Authorization From the US Immigration
and Naturalization Service

INS is empowered to grant employment authorization to certain
nonimmigrants or intending immigrants. Such authorization is usu-
ally temporary and may have conditions.

"A common employment authorization in academic institutions is
that given to the J-2 spouse or child of a J-1 exchange visitor. J-2 de-

. pendents may apply to INS for work authorization provided it is not

to support the principal J-1. When granted, it permits any employ-
ment for which the individual is qualified, including residency
training. Residency program directors are cautioned that this em-
ployment authorization is absolutely dependent upon the J-1
exchange visitor maintaining status. If the J-1 leaves the United
States, or fails to maintain status, the J-2 work authorization ends,
even though he/she may hold a J-2 employment authorization docu-
ment that appears to be valid. '
Other classifications or circumstances under which the INS may
grant work authorization include, but are not limited to, G-4 de-
pendent of a foreign government employee in the United States,
temporary protected status, voluntary departure, refugee, asylee, or
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Appointment to US Uniformed Services Graduate Medical Education Programs

certain lawful permanent resident applicants. These must be evalu-
ated case by case.

Lawful Permanent Resident (Immigrant) Status

Persons who hold lawful permanent resident or “green card” status
are permitted to remain in the United States permanently and to
accept any employment for which they qualify. For appointment to
a residency program, IMGs must meet the requirements described
in the Essentials of Accredited Residencies in Graduate Medical
Education (see Section IT).

Foreign-born international medical graduates may 1mm1grate to
the United States based on relationship to a US citizen, lawful per-
manent resident, or employment and skills. In general, the rules for

immigration are the same for international medical graduates as for

any other immigrant, but special rules apply to physicians who im-
migrate based on their intention and ability to practice the profes-
sion of medicine, including practice at the residency level.
Employment-based immigration based on a job offer for the prac-
tice of medicine requires that the physician pass the NBME Parts 1
and 2 examinations, or the equivalent as determined by the Secre-
tary of the US Department of Health and Human Services. These
are the same examinations needed for ECFMG sponsorship for clini-
cal training and for ECFMG certification described earlier. Certain
_ exceptions apply to physicians who are of national or international
renown.

Information and Inquiries

ECFMG Certification and J-1 Visa Sponsorship
Educational Commission for Foreign Medical Graduates
3624 Market St

Philadelphia, PA 19104-2685

215 386-5900 (Certlﬁcatlon)

215 386-9196 Fax

215 662-1445 (J-1 Visa, Sponsorship)

215 386-9766 Fax

F-1 Student Practieal Training and J-1 Student
Academic Training

NAFSA: Association of International Educators
1875 Connecticut Ave NW/Ste 1000

Washington, DC 20009-5728

202 462-4811 -

H-1B, 0-1, Lawful Permanent Resident Status, and Other
Temporary Work Authorization

American Immigration Lawyers Association
1400 Eye St NW/Ste 1200

Washington, DC 20005

202 371-9377

Catheryn Cotten, Director

Duke University International Office
Box 3882 DUMC

Durham, NC 27710

919 681-8472

919 681-8492 Fax

E-mail: cotte002@mc.duke. edu

Fifth Pathway Program

The Fifth Pathway Program, an academic year of supervised clinical
education provided by a Liaison Committee on Medical Education
(LCME)-accredited medical school, is available to persons who
meet all of the following conditions:

A. Have completed, in an accredited US college or university, under-
graduate premedical work of the quality acceptable for matricula-
tion in an accredited US medical school,

B. Have studied medicine in a medical school located outside the
United States, Puerto Rico, and Canada that is listed in the
World Directory of Medical Schools, published by the World
Health Organization;

C. Have completed all of the formal requlrements of the non-US
medical school except internship and/or social service. (Those
who have completed all of these requirements, including intern-
ship and/or somal service, are not eligible for a fifth pathway
programn.)

Students who have completed the academic curriculum in resi-
dence at a non-US medical school and who meet the above condi-
tions may be offered the opportunity to substitute, for an internship
and/or social service required by a non-US medical school, an aca-
demic year of supervised clinical training provided in a medical
school accredited by the LCME.

Before beginning the supervised clinical training, students must
pass an examination acceptable to the sponsoring medical school.

Physicians who have a Fifth Pathway Certificate and have passed
Steps I and II of the United States Medical Licensing Examination
(USMLE), the Foreign Medical Graduate Examination in the Medi-
cal Sciences (FMGEMS), or the Visa Qualifying Examination (VQE)
are eligible for appointment to a residency program. They must also
meet requirements established by the state medical board in the

. state where the residency program is located and must be accepted

for appointment by the director of the residency program. Any medi-

cal school accredited by the LCME can provide Fifth Pathway educa-

tion. As of the printing of this Directory, the only medical school
known to provide such education is New York Medical College in Val-
halla, New York.

Appointment to US Uniformed
Services Graduate Medical
Education Programs :

US Uniformed Services (Army, Navy, Air Force, Public Health Serv-
ice) first-year GME positions are filled by graduates of accredited
schools of medicine and osteopathic medicine. Only those individu-
als who have graduated from accredited US medical schools are eli-
gible to apply for these first-year GME positions. The majority of the
Uniformed Services' first-year GME positions are filled by individu-
als with an existing active duty service obligation. In most cases,
only those individuals already serving in the Uniformed Services are
eligible for appointment to military postgraduate year 2 and beyond
residency positions. Graduates of non-US or non-Canadian medical
schools are eligible to apply for postgraduate year 2 positions if they
possess a standard ECFMG certificate and have completed 1 year of
GME training at an ACGME-accredited program.

It is important to note that an individual seeking to be trained in
a Uniformed Services medical treatment facility must be qualified
for appointment as a commissioned officer in the Uniformed Serv-
ices. An active duty service obligation is required for participa-
tion in Uniformed Services GME training. Acceptance of GME
applications from civilian applicants may vary among the four serv-
ices. Selection priorities for Uniformed Services positions for year 2
and beyond are given to officers on active duty. For more informa-
tion, interested individuals should contact their local Uniformed
Services recruiting office.
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Electronic Residency Application Service (ERAS)

Electronic Residency
Application Service (ERAS)

The Electronic Residency Application Service (ERAS).from the As-
sociation of American Medical Colleges (AAMC) is being used for
1997:1998 applications by most residency programs in emergency
medicine, family practice, obstetrics and gynecology, radiology, and
orthopaedic surgery, as well as transitional year and US Army pro-
grams. For more information about ERAS, graduates of US medical
schools should contact the student affairs office at their medical
schools of graduation. Graduates of foreign medical schools should
contact the Educational Commission for Foreign Medical Graduates
(ECFMG). General information about ERAS is available through the
Internet at htip.//www.aame.org/about/progemph/eras.

National Resident
Matching Program

The National Intern Matching Program, the forerunner of the Na-
tional Resident Matching Program (NRMP), began with the 1952
graduating classes of US medical schools. The purpose was to pro-
vide both applicants and residency program directors a fair opportu-
nity to consider their options for appointment, to make reasoned
decisions, and to have their decisions announced at a specified
time. Participants in the NRMP agreed to honor the commitment to
offer or to accept an appointment if a match resulted.

In 1996, in addition to 15,707 US medical students, another
17,793 “independent” applicants competed for 20,563 first graduate
year positions and 2,025 second graduate year positions offered in
the NRMP. Independent applicants include US physicians and eligi-
ble students/graduates of osteopathic, Canadian, and foreign medi-
cal schools and Fifth Pathway programs. The number of US medical
school student applicants and the number of first and second gradu-
ate year positions declined slightly, and the number of “inde-

‘pendent” applicants increased by 3,760.

The NRMP is not a centralized application service. Applicants ap-
ply directly to the hospital programs that interest them, and hospi-
tals administer their own admission process, including requests for
‘interviews. Programs that participate in the NRMP require appli-
cants to register with the NRMP. In February, after interviewing has
been completed, applicants and programs submit to the NRMP
“Rank Order Lists” indicating their choices in order of preference.
The majority of participants in the NRMP enter their Rank Order
Lists directly into personal computers at designated sites and ob-
tain immediate confirmation that their choices have been received..
The Rank Order List Input and Confirmation (ROLIC) system is the
software program provided by the NRMP for this purpose.

Both applicants and programs must agree that neither will ask
the other to make a commitment before the submission of Rank Or-
der Lists, although a high level of interest may be expressed. Verbal
or written contracts prior to the submission of the Rank Order Lists
should not be expected or made. The final preferences of program
directors and applicants as reflected on the submitted Rank Order
Lists will determine the offering of positions and the placement of
applicants.

Through the NRMP. process, each program submits a list of appli-

cants in the rank order of the program’s preference. Through match-
ing, programs receive the applicants they prefer who have ranked
the program and have not been matched with a program higher on
the student's list. Applicants are matched into the programs on
their Rank Order Lists that are prepared to offer them a position,

consistent with the preferences of the programs. This matching al-
gorithm (see “Important Note on the Matching Algorithm,” below,
for more information) replicates the usual selection process in
which programs make offers to applicants they prefer and continue
to make offers until they have filled all their positions with appli-
cants who accepted offers.

Traditionally, match results are announced in mid-March. Appli-
cants who fail to obtain a position and programs that do not fill all
their offered positions are informed the day before the general an-
nouncement; individual arrangements are subsequently made. The
majority of appointments to residency programs begin on or about
July 1.

Important Note on the Matching Algorithm

The basic NRMP algorithm operates on the premise that programs
offer positions to applicants in preference order, as determined by
the programs’ ROLs. In matching algorithms, the results generally
favor the entity making the offers. For example, an algorithm in
which programs offer positions to applicants (program-proposing)
may produce a result more favorable for some programs, and less fa-
vorable for some applicants, than an algorithm in which applicants
make offers to programs to take available positions, Conversely, an
algorithm in which applicants offer to take positions (applicant-
proposing) may produce a result more favorable for some appli-
cants and less favorable for some programs. The basic NRMP
algorithm is primarily a program-proposing algorithm, although
several changes implemented over the years by NRMP have intro-
duced an applicant-proposing component into the algorithm.

In 1995, the NRMP commissioned an independent consultant to
examine the impact of the NRMP adopting an applicant-proposing
algorithm in place of the current algorithm. After applying the appli-
cant-proposing algorithm to five previous NRMP Matches (1987,
1993, 1994, 1995, and 1996) and analyzing the differences compared
to actual NRMP results from those years, the project found that dif-
ferences in the matchings produced by the two algorithms are very

-small. Further, opportunities for profitable strategic behavior are
rare for both applicants and programs under either algorithm. For
the 5 years studied, fewer than one in a thousand applicants could
have profited from shortening their ROLs in the matches made un-
der the current NRMP algorithm, and even fewer applicants, if any,
could have profited from shortening their ROLs if the applicant-pro-
posing algorithm had been in use.

Further information about the algorithm research project is avail-
able on the Internet at http./www.pitl.edu/~alroth/alroth. himl.

Positions Offered Through the NRMP

The positions offered by programs participating in the NRMP are
typically those sought by US seniors; that is, positions that provide
the first year of graduate training. In addition, specialties that start
their training at the second graduate year offer positions in the
NRMP, so that applicants may link their first and second years.

Positions Offered

Categorical (C) positions are offered by programs that expect appli-
cants who enter in their first graduate year to continue until com-
pletion of training required for specialty certification, provided
their performance is satisfactory (normally 3 to 4 years).
Preliminary (P) positions provide 1 or 2 years of prerequisite
training for entry into advanced programs that require 1 or more
years of clinical training. Internal médicine, surgery, and transi-
tional year programs commonly offer preliminary positions.
Advanced (S) positions at the second graduate year, which do
not commence until a year after the match, are in specialty pro-
grams that require completion of 1 or more years of preliminary
training. Applicants without prior graduate medical training may ap-
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ply for these positions while also applying for preliminary positions
that are compatible with their plans.

Resident (R) positions at the second graduate year, which begin
in July of the NRMP year, are reserved for physicians who have had
prior graduate medical education. These positions are not available
to senior US medical students.

Couples and Shared Residency Positions

Applicants who are members of a couple can link their program
choices together. In creating pairs of program choices, couples can
mix specialties, program types, and geographic locations.

Shared residency positions are offered by some programs. In a
shared residency, two residents share one position, usually alternat-
ing months on clinical rotations with time off to devote to family,
research, or other interests. Obtaining a shared residency position
through the NRMP requires that two applicants who have enrolled
separately in the NRMP become partners to be matched together in

a single position.

Specialties Matching Services
In addition to the NRMP for first and second graduate year resi-

- dency positions, the NRMP conducts matches for advanced resi-

dency or fellowship positions through the Specialties Matching
Services. These specialty matches occur throughout the year, and
each requires its own registration with NRMP.

Specialty matches currently include the following:

- o Combined Musculoskeletal Matching Program (participating sub-

.specialties of orthopaedic surgery)

Child and adolescent psychiatry

Colon and rectal surgery

Dermatology

General vascular surgery

Medical Specialties Matching Program (participating subspecial-
ties of internal medicine) ‘
Obstetrics-Gynecologic Fellowship Match (including gynecologic
oncology, maternal-fetal medicine, and reproductive endocrinol-
ogy) -
Ophthalmic plastic and reconstructive surgery

Pediatric emergency medicine

Pediatric surgery

Primary care sports medicine

Thoracic surgery

National Resident Matching Program

Important Dates

May The NRMP disseminates information and materials for the
following spring's match to the Liaison Committee for
Medical Education (LCME) medical schools and teach-
ing hospitals. These materials include a handbook for
each senior medical student, student agreements, and
the Universal Application for Residency.

June NRMP agreement materials are made available to inde-
pendent applicants. Independent applicants are defined
as students from and/or graduates of non-LCME schools
(osteopathic physicians, international medical gradu-
ates) and/or LOCME graduates from earlier years.

July Students and institutions return their agreements to the
NRMP. Concurrently, students request applications and
program information from teaching institutions.

October The NRMP publishes and sends to enrolled hospitals and ap-

plicants the annual NRMP Directory, which lists all insti-
tutions, programs, and positions registered for the
following year's Match. October 31 marks the annual
deadline for independent applicants to register to par-
ticipate in the following year's NRMP.

January The NRMP distributes Rank Order List materials and pub-
lishes a supplement to the Directory that lists additions
‘and deletions of programs.

February The ranking process begins, culminating with the deadlme
for receipt of Rank Order Lists from US medical school
seniors, independent applicants, and institutions in the
third week of February.

March  Applicants and institutions receive the match results the

: third week of March. Unmatched applicants and unfilled
specialty positions are released that Tuesday at 12:00
: noon Eastern Standard Time.
July 1 Most appointments to residency programs begin.

Information and Inquiries

The NRMP Board of Directors is composed of representatlves from
the Council of Medical Specialty Societies, American Board of Medi-
cal Specialties, American Hospital Association, American Medical
Association, and Association of American Medical Colleges. The
NRMP is managed and operated by the Association of American
Medical Colleges.

Inquiries regarding the NRMP should be directed to

National Resident Matching Program
2501 M St NW/Ste 1

Washington, DC 20037-1307

202 828-0566

Internet: http://www.aamc.org/nrmp
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Sectionll

Essentials of
Accredited
Residencies in
Graduate Medical
Education:
Institutional and
Program
Requirements

Section [[—Essentials of Accredited Residencies in Graduate
Medical Education: Institutional and Program Requirements—
begins with a preface containing general information about the
three major phases of the education of physicians, the accreditation
of gradiate medical education programs, and a glossary of selected
terms, followed by a copy of the Institutional Requirements effec-
tive July 1997. The bulk of Section II consists of Program Require-
ments organized by specialty/related subspecialty. .

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 patient-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 leadmg to the MD degree
is the responsibility of the Liaison Committee on Medical Educa-
tion (LCME). 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 professional competencies and on

~ the acquisition of detailed factual knowledge in a medical specialty.

This learning process prepares the physician for the independent
practice of medicine in that specialty. The programs are based in
hospitals or other health care institutions and, in most specialties,
utilize both inpatient and ambulatory settings, reflecting the impor-
tance of care for adequate numbers of patients in the GME experi-
encé. GME programs, including Transitional Year programs, are
usually called residency programs, and the physicians being edu-
cated in them, residents.

The single most important responsibility of any program of GME
is to provide an organized educational program with guidance and
supervision of the resident, facilitating the resident’s professional
and personal development while ensuring safe and appropriate care
for patients. A resident takes on progressively greater responsibility
throughout the course of a residency, 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. Edu-

cational quality and patient care quality are interdependent and
must be pursued in such a manner that they enhance one another.
A proper balance must be maintained so that a program of GME
does not rely on residents to meet service needs at the expense of
educational objectives.
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Preface

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
Council 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 responslblllty of the
ACGME, its associated Residency Review Committees (RRCs) for
‘the various specialties, and the Transitional Year Review Committee
(TYRC)(hereafter referred to as “review committees™). Further in-
-formation on the ACGME and the review committees is provided be-
low. :

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 commitment to life-long learning
inherent in the medical profession.

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

Il. 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 profes-

sional judgment about the quality of an educational program.
Decisions 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. Li-
censure is a process of government through which an individual phy-

sician is given permission to practice medicine within a particular
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 Columbla, 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-
qitirements 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, apply to all institutions that seek to sponsor programs
in GME. An assessment of whether institutions fulfill these require-
ments is made by the ACGME through its institutional review proc-
ess and by the review committees through their program review
process.

The program must demonstrate to its RRC that it is in substan-
tial compliance with the Program Requirements for its particular

discipline and that it is sponsored by an institution in substantial
compliance with the Institutional Requirements. Materials used by
the review committees in making this determination include the re-
sults 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. The Program Requirements
specify essential educational content, instructional activities, re-
sponsibilities for patient care and supervision, and the necessary
facilities of accredited programs in a particular specialty. In devel-
oping and updating Program Requirements, a review committee ob-
tains coraments on the proposed documents from interested parties
and agencies. The review committee then decides on the final pro-
posal to be submitted to the ACGME. The ACGME has final author-
ity 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 re51dency
programs.

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

Current operating pOllCleS and procedures for revxew accredita-
tion, and appeal are contained in the ACGME Manual of Policies -
and Procedures for Graduate Medical Education Review Commit-
tees. The Manual is reviewed annually and is revised as appropri-
ate. (A copy of the Manual, as well as copies of the Institutional
Requirements and of the Program Requirements, may be obtained
from the Office of the Executive Director, ACGME, 515 N State
St/Ste 2000, Chicago, IL, 60610.)

Informatlon about the accreditation status of a residency pro-
gram may be obtained by contacting the executive director of the
ACGME.

C. Structire of the ACGME and of the RRCs

1. The ACGME is a voluntary association formed by five member or-
ganizations. Its member organizations are national professional
- bodies, each of which has major interests in and involvement
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 selects four representatives to the
ACGME. The representatives of the member organizations in
turn select two public members. _

The Resident Physician Section of the AMA, with the advice of
other national organizations that represent residents, selects a
resident representative to the ACGME. _

The Secretary of the US Department of Health and Human

- Services designates a representative of the federal government to
the ACGME.

The Chair of the RRC Council, an advisory body of the ACGME,
sits with the representatives of the member organizations and of-
ficial observers as the representative of the RRC Council.

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.
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Residency Review Committee Sponsoring Organizations

Residency Review Committee” Sponsoring Organizations

Racid R,

y Review Committee Sp

ing Organizations

Allergy and Immunology

American Board of Allergy and Immunology
{A Conjoint Board of the American Board of
Internal Medicine and the American Board of
Pediatrics)

AMA Council on Medical Education

Ophthalmology

American Academy of Ophthalmology
American Board of Ophthalmology
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 Radiology Pediatrics American Academy of Pediatrics

American College of Radioclogy
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 Council 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 Family Practice
AMA Council on Medical Education

Plastic Surgery

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

Internal Medicine

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

Preventive Medicine

American Board of Preventive Medicine
AMA Councif on Medical Education

Medical Genetics

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

Psychiatry

American Board of Psychiatry and Neurology
American Psychiatric Association
AMA Council on Medical Education

Neurological Surgery

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

Radiation Oncology

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

Neurology

American Academy of Neurology
American Board of Psychiatry and Neurology
AMA Council on Medical Education

Surgery

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

Nuclear Medicine

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

Thoracic Surgery

American Board of Thoracic Surgery
American Colle.ge of Surgeons -
AMA Council on Medical Education

Obstetrics-Gynecology

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

AMA Council on Medical Education

Urclogy

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

The Transitional Year Review Committee, which accredits 1

Essential: (See “Must.”)

year of GME consisting of rotations in multiple clinical disci-
plines, is appointed directly by the ACGME.

The established RRCs and their respective sponsors are listed
in the chart above.

lll. A Glossary of Selected Terms Used in GME
Accreditation

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

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
documented 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.

Fellow: A term used by some sponsoring institutions and in some

specialties to designate participants in subspecialty GME programs.

-The Graduate Medical Education Directory and the ACGME use
“resident” to designate all GME participants in ACGME-accredited
programs.

Institution: An organization having the primary purpose of pro-
viding educational and/or health care services (eg, a university, a
medical school, a hospital, 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

Graduate Medical Education Directory 1997-1398

27




Preface

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
judge whether a sponsoring institution offering GME programs is m
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 1975 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 undertaken by a sponsoring
institution of its individual ACGME-accredited programs in conform-
ity with Section I.B.3.c. of the Institutional Requirements to evalu-
ate the sponsored 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' meetings.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 used to designate requirements that are so impor-
tant that their absence must be justified. The accreditation status
of a program or institution is at risk if it is not in compliance with a
“should.”

Substantial Compliance: The determination of substantial com-

_ pliance results from a judgment based on all available information
as to the degree that the entlty being evaluated meets accreditation
standards.

Suggested: A term, along with its companion “strongly sug-
gested,” used to mdlcate 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.

Institutional Requirements

. Institutional Organization and Commitment

Sponsoring institutions must be appropriately organized for the
conduct of GME in a scholarly environment and be committed to
excellence in both education and medical care. This commitment

is exhibited by the provision of leadership and resources to enable
the institution to achieve substantial compliance with the Institu-
tional Requirements and to enable the educational programs to
achieve substantial compliance with Program Requirements. This

. includes providing an environment in which the educational cur-

ricular requirements, as well as the applicable requirements for
scholarly activity, can be met. The regular assessment of the qual-
ity of the educational programs is an essential component of this
commitment,

A. Sponsoring Institution

1. A residency program must operate under the authority and con-
trol of a sponsoring institution (see definition for sponsoring in-
stitution in the Glossary under “Institution”).

2. There must be a written statement of institutional commitment to
GME that is supported by the governing authority, the administra-
tion, and the teaching staff.,

3. Sponsoring institutions must be in substantial compliance with

" the Institutional Requirements and must ensure that their |
ACGME-accredited programs are in substantial compliance with
the Program Requirements.

4. An institution’s failure to comply substantially with the Institu- -

tional Requirements may jeopardize the accreditation of all of its -

sponsored residency programs.

B. Educational Administration

There must be an organized administrative system to oversee all
residency programs sponsored by an institution. In addition, there
should be a designated institutional official who has the authority
and the responsibility for the oversight and administration of the
GME programs.

* 1. Institutions must have a GME Committee (GMEC) that has the re-

sponsibility for monitoring and advising on all aspects of resi-
dency education. Membership on the committee should at least
include residents, appropriate program directors, other members
of the faculty, and the accountable institutional official or his or
her designee.
2. The committee must meet at least quarterly; minutes must be
kept and be available for inspection by accreditation personnel
3. The responsibilities of the committee must include
a. establishment and implementation of policies that affect all
residency programs regarding the quality of education and the
work environment for the residents in each program.
b. establishment and maintenance of appropriate oversight of
- and liaison with program directors and assurance that pro-
gram directors establish and maintain proper oversight of and
.. liaison with appropriate personnel of other institutions partici-
pating in programs sponsored by the institutions.
c. regular review of all residency programs to assess their compli-
“ance with both the Institutional Requirements and Program

Requirements of the relevant ACGME review committees.

(1) The review must be conducted by the GMEC or a body des-
ignated by the GMEC, which should include faculty, resi-
dents, and administrators, both within and outside the
department in which the residency exists. The review must
follow a written protocol approved by the GMEC. External
reviewers may also be utilized as determined by the GMEC.
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(2) Reviews must be conducted between the ACGME program
SUIVEYS.

(8) While assessing the residency program’s compliance with
each of the program standards, the review should also ap-
praise the following:

(a) The educational objectives of each program;

(b) The adequacy of available educational and financial re-
sources to meet these objectives;

(c) The effectiveness of each program in meetmg its objec-
tives; and

(d) The effectiveness in addressing citations from previous
ACGME letters of accreditation and previous internal
reviews.

(4) Examples of materials and data to be used in the review
process should include the following:

(a) Institutional and Program Requirements from the Es-
sentials of Accredited Residericy Programs;

(b) Letters of accreditation from previous ACGME reviews;

(c) Reports from previous internal reviews of the program;
and

(d) Interviews with the program director, faculty, and resi-
dents in the program and individuals outside the pro-
gram deemed appropriate by the committee.

(5) There must be documentation of the review, including re-
corded mechanisms to correct identified deficiencies. In
addition, succinct summaries of each review are required
as part of the ACGME institutional review document.

(6) Although departmental annual reports are often important
sources of information about a residency program, they do
not in themselves necessarily meet the requlrement fora
periodic review.

d. Establishment and implementation of institutional guidelines
and policies for the selection, evaluation, promotion, and dis-
missal of residents.

¢. Establishment and implementation of institutional policies
and procedures for both the discipline and the adjudication of
resident complaints and grievances relevant to the GME pro-
grams. These policies and procedures must satisfy the require-
ments of fair procedures and apply to residents in the
sponsoring and participating institutions.

f. Collecting of intrainstitutional information and making recom-

" mendations on the appropriate funding for resident positions,
including benefits and support services.

g Monitoring of the programs in establishing an appropriate work
environment and the duty hours of residents.

h. Assurance that the residents’ curriculum provides a regular re-
view of ethical, socioeconomic, medical/legal, and cost-contain-
ment issues that affect GME and medical practice. The
curriculum must also provide an appropriate introduction to
communication skills and to research design, statistics, and
critical review of the literature necessary for acquiring skills
for lifelong learning. There must be appropriate resident par-

ticipation in departmental scholarly activity, as set forth in the -

applicable Program Requirements.

C. Institutional Agreements
When resident education occurs in a participating institution, the
sponsoring institution continues to have responsibility for the qual-
ity of that educational experience and must retain authority over
the residents’ activities. Therefore, current interinstitutional agree-
ments must exist with all of its major participating institutions.
The sponsoring institution must ensure that for each accredited
program appropriate letters of agreement exist between the spon-
soring institution and the partlclpatmg institution. These agree
ments should

Institutional Requirements

1. identify the officials at the participating institution or facility who
will assume administrative, educatronal and supervisory respon-

. sibility for the resident(s);

2. outline the educational goals and objectives to be attained within
the participating institutions;

3..specify the period of assignment of the residents to the participat-
ing institution, the financial arrangements, and the details for in-
surance and benefits; .

4, determine the participating institution’s responsibilities for teach-

ing, supervision, and formal evaluation of the residents’ perform-
ances; and
5. establrsh with the participating institution the policies and proce-
dures that govern the residents’ education while rotating to the -
participating institution.
D. Accreditation for Patient Care _
Institutions sponsoring or participating in GME programs should be
accredited by the Joint Commission on the Accreditation of Health-
care Organizations (JCAHO), if such institutions are eligible. If an
institutien is eligible for JCAHO accreditation and chooses not to
undergo such accreditation, then the institution should be reviewed
by and meet the standards of another recognized body with reason-
ably equivalent standards. If the institution is not accredited, it
must provide a satisfactory explanation of why accreditation has
not been either granted or sought. .

E. Quality Assurance

Institutions participating in GME must conduct formal quality-

assurance programs and review complications and déaths.

1. All residents should receive instruction in quality-assurance/
performance improvement. To the degree possible and in
conformance with state law, residents should participate in
appropriate components of the institution’s performance im-
provement program.

2. As part of the educational program it is important that autopsies
be performed whenever possible and appropriate. A sufficient
number of autopsies representing an adequately diverse spec-
trum of diseases should be performed to provide an adequate
educational experience and to enhance the quality of patient
care.

3. Institutions participating in GME must have a medical records sys-

tem that is available at all times and documents the course of
each patient’s illness and care. The medical records system must
be adequate to support the education of residents and quality-
assurance activities and provide a resource for scholarly activity.

F. Compliance with ACGME Policies and Procedures

Sponsoring institutions must ensure that their ACGME-accredited -
programs are in substantial compliance with ACGME policies and
procedures as defined in the ACGME Manual of Policies and Proce-
dures for Graduate Medical Education Review Committees. Of
particular note are those policies and procedures that govern
“Administrative Withdrawal of Accreditation,” an action that is not
subject to the appeals process:

1. A program may be deemed to have voluntarily withdrawn from the
ACGME accreditation process, and a review committee may with-
draw accreditation, if the program is not in substantial compli-
ance with '

a. site visit and program review policies and procedures;
b. directives associated with an accreditation action; or
c. requests by a review committee for information.

2. A program that is judged to be delinquent in payment of fees is
not eligible for review and will be notified by certified mail, re-
turn receipt requested, of the effective date of the withdrawal of
accreditation. On that date; the program will be removed from
the list of ACGME-accredited programs.
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Institutional Requirements

11. Residents

A. Resident Eligibility and Selection
The spensoring institution must have written policies and proce-

dures for the recruitment and appointment of residents that comply

with the requirements listed below, and it must monitor the compli-
ance of each program with these procedures.
1. Resident Eligibility
Applicants with one of the following qualifications are eligible for
appointment to accredited residency programs:
a. Graduates of medical schools in the United States and Canada
accredited by the Liaison Committee on Medical Education

3. participate fully in the educational and scholarly activities of their

program and, as required, assume responsibility for teaching and
supervising other residents and students;

. participate as appropriate in institutional programs and medical

staff activities and adhere to established practices, procedures,
and policies of the institution;

. have appropriate representation on institutional committees and -

councils whose actions affect their education and/or patient
care; and,

. submit to the program d1rector at least annually confidential writ-

ten evaluations of the faculty and of the educational experiences.

(LCME).

b. Graduates of colleges of osteopathic medicine in the United
States accredited by the American Osteopathic Association
(A0A).

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

C. Resident Support, Benefits, and Conditions of Employment
Sponsoring and participating institutions should provide all resi-
dents with appropriate financial support and benefits. Compensa-
tion of residents and distribution of resources for the support of
education should be carried out with the advice of the GMEC.

1. Financial Support: Adequate financial support of residents is nec-

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

(2) Have a full and unrestricted license to practice medicine in
a US licensing jurisdiction.

d. Graduates of medical schools outside the United States who
have completed a Fifth Pathway program provided by an
LCME-accredited medical school. [Nole: A Fifth Pathway pro-
gram is an academic year of supervised clinical education pro-
vided by an LCME-accredited medical school to students who
meet the following conditions: (1) have completed, in an ac-
credited college or university in the United States, undergradu-
ate premedical education of the quality acceptable for
matriculation in an accredited United States medical school;
(2) have studied at a medical school outside the United States
and Canada but listed in the World Health Organization Di-

- rectory of Medical Schools; (3) have completed all of the for-
mal requirements of the foreign medical school except
internship and/or social service; (4) have attained a score sat-
isfactory to the sponsoring medical school on a screening ex-
amination; and (5) have passed either the Foreign Medical
Graduate Examination in the Medical Sciences, Parts I and IT
of the examination of the National Board of Medical Examin-
ers, or Steps 1 and 2 of the United States Medical Licensing Ex-
amination (USMLE).]

2. Resident Selection

a. The sponsoring institution must ensure that programs select
from among eligible applicants on the basis of their prepared-
ness, ability, aptitude, academic credentials, communication
skills, and personal qualities such as motivation and integrity.
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 sug-
gested that institutions and all of their sponsored programs
participate in an organized matching program, where avail-
able, such as the National Resident Matching Program
(NRMP).

3. Enrollment of Noneligibles

The enrollment of noneligible residents may be a cause for with-

drawal of accreditation of the involved program.

B. Resident Participation in Educational Activities

Institutions must ensure that residents have the opportunity to

1. develop a personal program of learning to foster continued profes-
sional growth with guidance from the teaching staff;

2. participate in safe, effective, and compassionate patient care, un-
der supervision, commensurate with their level of advancement
and responsibility;

essary to ensure that residents are able to fulfill the responsibili-
ties of their educational programs.

2. Applicants: Applicants for GME programs must be informed in

writing of the terms and conditions of employment and benefits
including financial support, vacations, professional leave, paren-
tal leave, sick leave, professional liability insurance, hospital
and health insurance, disability insurance, and other insurance
benefits for the residents and their family, and the conditions
under which living quarters, meals, and laundry or their equiva-
lents are to be provided.

3. Contracts: Sponsoring institutions must provide re31dents with a

written agreement or contract outlining the terms and condi-

tions of their appointment to an educational program, and the .

institutions must monitor the implementation of these terms

and conditions by the program directors.
The agreement should contain or reference at least the

following:

a. Financial support

b. Vacation policies

c. Professional liability insurance in conformity with I1.C.5, below

d. Disability insurance and other hospital and health insurance
benefits for the residents and their family in conformity with
11.C.6, below

e. Professional, parental, and sick-leave benefits in conformity
with I1.C.7, below

f. Conditions under which living quarters, meals, and laundry or
their equivalents are to be provided

g. Counseling, medical, psychological, and other support services
in conformity with I1.C.8 and 9, below.

. The agreement should also delineate or reference specific policies

regarding

a. resident’s responsibilities

b. duration of appointment and conditions for reappointment

c. professional activities outside the educational program

d. grievance procedures, including those covering gender or
other forms of harassment.

5. Liability Insurance: Residents in GME must be provided with pro-

fessional liability coverage for the duration of training. Such cov-
erage must provide legal defense and protection against awards
from claims reported or filed after the completion of GME if the
alleged acts or omissions of the residents are within the scope of
the education program. The coverage to be provided should be
consistent with the institution’s coverage for other medical/pro-
fessional practitioners. Each institution must provide current
residents and applicants for residency with the details of the in-
stitution's professional liability coverage for residents. '

30

Graduate Medical Education Directory 1997-1998



6. Disability Insurance: Institutions sponsoring GME must provide
access to insurance, where available, to all residents for disabili-
ties resulting from activities that are part of the educational
program. B

7. Leave of Absence: There must be a written institutional policy on
leave (with or without pay) for residents that complies with ap-
plicable laws. The institution must provide residents with a writ-
ten policy concerning the effect of leaves of absence, for any
reason, on satisfying the criteria for completion of a residency
program. '

8. Counseling Services: GME places increasing responsibilities on
residents and requires sustained intellectual and physical effort.
Therefore, institutions should facilitate resident access to appro-
priate and confidential counseling, medical, and psychological
support services.

9. Physician Impairment: Institutions must have written policies
that describe how physician impairment, including that due to
substance abuse, will be handled. In addition, institutions
should provide an educational program for residents regarding
physician impairment, including substance abuse.

10. Residency Closure/Reduction: If an institution intends to reduce
the size of a residency program or to close a residency program,
the institution should inform the residents as soon as possible.
In the event of such a reduction or closure, institutions should
make every effort to allow residents already in the program to
complete their education. If any residents are displaced by the
closure of a program or a reduction in the number of residents,
the institution should make every effort to assist the residents
in identifying a program in which they can continue their
education.

D. Resident Supervision, Duty Hours, and Work Environment

Institutions must ensure that their GME programs provide appropri-
ate supervision for all residents, as well as a duty hour schedule and
a work environment, that is consistent with proper patient care,

the educational needs of residents, and the applicable Program

Requirements.

1. Supervision: There must be sufficient institutional oversight to as-
sure that residents are appropriately supervised. Residents must
be supervised by teaching staff in such a way that the residents
assume progressively increasing responsibility according to their
level of education, ability, and experience. On-call schedules for
teaching staff must be structured to ensure that supervision is
readily available to residents on duty. The level of responsibility
accorded to each resident must be determined by the teaching
staff.

2. Duty Hours: The sponsoring institution must ensure that each resi-
dency program establishes formal policies governing resident
duty hours that foster resident education and facilitate the care
of patients.

a. The educational goals of the program and learning objectives of
residents must not be compromised by excessive reliance on
residents to fulfill institutional service obligations. Duty hours,
however, must reflect the fact that responsibilities for continu-
ing patient care are not automatically discharged at specific
times. Programs must ensure that residents are provided ap-
propriate backup support when patient care responsibilities
are especially difficult or prolonged,

b. Resident duty hours and on-call time periods must not be exces-
sive. 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. Duty hours must be consis-
tent with the Institutional and Program Requirements that ap-
ply to each program.

Institutional Requirements

3. Work Environment: SpOnSoring institutions must provide services

and develop systems to minimize the work of residents that is ex-

traneous to their educational progranis, ensuring that the follow-

ing conditions are met: T~

a. Residents on duty in the hospital must be provided adequate
and appropriate food services and sleeping quarters.

b. Patient support services, such as intravenous services, phlebot-
omy services, and laboratory services, as well as messenger
and transporter services, must be provided in a manner appro-
priate to and consistent with educational objectives and pa-
tient care.

c. An effective laboratory, medical records, and radiologic informa-
tion retrieval system must be in place to provide for appropri-
ate conduct of the educational programs and quality and
timely patient care.

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

ACGME: March 1996 Effective: July 1.9.97
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Program Requirements

Program Requirements

Program Requirements for
Residency Education in
Allergy and Inmunology

l. Introduction

A. Definition and Scope of the Specialty

Graduate medical education programs in allergy and immunology
should be designed to prepare specialists in the delivery of skilled
medical or consultative care to patients with allergic and immu-
nologic disorders, including asthma and other related disorders.

-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
education. Before entry into the program, each resident must be

notified in writing of the required length of the allergy and immu- -

nology educational program. The required educational program

may be spread over a longer time if the program documents the

required 24 months of education consistent with the goals, objec-
tives, educational content, and policies as referenced in these

Program Requirements, Section IV.

- 3. Residents must receive education in both pediatric and adult al-
lergic and immunologic disorders, including asthma and other re-
lated disorders, and cross-training and experience with both
inpatients and outpatients.

4. The program must provide documentation that each resident re-
ceives the following components in the 24-month course of study:
a. Twenty-five percent of the program, or 6 months, must be de-

voted to research and scholarly activities as referenced in the
Program Requirements, Section IV. D;

b. Fifty percent of the program must be devoted to direct pa-
tient care activities. Direct patient care is defined as both
inpatient and outpatient care, clinical care conferences, and
record reviews;

“c. Twenty-five percent of the program, or 6 months, must be de-
voted to other educational activities as referenced in these
Program Requirements, Section IV,

Il. Institutional Organization

A. Sponsoring Institution _

1. Allergy and immunology programs should be conducted princi-
pally in institutions with accredited graduate medical education
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 to comply with the requirements for
accreditation.

B. Participating Institutions

1. Affiliations with other institutions may be necessary to ensure
graduate education in the broad fields of both pediatric and
adult allergy and immunology. Participation by any institution

providing more than 4 months of resident education must be ap-
proved by the Residency Review Committee (RRC).

2. There must be an appropriately executed interinstitutional agree-
ment that conforms to the ACGME Institutional Requirements
between the sponsoring institution and each pammpatmg
institution.

C. Appointment of Residents

1. The program director must comply with the requirements for
resident eligibility as listed in the ACGME Institutional
Requirements.

2. The number of residents appointed must be consistent with the
adequacy of program resources for resident education.

Ill. Faculty Qualifications and Responsibilities

The program director and faculty are responsible for the general ad-
ministration 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.

A. Program Director

1. Qualifications

a. A single program director with the requisite and documented’
clinical, educational, and administrative experience must be
responsible for the program. In a conjoint program, one codi-
rector must be designated as the single responsible adminis-
trator. The program director must be experienced as a
clinician, teacher, and administrator in the specialty. The pro-
gram director must possess leadership qualities and must de-
vote sufficient time and effort to the program to provide
day-to-day continuity of leadership and to fulfill all of the re-
sponsibilities of meeting the educational goals of the program.

b. The program director must develop a sound organizational
framework and an effective faculty as essential elements of
the educational program. Continuity of leadership is impor-
tant to the stability of the program. Frequent changes of lead-
ership or long periods of temporary leadership may adversely
affect an educational program and will be cause for concern.

c. The program director must be licensed to practice medicine in
the state where the institution that sponsors the program is lo-
cated. (Certain federal programs are exempted.)

d. The program director must be certified by the American Board
of Allergy and Immunology or possess suitable equivalent
qualifications, as determined by the RRC. Recertification in al-
lergy and immunology at appropriate intervals is encouraged.

€. The program director must be appointed in good standing to
the medical staff of an institution participating in the program.

2. Responsibilities

a. Preparation of 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 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 depaxtmental policies and
procedures.

¢. Selection and supervision of the faculty and other program per-
sonnel 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
faculty. Residents must be provided with prompt, reliable sys-
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tems for communication and interaction with supervisory
physicians. :

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

f. Implementation of fair procedures, as established by the spon-
soring institution, regarding academic discipline and resident
complaints or grievances.

g. Monitoring of resident stress, including mental or emotional
conditions inhibiting performance or learning, and drug- or
alcohol-related dysfunction. Program directors and faculty
should be sensitive to the need for timely provision of confiden-
tial counseling and psychological support services to residents.
Educational situations that consistently produce undesirable
stress on residents must be evaluated and modified.

h. Preparation of an accurate statistical and narrative description
of the program as requested by the RRC,

i. Notification of the executive director of the RRC of changes in
the program, ie, changes in the program director, faculty ap-
pointments, participating institutions, or facilities.

B. Faculty

1. There must be sufficient faculty with suitable academic and prac-
tice qualifications to ensure proper teaching and supervision in
the disciplines of the field. The faculty must include qualified al-
lergists and immunologists with a background in internal medi-
cine, qualified allergists and immunologists with a background in,
pediatrics, and faculty with a background in the basic and clini-
cal science aspects of allergy and immunology. One mechanism
to satisfy the requirements would be to incorporate from both ba-.
sic and clinical science departments a number of faculty who can
provide expert education in each discipline. All faculty must dem-
onstrate a commitment to the educational program and possess
those special competencies in teaching and research needed to -
provide a broad educational experience.

2. All members of the faculty should be willing to give the necessary
time and effort to the program, demonstrate a strong interest in
the education of residents, evidence sound clinical and teaching
abilities, support the goals and objectives for the program, and
be commltted to their own continuing education.

3. A faculty member at each participating institution, appointed by
and responsible to the program director, must be de51gnated 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 meet-

ings to review program goals and objectives and program effec-
tiveness in achieving them.

5. The faculty should at least annually evaluate the utilization of
resources available to the program, the contribution of each insti-
tution participating in the program, the financial and adminis-
trative 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 resi-
dent supervision.

6. Allergy and immunology faculty are encouraged to seek recertifica-

tion in allergy and immunology at appropridte intervals.

C. Scholarly Activities

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 program director and fac-

Program Requirements for Residency Education in Allergy and Immunology

ulty. While not all faculty can be investigators, the faculty as a

whole must demonstrate broad involverent in scholarly activity,

including

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

2. participation in journal clubs and research conferences;

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

4. participation in research, particularly in projects funded following

peer review that result in presentations at regional and national
scientific meetings and/or publication in journals; -

5. offering of guidance and technical support, eg, research design
and statistical analysis for residents involved i in research or other
scholarly activities; and

6. provision of support for re51dent participation in scholarly
activities.

A faculty that does not exhibit such characteristics will be cause
for concern as to its adequacy and suitability for conducting a pro-
gram of graduate education in allergy and clinical immunology.

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.

IV. The Educational Program

The course of study must include allergic and immunologic disor-
ders, including asthma and other related disorders. 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
may involve supervised patient care; rotations through cooperating
services; attendance at conferences, lectures, journal clubs, demon-
strations, or seminars; reading; and preparation and conduct of
teaching assignments.
A. Program Goals and Objectives
1. The program director and faculty must prepare and comply with
written educational goals for the program. All educational compo-
nents of the program should be related to program goals.
2. The program design and/or structure must be approved by the
appropriate review committee as a part of the regular review
process.

B. Clinical Program

Clinical education is defined as dlrect patient contact in both the
outpatient and inpatient settings, clinical care conferences, and re-
cord reviews. To ensure a sufficient experience for each resident,
the program must provide a sufficient number of patients in the pe-
diatric and adult age groups to provide education in the varying
manifestations of allergic and immunologic disorders, including -
asthma and other related disorders. It is particularly important that
residents be provided with continuing responsibility for the care of
patients.with chronic allergic and immunologic disorders, including
asthma and other related disorders.

1. Fifty percent of the resident’s time must be devoted to direct pa-
tient care activities.

2. Ambulatory experience: The ambulatory experience must include
a sufficient number of adult and pediatric patients for each resi-
dent during the 24-month program. A patient listing containing a
unique patient identifier, age, and diagnosis must be available
for verification by the site visitor. There must be sufficient diver-
sity of patient ages and dlagnoses toreflect the breadth of the
specialty.

Graduate Medical Education Directory 1997-1998
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Program Requirements for Residency Education in Allergy and Inmunology

3. Inpatient experience: The inpatient experience must include a
sufficient number of adult and pediatric patients for each resi-
dent during the 24-month program. These inpatient experiences
_should include direct patient care such as primary patient care, |
consultation, or teaching rounds. These activities may be accom-
plished through educational liaisons with other specialties or
services. There must be sufficient diversity of patient ages and di-
agnoses to reflect the breadth of the specialty. A patient listing
consisting of a unique patient identifier, age, and diagnosis for
each patient seen by each resident must be available for verifica-
tion by the site visitor.
. Cross-training in internal medicine and pedlatrlcs
a. Residents 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. The
equivalent of 40 full days of cross-training experience with a
combination of adequate ambulatory and inpatient experience
must be documented for each resident caring for patients in
the crossover specialty.

b. Residents should be provided with inpatient experlences both
initially and through follow-up as an educational experience in
the crossover specialty.

C. Academic Content for the Course of Study

1. Patient base

a. Residents must be exposed to patients with rhinitis, sinusitis,
nasal polyposis, asthma, urticaria, angioedema, anaphylactic
and anaphylactoid reactions, atopic dermatitis, contact derma-
titis, insect sensitivity, drug reactions, adverse reactions to
foods and food additives, and primary and secondary immu-
nodeficiency diseases, as well as to patients receiving immuno-
modulatory therapy.

b. Resident experience is hlghly desirable for patients with hy-
persensitivity diseases of the lung, eg, hypersensitivity pneu-
monitis, allergic bronchopulmonary aspergillosis, disorders of
occupational exposure, autoimmune disorders, ocular allergic
diseases, mastocytosis, and eosinophilic disorders.

2. Residents must be provided with the following:

a. Opportunity to develop skills in history and physical examina-
tion; skin testing, both immediate and delayed; interpretation
of pulmonary function tests; oral and bronchial challenges; de-
sensitization to pharmacological agents; interpretation of in vi-
tro methods to measure total and specific IgE antibodies; and
the safe practice of immunotherapy.

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

agnosis, therapy, and complications of those diseases refer-
enced in these Program Requirements, Section IV.C.1. The
following areas should be emphasized: aerobiology; cellular
and molecular immunobiology; humoral and cellular immunol-
ogy; pulmonary physiology; mechanisms of inflammation; phar-
macology and pharmacokinetics, drug metabolism, drug side
effects, and drug interactions; the scientific basis of the meth-
odology, indications, and interpretation of laboratory tests and
imaging procedures used in the diagnosis and follow-up of pa-
tients with asthmatic, allergic, immunologic, and other dis-
eases; preparation and standardization of allergen extracts;
means to measure indoor allergens and the institution of envi-

ronmental control measures in the home and other sites; trans-

plantation medicine and tumor immunology; reproductive
immunology; the costs of therapy and diagnostic testing; and
the psychological effects of chronic illness.

¢. Knowledge of applied immunology, to include the principles
and techniques of clinical immunology laboratory procedures
such as tests for humoral immunity, cellular immunity, neutro-

3.

phil function, cytokines, immune complexes, cryoprecipitable
- proteins, total serum complement activity and individual com-
plement components, and histocompatibility, and procedures
- for the preparation and use of monoclonal antibodies.
Resident experience with rhinoscopy, nasal challenges, and patch
testing is higlily desirable.

D. Resident Research and Scholarly Activity

L

2.

o

—
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Twenty-five percent of the educational program, or 6 months,
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 princi-
ples of study design, performance, analysis, and reporting.

. Resident scholarly activities must include participation in clinical

discussions, rounds and conferences, journal clubs or research
conferences; participation and/or presentations at regional or na-
tional professional societies; or participation in either clinical or
basic research.

. Residents must be provided with the opportunity to communicate

their knowledge to others, both orally and in written formi; to con-
duct lectures, seminars, and clinical conferences; and to prepare
written reports of their research activities either for faculty re-
view or for publication.

Resident Policies

. Supervision: Appropriately qualified faculty must supervise all pa-

tient 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
patients with severe and/or complex disease.

. Duty hours and conditions of work: It is the responsibility of the

program director to ensure enforcement of reasonable policies
with respect to work hours. Those services requiring in-hospital
on-call periods should require no more than 80 hours of hospital
duties per week when averaged over 4 weeks. Residents should
have, on the average, the opportunity to spend at least 1 full day
out of 7 free of hospital duties, and should be on-call in the hospi-
tal no more often than every third night. Physicians must have
personal responsibility for continuing patient care and must rec-
ognize that their obligation to patients is not automatically dis-
charged at any given hour of the day or on 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 ensured. There
should be adequate backup if sudden and unexpected needs cre-
ate resident fatigue sufficient to jeopardize patient care during
or following on-call periods. Schedules must be structured to en-
sure that consultation is readily available to residents. An on-call
room to provide rest and privacy must be available for each resi-
dent assigned night duty in the hospital.

. Graded responsibility: The program must provide residents with

direct experience and progressive responsibility for patient man-
agement as they advance through the educational program. The
program must ensure that the graduating resident has achieved
the ability to formulate and carry out appropriate management
plans.

V. Evaluation

A. Resident Evaluation
The program director and faculty must

L

2.

at least semiannually evaluate the knowledge, skills, and profes-
sional growth of the residents, using appropriate criteria and pro-
cedures;

communicate each evaluation to the resident in a timely manner;
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Program Requirements for Residency Education in Clinical and Laboratory immunology (Allergy and Immunology)

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 resident and
have it accessible to the resident and other authorized personnel;

5. 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. This final evaluation
should be a part of the resident’s permanent record maintained
by the institution.

B. Program Evaluation

1. The educational effectiveness of the program must be evaluated
at least annually in a systematic manner. In particular, the qual-
ity of the curriculum and the extent to which educational goals
have been met by the residents must be assessed. Written and
confidential evaluations by residents should be utilized in this
process.

2. A review of the performance of program graduates on the written
examination of the American Board of Allergy and Immunology
will be employed by the RRC as one measure of the quality of an
educational program. '

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, as listed in the Graduate Medical Educa-
tion Directory, to ascertain the requirements for certification.

ACGME: September 1996 Effective: July 1997

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

1. Introduction

A. Scope and Duration of Education

A graduate medical education program in clinical and laboratory im-

munology (CLI) must be designed to train individuals to become
fully versed in all aspects of the direction of a clinical immunology
laboratory. These programs must be 1 year in duration.

B. Sponsoring and Participating Institutions

The CLI program must be conducted in institutions with accredited
graduate medical education programs in allergy and immunology or
in the various relevant subspecialties of internal medicine and
pediatrics.

Affiliations with other institutions and existing laboratories may ‘

be necessary to ensure a full educational experience in CLI. When
the resources of two or more institutions are utilized, letters of
agreement must be approved by the institutional governing boards.
Affiliations should be avoided with institutions that are at such a
distance from the parent institution as to make attendance at
rounds and conferences difficult and/or that do not add to the edu-
cational value of the program.

C. Trainees

Candidates for these programs should have successfully completed
an accredited residency program in internal medicine or pediatrics
and should have additional training in an immunologically related
subspecialty.

The number of residents should not exceed the educational re-
sources available in the program. It is desirable that each program
have at least one resident at all times to keep the educational pro-
cess current. .

Residents 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 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 ensured. When averaged over 4 weeks, residents should spend
no more than 80 hours per week in hospital duties; should have, on
the average, the opportunity 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.

D. Objectives

A CLI training program must provide a structured educational expe-
rience that allows the resident to become proficient in the basic sci-
ence, laboratory procedures, and technical management underlying
the operation of the clinical immunology laboratory. In addition, the
program must provide an appropriate clinical background that will
prepare the resident to act as a consultant in the application and in-
terpretation of diagnostic immunology tests. The program director
and faculty must prepare and comply with written educational goals
for the program.

1. Program Design

All educational components of the program should be related to
program goals.

a. The.program design and/or structure must be approved by the
Residency Review-Committee (RRC) as part of the regular re-
view process. :

b. Participation by any institution providing more than 2 months
of education must be approved by the RRC.

2. Program Evaluation E

The educational effectiveness of a program and faculty 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 residents must be assessed. Written evaluations by resi-

dents should be utilized in this process.

Il. Personnel

A. Program Director

The program director and faculty are responsible for the general ad-
ministration of a program, including those activities related to the
recruitment, selection, instruction, supervision, counseling, evalu-
ation, and advancement of residents and the maintenance of rec-
ords related to program accreditation. -

There must be a single program director responsible for the

program.
1. Qualifications of the program director include:

a. Competence as a scientist, clinician, and teacher in the field of
CLI. The director must possess leadership qualities and have
the authority to organize the program. This individual must
maintain close contact with the program participant(s), con-
tributing sufficient time to ensure adequate teaching and guid-
ance. The director, or a qualified designee, must be available
to provide advice and instruction to the resident(s) on a day-
to-day basis.

Graduate Medical Education Directory 1997-1998

35

7]
8]
=
<
E
@
=
S
=
@
==
E
<
T
>
S
T
a.




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

b. Certification by the American Board of Allergy and Immunol-
ogy or by a board in an immunologically related subspecialty of
internal medicine or pediatrics or possession of suitable
equivalent qualifications. In addition, the director should have
a certificate in CLI or must demonstrate suitable equivalent
qualifications.

c. Licensureé to practice medicine in the state where the lnstltu
tion that sponsors the program is located. (Certain federal pro-
grams are exempted.)

d. Appointment in good standing to the medical staff of an institu-
tion 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 pohcles and
procedures.

c. Selection and supervision of the faculty and other program per- .

sonnel 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. Residents must be provided with prompt, reli-
able systems for communication and interaction with supervi-
sory physicians.

¢. Evaluation of residents’ knowledge, skills, and overall perfor-
mance, including the development of professmnal attitudes
cons1stent with being a physician.

f. Implementation of fair procedures, as established by the spon-
soring institution, regarding academic discipline and resident
complaints or grievances.

g. Monitoring residents’ stress, including riental 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 confiden-
tial counseling and psychological support services to residents.
Training situations that consistently produce undesirable
stress on residents must be evaluated and modified.

h Preparation of an accurate statistical and narrative description
of the program as requested by the RRC.

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 possess special competen-
cies in the laboratory procedures currently used in clinical

. immunology and be able to provide the broad educational experi-
ence necessary for the interpretation of laboratory results. Mem-
bers of the faculty must be able to devote sufficient time to meet
their supervisory and teaching responsibilities.

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 meet-

ings to review program goals and objectives as well as program

effectiveness in achieving them. At least one resident representa-
tive should participate in these reviews.

5. The faculty should periodically evaluate the utilization of the
resources available to the program, the contribution of each insti-
tution 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 perform-
-ance of members of the faculty, and the quality of supervision of
residents.

C. Other Program Personnel o
Programs must be provided with the additional professional, techni-

cal, and clerical personnel needed to support the administration
and educational conduct of the program.

ll. Institutional Resources

A. Facilities

The CLI program must be supported by an adequate administrative
and technical staff and have appropriate laboratory space available.
In most instances this means the presence of an ongoing and opera-
tional diagnostic immunology laboratory in which a wide variety of
immunologic tests are being performed on a routine basis employ-
ing state-of-the-art equipment. The laboratory should employ mod-
ern record-keeping procedures to ensure timely return of laboratory
results and adequate storage of data.

B. Clinical Resources

The program should be in a setting in which there are sufficient
clinical resources to ensure a large enough pool of patients to con-
tain the full spectrum of immunologic disorders, and these patients
should be available to the trainees for teaching purposes.

C. Library

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

2. Library services should include the electronic retrieval of informa-
tion from medical databases.

3. 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
texts and journals must be readily available during nights and
weekends.

IV. Educational Program

A. Curriculum

1. The educational goals must be defined in appropriate documents
and must be available to prospective and current residents as
well as to all faculty members involved in the program. Su¢h
goals must be defined not only for broad objectives but also for
individual rotations, both inside and outside the main teaching
laboratory. These goals must address the question of graded re-
sponsibility within the program, methods of resident evaluation,
and means of involving trainees in diagnostic immunology
consultation. )

2. The curriculum should include a combination of practical and di-
dactic training that addresses a number of different areas of CLL.
The core areas forming a central part of every CLI program must
involve training in the theoretical and practical aspects of quanti-
fying immunoglobulins, immunoserologic testing, detection of
autoantibodies, immunofluorescent and immunoperoxidase tech-
niques, the study of lymphocyte phenotypes and functions, the .
use of monoclonal antibodies, ELISA (enzyme-linked immunosor-
bent assay) and radioimmunoassay techniques, and the use of
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serologic methods for the detection of HIV (human immunodefi-
ciency virus) infections.

3. In addition, there must be training in assays of immune com-
plexes and the procedures for the measurement of complement

_ components. These core areas should be supplemented by sev-
eral additional important areas, which may be covered by organ-
ized conferences. These include training in methods of in vitro

. allergy testing, molecular genetic techniques as applied to immu-
nologic diagnosis, immunohematology, procedures for the rapid
diagnosis of infectious diseases, evaluation of phagocyte func-
tions, histocompatibility testing, and the detection and quantifi-
cation of tumor antigens. The resident must gain experience in
the proper selection of laboratory procedures for the most effi-
cient evaluation of immunologic disease.

4, Such education should include discussion of controversial immu-
nodiagnostic techniques so that the resident will be able to make
a rational determination regarding the scientific merit of such
tests. In addition, the program must include education in the
principles of quality control, laboratory management, and inter-
action with regulatory agencies. '

B. Seminars and Conferences

Residents must attend seminars and conferences that are con-

ducted on a regular basis and that must be of adequate quantity

and quality to ensure an interchange of teaching within the various

disciplines of clinical immunology. These conferences must include

discussions of basic immunology; allergy; immunodeficiency disor-

ders; and the immunologic aspects of rheumatology, pulmonology,

gastroenterology, nephrology, hematology-oncology, endocrinology,

cardiology, neurology, and infectious diseases.

C. Teaching Rounds/Clinical and Basic Science/

Didactic Teaching

Residents in CLI should attend appropriate clinical rounds and

other didactic teaching sessions outside the CLI program itself. In

addition, they should have access to prepared teaching materials on

clinical and basic immunology.

D. 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.

The responsibility for establishing and maintaining an environment

of inquiry and scholarship rests with the faculty. While not all mem-

bers of a faculty must be investigators, the faculty as a whole must
demonstrate broad involvement in scholarly activity. This activity
should include:

1. Active 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.

2. Participation in journal clubs and research conferences.

3. Active participation in regional or national professional and scien-
tific societies, particularly through presentation’s at the organiza-
tions’ meetings and publication 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.

6. Provision of support for resident participation in scholarly

activities.

V. Evaluation

A. Resident Evaluation

The program director, with participation of members of the faculty,

shall: :

1. Semiannually evaluate the knowledge, skills, and professional
growth of the resident, using appropriate criteria and procedures.

2. Communicate each evaluation to the resident in a timely manner.

3. Advance resident to positions of higher responsibility only on the
basis of evidence of his/her satisfactory progressive scholarship
and professional growth.

4, Maintain a permanent record of evaluation for each resident and
have it accessible to the resident and other authorized personnel.

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 rec-
ord maintained by the institution.

B. Program Evaluation -

1. There should be formal provision for evaluation of the educational
program by the faculty and residents.

2. Review of performances of past residents on the written examina-
tion of CLI will be employed by the RRC as one measure of the
quality of the program.

C. Miscellaneous

Programs are required to notify the committee of major program-

matic change, ie, change in program director, addition or deletion

of participating institutions, and changes in numbers of trainees.

The committee retains the prerogative to assess the impact of such

change(s) upon the quality of the education offered to the trainees.

VI Certification

Residents who plan to seek certification by the American Board of
Allergy and Immunology in Clinical Laboratory Immunology should
communicate with the executive secretary of the board to ascertain
the full requirements. ‘

ACGME: February 1990 Effective: July 1995
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Program Requirements for Residency Education in Anesthesiology

Program Requirements for
Residency Education in
Anesthesiology

l. Introduction
A. Definition and Scope of the Specialty

Anesthesiology, a discipline within the practice of medicine, special-

izes in the management of patients rendered unconscious or insen-
sible to pain and stress during surgical, obstetric, and certain other
medical procedures. This involves the perioperative evaluation and
treatment of these patients and specialized care in (a) pain man-
agement, (b) cardiopulmonary resuscitation, (c) respiratory care
problems, and (d) the management of critically ill and/or injured
patients in special care units. Subspecialty training within the
discipline plus investigative efforts are vital to the progress of the
specialty. ) :

B. Duration and Scope of Education

The Residency Review Committee (RRC) for Anesthesiology and
the Accreditation Council for Graduate Medical Education
(ACGME) accredit programs only in those institutions that possess
the educational resources to provide 3 years of training in clinical
anesthesia. The capability to provide the Clinical Base Year within
the same institution is desirable but not required for accreditation.

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 stimu-
lated and-prepared to apply acquired knowledge and talents
independently.

The program must prov1de an intellectual environment for the ac-

quisition of the knowledge, skills, clinical judgment, and attitudes
essential to the practice of anesthesiology. This objective can be
achieved only when the program leadership, faculty, supperting
staff, and administration demonstrate a commitment to the educa-
tional program and provide appropriate resources and facilities.

Service commitments must not compromise the achievement of edu-

cational goals and objectives.

The director and teaching staff of a program must prepare and
comply with written educational goals for a program. All educa-
tional components of a residency program 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 educa-

tional objectives must be given to each resident.

The institution sponsoring an accredited program in anesthesiol-
ogy must also sponsor or be affiliated with ACGME-approved resi-
dencies in at least the specialties of general surgery and internal
medicine.

Il. Institutional Organization

Participating Institutions

No more than 6 months during the first 2 clinical anesthesia years
and a maximum of 12 months during the 3 years of clinical anesthe-
sia may be spent outside the parent institution in affiliated
institutions.

- Affiliation means that a formal written agreement exists between
an accredited program and another institution to make facilities,
clinical experience, supervision, and teaching sessions available to
residents of the program who will rotate through the affiliated insti-
tution. Rotations to affiliates are limited, as noted above.

An integrated relationship exists when the program director (a)
appoints the members of the teaching staff and makes recommenda-
tions for the appointment of the chief of service at the integrated in-
stitution, (b) determines all resident rotations and assignments at
the integrated institution, and (c) has responsibility for the overall
conduct of the educational program in the integrated institution.
The amount of time residents may spend in integrated institutions
is not limited.

The program director must seek prior approval from the RRC for
the participation by any institution that provides more than 6
months of training. Prior approval also must be obtained for partici-
pation of an institution on an integrated basis, regardless of the du-
ration of the rotation(s).

I1l. Faculty Qualifications and Responsibilities

A. Program Director

There must be a.single program director responsible for the pro-
gram. The department chair must be the program director.
1. Qualifications of the Program Director: .

The program director shall be certified by the American Board of

Anesthesiology or have equivalent qualifications in anesthesiol-

ogy. The program director also must be licensed to practice medi-

cine in the state where the institution that sponsors the program
is located (certain federal programs are exempted) and have an
appointment in good standing to the medical staff of an institu-
tion participating in the program.

The program director must possess faculty experience, leader-
ship, organizational and administrative qualifications, and the
ability to function effectively within an institutional governance.
The program director must have significant academic achieve-
ments in anesthesiology, such as publications, the development
of educational programs, or the conduct of research. Frequent
changes in leadership or long periods of temporary leadership
may adversely affect an educational program and may present se-
rious cause for concerri. When a new director, either permanent
or acting, has been appointed, the RRC must be notified immedi-
ately. The RRC may initiate an inspection of the program in con-
junction with this change when it deems it necessary to ensure
continuing quality.

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 re-
spect to knowledge, skills, and other attributes of residents at
each level of training and for each major rotation or other pro-
gram assignment. This statement must be distributed to resi-
dents 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.

c. Selection and supervision of the teaching staff and other
program personnel at each institution pa1t101patmg in the
program,

d. Supervision 0f 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.

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 description
of the program as requested by the RRC.
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B. Faculty . _

The faculty should have varying interests, capabilities, and back-
grounds, and must include individuals who have specialized exper-
tise in a significant majority of the recognized subspecialties.
Didactic and clinical teaching must be provided by faculty with

" documented interests and expertise in the subspecialty involved.
Fellowship training; several years of practice, primarily within a sub-

specialty; and membership and active participation in national or-
ganizations related to the subspecialty may signify expertise.

There must be a sufficient number of teaching staff with docu-
mented qualifications to instruct and supervise adequately all 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 day of the week. In the
clinical setting, faculty members should not direct anesthesia for
more than two locations anesthetizing simultaneously.

All members of the téaching 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
of the program.

Teaching by residents of medical students and junior residents
represents a valid learning experience. However, the use of a resi-
dent as an instructor of junior residents must not substitute for ex-
perienced faculty.

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. )

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 physicians. In-

terference may result from dilution of faculty effort, dilution of the
available teaching experience, or downgrading of didactic material.
Clinical instruction of residents by nonphysician personnel is inap-
propriate, as is excessive supetvision of such personnel by resident
staff. :

IV. Facilities and Resources

There must be adequate space and equipment for the educational
program, including meeting rooms, classrooms with visual and
other educational aids, study areas for residents, office space for

teaching staff, diagnostic and therapeutic facilities, laboratory facili-
ties, and computer support. The institution shouild provide appropri-

ate on-call facilities for male and female residents and faculty.
There must be a department library. This 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 during
nights and weekends. Residents must also have ready access to a
niajor medical library, either at the institution where the residents
are located or through arrangements with convenient nearby insti-
tutions. Library services should include electronic retrieval of infor-
mation from medical databases. There must be access to an on-site

library or to a collection of appropriate texts and journals in each in-

stitution participating in a residency program. On-site libraries
and/or collections of texts and journals must be readily available
during nights and weekends.

Program Requirements for Residency Education in Anesthesiology

V. The Educational Program

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.

A. Program Design

" The program must demonstrate a judicious balance between didac-

tic presentations and clinical care obligations. Clinical responsibili-

ties must not prevent the resident from participating in the

requisite didactic activities and formal instruction. The ultimate
goal is to produce a consultant anesthesiologist who relates confi-

dently and appropriately to other specialists in addition to being a

competent clinical anesthesiologist.

1. Clinical Base Year. A minimum of 4 years of graduate medical edu-
cation is necessary to train a physician in the field of anesthesiol-
ogy. Three years of the training must be in clinical anesthesia.
One year of the total training must be the Clinical Base Year,
which should provide the resident with 12 months of broad clini-
cal education in medical disciplines, of which a maximum of only
1 month may be in anesthesia-related experience. The Clinical
Base Year is usually the first year of graduate medical education.
If an accredited anesthesiology program offers this year of train-
ing, the RRC will verify that the content is acceptable, ie, train-
ing in internal medicine, pediatrics, surgery or a surgical
specialty, obstetrics and gynecology, neurology, family practice,
or any combination of these. When the parent institution pro-
vides the Clinical Base Year, the anesthesiology program director
should approve the rotations for individual residents and should
have general oversight for rotations on the services that are used
for the Clinical Base Year.

2. CA-1 to 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 include preoperative
evaluation and management, intraoperative care and postopera-

_ tive evaluation, and all aspects of perioperative care. The clinical
training must progressively challenge the resident’s intellect and
technical skills and must provide experience in direct and pro-
gressively responsible patient management. As the resident ad-
vances through training, she or he should have the opportunity to
learn to plan and to administer anesthesia care for patients with
more severe and complicated diseases as well as patients who un-
dergo more complex surgical procedures. The training must cul-
minate in sufficiently independent responsibility for clinical
decision making and patient care so that the program is as-
sured that the graduating resident has achieved the ability to
execute sound clinical judgment and function as a consultant in
anesthesiology.

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 basic anesthesia 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 evidence of direct faculty involvement with
tutorials, lectures, and clinical supervision of beginning residents.

Anesthesiology encompasses the theoretical background 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 ob-
stetric anesthesia, pediatric anesthesia, neuroanesthesia, cardio-
thoracic anesthesia, and pain management, and a 2-month
rotation in critical care. In addition, a delineated experience is
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Program Requirements for Residency Education in Anesthesiology

required for anesthesia for ambulatory surgical patients and for
the postanesthesia care unit, not necessarily in a continuum but
equivalent to 1 month for each. The program director may deter-
mine the sequencing of these rotations. The resident should be
evaluated following each rotation, and the written evaluations
should be maintained in each resident’s file. There must be a
written description 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. ’

The CA-3 year consists of experience in advanced anesthesia
training. The program must have the resources and an organized
plan to provide the Advanced Clirical Track, the Subspecialty
Clinical Track, and the Clinical Scientist Track. The program di-
rector, in collaboration with the resident, will select one of the
three tracks. Regardless of the track selected, resident assign-

ments in the CA-3 year must include difficult or complex anesthe-

sia procedures and the care of seriously ill patients. These tracks
must not compromise the learning opportunities for the CA-1
and CA-2 residents.
a. Description of the Three Tracks:
(1) The Advanced Clinical Track. The track must provide a
minimum of 6 months’ experience in advanced and com-

plex anesthesia assignments. The remaining 6 months may -

be in one to three selected subspecialty rotations; alterna-

tively, additional complex clinical anesthesia assignments

may be offered. A curriculum describing the goals and ob-
- jectives of this track must be on file in the department.

(2) The Subspecialty Clinical Track. Nine to 12 months’ experi-
ence in one subspecialty rotation along with up to 3
months of advanced experience may be offered. Alterna-
tively, 6 months' experience in each of two subspecialty ro-
tations may be offered. Such rotations may include some
time assigned to medical or surgical activities directly re- -
lated to the anesthesia subspecialty. The curriculum must
be distinct from the CA-1 and CA-2 years’ subspecialty cur-
ricula and reflect increased responsibility and opportunity.
A curriculum specific to each of the subspecialty programs
offered must be on file in the department.

(3) The Clinical Scientist Track consists of a combination of ad-

vanced clinical assignments and investigative work. 1t
must offer 6 months’ experience in advanced and complex
clinical anesthesia assignments or, alternatively, in one se-
lected anesthesia subspecialty rotation. The curriculum for
the 6 months of clinical experience must comply and be
consistent with the Advanced or Subspecialty Clinical
Track rotations. The remaining 6 months will be devoted to
laboratory or clinical investigation. A curriculum describ-
ing the goals and objectives of this track must be on file in
the department.

B. Clinical Components

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 management. The

following list represents the minimum clinical experience that

should be obtained by each resident in the program. Although the

minimum requirements are for the CA-1 through CA-3 years, the ma-

jority of these should be accomplished in the CA-1 and CA-2 years.
1. Forty anesthetics for vaginal delivery personally performed by

residents; evidence of direct involvement in cases involving high-

risk obstetrics, as well as a minimum of 20 cesarean sections, in-
cluding some administered under general anesthesia

2. Anesthesia for 100 children under the age of 12, including anes-
thesia for 15 infants less than 1 year of age, including infants
less than 45 weeks postconceptual age

3. Anesthesia for 20 patients undergoing surgical procedures involv-
ing cardiopulmonary bypass

4. Twenty other major vascular cases

5. Twenty intrathoracic (thoracotomy, thoracoscopy) noncardiac
cases$

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

7. Management of a minimum of 100 patients undergoing ambula-
tory surgery

8. Fifty epidural anesthetics for patients undergoing surgical proce-
dures, including cesarean-sections )

9. Fifty subarachnoid blocks performed for patients undergoing sur-
gical procedures _

10. Forty peripheral nerve blocks for patients undergoing surgical
procedures other than those described above

11. Twenty-five nerve blocks for management of patients with acute,
chronic, and cancer pain disorders

12. Documented involvement of anesthesia residents in the manage-
ment of acute postoperative pain, including familiarity with pa-
tient-controlled intravenous techniques, neuraxial blockade,
and other pain-control modalities

13. Significant experience with certain specialized techniques for
airway management (such as fiberoptic intubation, double lu-
men endotracheal tube placement, and laryngeal mask airway
management), central vein catheter placement, pulmonary ar-
tery catheter placement, peripheral artery cannulation, evoked
potentials, and electroencephalography

14. Structured postanesthesia care experience of at least 1 month’s
duration; must involve direct care of patients in the postanesthe-
sia-care unit and responsibilities for management of pain,
hemodynamic changes, and emergencies related to the postan-
esthesia-care unit; designated faculty must be readily and consis-
tently available for consultation and teaching

15. Critical care rotation, to include active participation in patient
care by anesthesia residents in an educational environment in
which participation and care extend beyond ventilatory manage-
ment; active involvement by anesthesiology faculty experienced
in the practice and teaching of critical care (This training must
take place in units in which the majority of patients have multi-
system disease. The postanesthesia-care unit experlence does
not satisfy this requirement.)

"16. Appropriate didactic instruction and sufficient clinical experi-

ence in managing problems of the geriatric population

C. 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 in-
cluded in the curriculum and should address issues such as operat-
ing 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
conferences 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.
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D. Resident Policies

1. Programs will be reviewed for assurance that they provide an ap-
propriate balance between the number of residents in training
and the educational resources available to them. 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. Such approval
will require documentation that the available clinical resources
and faculty remain in compliance with the requirements.

2. Duty Hours and Conditions of Work -
While the actual number of hours worked by residents may vary,
residents should have sufficient off-duty time to avoid undue fa-
tigue and stress. The program director must monitor on-duty
schedules for residents to ensure that these assignments do not
interfere with education, performance, or clinical care and judg-
ment. The monitoring should ensure -
a. 1 full day out of 7 free of program duties;
b. on average, on call no more than every third night;
c.. adequate backup if patient care needs create resident fatigue

sufficient to jeopardize patient care or resident welfare during
or following on-call periods;

d. that residents do not administer anesthesia on the day after in-

house overnight call;

e. that during on-call hours residents are provrded with adequate
sleeping, lounge, and food facilities;

f. that support services are such that residents do not spend an in-
ordinate amount of time in noneducational activities that can
be properly discharged by other personnel,

Formal written policies on these matters should be estab-
lished. Formal educational activity shall have high priority in the
allotment of the resident’s time and energles

3. Substance Abuse

The residency program must have a written policy specifically ad-

dressing the needs of anesthesiology and an educational program

regarding substance abuse.

The program director should monitor resident stress, includ-
ing mental or emotional conditions inhibiting performance or
learning, and drug- or alcohol-related dysfunction. Program direc-
tors and teaching staff should be sensitive to the need for timely
provision of confidential counseling and psychological support
services to residents. Training situations that consistently pro-
duce undesirable stress on residents must be evaluated and
modified.

E. Scholarly Activity

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 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;

3. participation in research, particularly in projects funded following
peer review and/or that result in publications or presentations at
regional and national scientific meetings;

4. active participation in regional or national professional and scien-
tific societies, particularly through presentations at the organiza-
tions' meetings and publication in their journals; .

5. offering of guidance and technical support (eg, research design,
statistical analysis) for residents involved in scholarly activities.

Do

Program Requirements for Resideﬁcy Education in Anesthesiology

VI. Internal Evaluatiorl

A. Resident Evaluation

The program director is responsible for regular evaluation of resi- |
dents’ knowledge, clinical competence, skills specific to anes-
thesiology management, and overall performance, including the
development of professional attitudes consistent with being a physi-
cian. Evaluations of each resident’s progress and competence must
be conducted at the end of each 6-month period of training. The
subspecialty evaluations as described above are in addition to this
minimum requirement. There must be provision for appropriate
and timely feedback of the content of the evaluations to the trainee.
The program must maintain a permanent record of the evaluation
and counseling process for each resident. Such records must be ac-
cessible to only the resident and other authorized personnel. Resi-
dents should be advanced to positions of higher responsibility only
on the basis of their satisfactory progressive scholarship and profes-

- sional growth. When a resident fails to progress satisfactorily, a writ-

ten plan identifying the problems and addressing how they can be
corrected must be placed in his or her individual file. The plan
should be communicated in writing and in a timely manner to the
resident and should be signed by the resident.

A written final evaluation for each resident who completes the

" program must be provided. 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 profes-
sional ability to practice competently and independently. This final
evaluation should be part of the resident’s permanent record main-
tained by the institution.

B. Program Evaluation

The educational effectiveness of the 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 must
be assessed. There must be opportunity for trainees to evaluate con-
fidentially faculty performance and the educational program. Writ-
ten evaluations by residents should be utilized in this process at
least annually. The teaching staff must be organized and have regu-
lar documented meetings to review program goals and objectives as
well as program effectiveness in achieving them. At least one resi-
dent representative must participate in these reviews.

The teaching staff should evaluate periodically 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
the residents.

Resident participation in the periodic evaluation of patient care
(continuous quality improvement) is mandatory.

The record of its graduates in obtaining certification by the
American Board of Anesthesiology represents one measure of the
quality of a program. The RRC will consider this information as part
of the overall evaluation of the program.

C. Records

A comprehensive anesthesia record must be maintained for each pa-

tient as an ongoing reflection of the drugs administered, the moni-
toring employed, the techniques used, the physiologic variations
observed, the therapy provided as required, and the fluids adminis-
tered. The patient’s medical record should contain evidence of pre-
operative and postoperative anesthesia assessment. When residents
participate in patient care outside the operating room, they should
receive instruction in proper recordkeeping for the activity involved
and the faculty should review their records
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Program Requirements for Residency Education in Anesthesiology

VII. Additional Information

A, 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.

B. Questions relating to educational programs and communication
for the ACGME should be directed to the Executive Secretary,
Residency Review Committee for Anesthesiology, 515 N State St,
Chicago, IL 60610. Inquiries relating to the credentials of individ-
ual applicants for certification should be directed to the secre-
tary of the American Board of Anesthesiology.

ACGME: June 1995 Effective: July 1996

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 Re-

view 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 simultane-
ously a warning to the related subspecialty program that accredita-
tion is in jeopardy. Withdrawal of accreditation of the core program
will result in the simultaneous loss of accreditation of the subspe-
cialty program that functions 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
Jor 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.

Program Requirements for
Residency Education in
Anesthesiology Critical Care
Medicine (Anesthesiology)

Residents must have access to an on-site library or to a collection of
appropriate texts and journals in each institution participating in a
program. -

In addition to the requirements described below, the statements
in the program requirements for the anesthesiology core residency
program concerning program director and faculty qualifications and
responsibilities, research and scholarly activity, and evaluation
mechanisms also pertain to the subspecialty programs in anesthesi-
ology critical care medicine.

I. Introduction

A. Duration and Scope of Training

1. Anesthesiology critical care medicine (ACCM) is a subspecialty of
anesthesiology devoted to the acute and long-term care of criti-
cally ill patients with multiple organ system derangements.

2. Subspecialty training in ACCM shall be a minimum of 12 months
in duration beginning after satisfactory completion of a 4-year
continuum in anesthesiology as required for entry into the exami-
nation system of the American Board of Anesthesiology. As such,
subspecialty training in ACCM is in addition to the minimum re-
quirements set forth in the Program Requirements for the core
program in anesthesiology. At least 9 months of training in ACCM
should be spent in care of critically ill patients in intensive care
units (ICUs). The remaining months may be spent in meeting the
objectives described below (see Section LB). .

3. Subspecialty training in ACCM should comprise 12 continuous
months and there may be no more than one interruption of this
period so that educational continuity may be maintained.

4. 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
ACGME. Therefore, subspecialty training in ACCM can occur only
in institutions where there are ACGME-accredited residency pro-
grams in anesthesiology, or in institutions related by formal
agreement to the core program. In addition, there must be
ACGME-accredited core residencies in general surgery and inter-
nal medicine,

5. The subspecialty program must function in conjunction with the
core program in anesthesiology. The lines of responsibility be-
tween resident staffs in both the core program and the subspe-
cialty program must be clearly delineated.

6. Subspecialty training in ACCM will occur principally in areas of
the hospital commonly characterized as 1CUs. Such ICUs are ca-
pable of providing acute and long-term life support of patients
with multiple organ system derangements. Examples of ICUs in-
clude, but are not limited to, multidiscipline, surgical, medical,
neonatal and pediatric, high-risk pregnancy, neurosurgical,
trauma, and burn units.

7. There should be an institutional policy governing the educational
resources committed to critical care programs assuring 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.

B. Objectives

1. The subspecialty program in ACCM must be structured to provide
resources necessary to assure optimal patient care while provid-
ing its trainees the opportunity to develop skills in clinical care
-and judgment, teaching, administration, and research.

2. Exposure should be provided to a wide variety of clinical problems
in adult and pediatric patients necessary for the development of
broad clinical skills required for a subspecialist in CCM.

II. Personnel

A. Program Director

1. The program director of subspecialty training in ACCM must be
an anesthesiologist who is certified in critical care medicine

v
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Program Requirements for Residency Education in Anesthesiology Critical Care Medicine (Anesthesiology)

(CCM) by the American Board of Anesthesiology or who has ob-,
tained equivalent training and experience in critical care medi-
cine. The subspecialty program director has responsibility for the
‘teaching program in ACCM subject to the approval of the direc-
tor of the core residency training program in anesthesiology.

2. The medical director of the ICU may be someone other than the
subspecialty program director in ACCM. Recognizing the institu-
tional and multidisciplinary nature of CCM, the specialty of ori-
gin of the medical director of the ICU is not as important as the
provision that such an individual be certified in CCM and repre-
sent the best qualified person within the institution. However,
the ACCM program director must be an associate director or co-
director of the ICU(s) in which ACCM training occurs so that
he/she can function in an educationally and clinically effective
manner.

3. The ACCM program director must devote sufficient time to pro-
vide adequate leadership to the program and supervision for the
trainees. This responsibility also includes active participation in
the selection of subspecialty trainees and faculty with suitable
qualifications in CCM.

B. Teaching Staff

1. There must be evidence of active participation by qualified anes-
thesiologists with a continuous and meaningful role in the sub-
specialty training program. Faculty involved in teaching
subspecialty trainees in ACCM must possess expertise in the care
of critically ill patients. It is recognized that such expertise will
often cross specialty boundaries emphasizing the importance of
collegial relationships and consultation between the CCM pro-
gram director and faculty from other disciplines including, but
not limited to, surgery and its subspecialties, internal medicine
and its subspecialties, pediatrics, obstetrics and gynecology, pa-
thology, and radiology. Where appropriate, supervision and teach-
ing by faculty in these disciplines should be integrated into the
teaching program for subspecialty trainees in ACCM.

2. Faculty and the CCM program director responsible for teaching
subspecialty trainees in ACCM must maintain an active role in
scholarly pursuits as evidenced by participation in continuing
medical education at local and national meetings, as well as
involvement in research as it pertains to care of critically ill
patients.

3. Although the number of faculty involved in teaching trainees in
ACCM will vary, it is recommended that at least three anesthesi-
ology faculty be involved and that these be equal to two full-time
equivalents, including the program director.

l1l. Clinical and Educational Facilities and
Resources

A. An ICU must be located in a designated area within the hospital
and designed specifically for care of critically ill patients.

B. Adequate numbers of specially trained nurses plus technicians
with expertise in biomedical engineering and respiratory therapy
must be available.

C. In order to provide sufficient range of exposure, an ICU that aver-
ages a census of at least five patients for each subspecialty
trainee in ACCM is recommended.

D. Appropriate monitoring and life-support equipment must be read-
ily available and representative of current levels of technology.

E. There should be readily available, at all times, facilities to provide
laboratory measurements pertinent to care of critically ill pa-
tients with multiple organ system derangements. These include,
but are not limited to, measurement of blood chemistries, blood
gases and pH, culture and sensitivity, toxicology, and analysis of
plasma drug concentrations.

F. Facilities for special radiologic imaging procedures and echo-

cardiography are essential. _

G. Conveniently located library facilities, and space for research and

teaching conferences in CCM, are essential.

IV. Educational Program
A. The subspecialty trainee in ACCM should gain clinical experience

C.

in the following areas: .
1. Airway maintenance
2. Mechanical ventilation of the lungs
3. Emergency and therapeutic treatment of pneumothorax re-
quiring placement of chest tubes
4. Emergency and therapeutic treatment requiring fiberoptic
laryngotracheobronchoscopy
5. Pulmonary function tests
6. Cardiopulmonary resuscitation. The program must provide for
training in advanced cardiac life support, advanced trauma
life support, and pediatric.advanced life support. Residents
must gain certification for this training from the appropriate
agency before the end of the ACCM year if they do not already
possess it.
7. Placement of arterial and venous catheters
8. Emergency and therapeutic placement of artificial trans-
venous cardiac pacemakers ‘
9. Pharmocologic and mechanical support of circulation
10. Monitoring central nervous system function and management
of intracranial hypertension
11. Recognition and treatment of hepatic and renal dysfunction
12. Diagnosis and treatment of sepsis
13. Management of massive fluid and/or blood loss
14. Total parenteral nutrition
15. Bioengineering and monitoring
16. Interpretation of laboratory results
17. Psychiatric effects of critical illness

. The teaching curriculum for the subspecialty trainee in ACCM

should include the following areas:
1. Resuscitation
2. Cardiovascular physiology, pathology, pathophysiology, and
therapy :
3. Respiratory physiology, pathology, pathophysiology, and
therapy )
4. Renal physiology, pathology, pathophysiology, and therapy
5. Central nervous system physiology, pathology, pathophysiology,
and therapy
6. Metabolic and endocrine effects of critical illness
7. Infectious disease physiology, pathology, pathophysiology, and
therapy
8. Hematologic disorders secondary to critical illness
9. Gastrointestinal, genitourinary, and obstetric-gynecologic
acute disorders
10. Trauma, including burns
11. Monitoring, bioengineering, biostatistics
12. Life-threatening pediatric conditions
13. Administrative and management principles and techniques
14. Transport of critically ill patients '
15. Pharmacokinetics and dynamics; drug metabolism and excre-
tion in critical illness
16. Ethical and legal aspects
The subspecialty training program in ACCM must provide the op-
portunity for active trainee participation in research projects per-
tinent to critical care medicine. Subspecialty trainees should be
instructed in the design and interpretation of research studies,
evaluation of investigation methods and interpretation of data,
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Program Requirements for Residency Education in Anesthesiology Critical Care Medicine (Anesthesiology)

and should have the opportunity to develop competence in criti-
cal assessment of new therapies and of the medical literature.

D. Subspecialty trainees in ACCM should become experienced in
teaching principles of critical care medicine to other resident
physicians, medical students, and health care professionals. This
experience should correlate basic biomedical knowledge with .
clinical aspects of critical care medicine, including the integra-
tion of clinical management principles appllcable to patients of
all age groups.

E. In preparation for roles as consultants to other specialists, the
subspecialty trainee in ACCM must have the opportunity to.pro-
vide consultation under the direction of faculty responsible for
teaching in the ACCM program.

F. Subspecialty trainees in ACCM should gain experience in the ad-
ministration of an ICU as related to appointment and training of
nonphysician personnel, establishment of policies regulating
functioning of the ICU, and coordination of the activities of the
1CU with other in-hospital units.

G. Subspecialty conferences, including mortality and morbidity con-

ferences, journal reviews, and research seminars, must be regu-
larly scheduled. Active participation of the subspecialty trainee
in ACCM in the planning and production of these conferences is
essential. Attendance at multidisciplinary conferences is encour-
aged, with particular attention given to those conferences rele-
vant to CCM.

V. Evaluation

A. 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 monthsand 12
months of training. These evaluations should include intellectual
abilities, manual skills, -attitudes, and interpersonal relation-
ships, 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 satisfac-
tory evaluation at 12 months to receive credit for training.

B. There must be written feedback of these evaluations to the sub-
specialty trainee.

C. Written and confidential evaluation of CCM faculty performance
by the resident must take place once a year.

D. Written evaluations of patient care and subspecialty training ob-
jectives are required annually.

ACGME: February 1995 Effective: January 1996

Program Requirements for
Residency Education in Pain
Management (Anesthesiology)

In addition to the requirements described below, the statements in
the Program Requirements for the anesthesiology core residency
program concerning program director and faculty qualifications .
and responsibilities, research and scholarly activity, and evaluation
mechanisms also pertain to the subspecialty programs in pain
management. )

l. Introduction

A. Duration and Scope of Training

1. The management of acute and chronic pain syndromes is a com-
plex matter involving many areas of interest and medical disci-
plines. The coordination of many talents enters into a successful
program of pain management.

2.. Subspecialty training in pain management shall be 12 months in

duration, beginning after satisfactory completion of a core resi-

. dency program relevant to pain management. The majority of the
12 months of training in pain management must be spent in the
care of patients with acute, chronic, and/or cancer pain problems.

3. Because pain management is an intensive continuum of training,
it should not be interrupted by frequent and/or prolonged peri-
ods of absence.

4. Accreditation of a subspecialty program in pain management will
be granted only when the program is administratively attached to
a core residency program accredited by the Accreditation Coun-
cil for Graduate Medical Education (ACGME). Therefore, subspe-
cialty training in pain management can occur only in institutions
where there are ACGME-accredited residency programs in an ap-
propriate specialty or in institutions related by formal agreement
to the core program.

5. There must be close cooperation between the core program and
the subspecialty training program. The lines of responsibilities
between resident staffs in the core program and the subspecialty
program must be clearly delineated.

6. Subspecialty training in pain management will include experience
in both inpatient and outpatient facilities.

7. Because pain management is a multidisciplinary approach to a
common problem, there should be an institutional policy govern-
ing the educational resources committed to pain management en- .
suring cooperation of all involved disciplines.

B. Objectives .

1. The subspecialty program in pain management must be struc-
tured to ensure optimal patient care while providing trainees the
opportunity to develop skills in clinical care, clinical Judgment
teaching, administration, and research.

2. Exposure should be pr0v1ded to a wide variety of clinical pain
problems necessary for the development of broad clinical skills
and knowledge required for a-specialist in pain management.

Il. Personnel

A. Program Director

The program director of subspecialty training in pain management
must be a physician who is certified in pain management by an
American Board of Medical Specialties (ABMS) member board or
who has obtained equivalent training and experience in pain man-
agement. 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. The program director
must devote sufficient time to provide adequate leadership to the
program and supervision to the trainees. This responsibility also in-
cludes active participation in the selection of subspecialty trainees
and faculty with suitable qualification in pain management. -

B. Medical Director

The medical director of the pain management service may be some-
one other than the subspecialty program director. Recognizing the
institutional and multidisciplinary nature of pain management, the
specialty of origin 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. Facuity _

1. Qualified physicians with expertise in pain management must
have a continuous and meaningful role in the subspecialty train-
ing program. Faculty involved in teaching subspecialty trainees
in pain management must possess expertise in the care of pa-
tients with acute, chronic, and/or cancer pain problems. Such
expertise frequently crosses specialty boundaries. Thus, the pro-
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Program Reguirements for Residency Education in Pain Management {Anesthesiology)

gram is encouraged to include faculty from other ABMS-recog-
nized medical specialties involved in pain management. Where
appropriate, supervision and teaching by faculty in these and
other disciplines should be incorporated into the teaching pro-
gram for subspecialty trainees in pain management. Faculty and
the pain management program director must maintain an active
role in scholarly pursuits pertaining to pain patients. Participa-
tion in continuing medical education is mandatory.

2. It is recommended that at least three faculty be involved in teach-

ing pain management trainees and that these be equal to, or
greater than, two full-time equivalents. A ratio of one full-time
equivalent faculty member to two subspecialty trainees shall be
maintained. The RRC understands by full-time that the faculty
member devotes essentially all professional time to the program.

fIl. Clinical and Educational Fac|||t|es
and Resources

A. A pain management center (clinic) must be located w1th1n a hos-
pital/medical office complex and must be designed specifically
for the management of pain patients.

B. Adequate allied health staff and other support personnel must be
available.

C. There must be a minimum of 100 new patients per year with
acute, chronic, or cancer pain problems available per trainee.

D. Appropriate monitoring and life-support equipment must be read-

ily available wherever invasive pain management procedures are
performed.

E. The following functions and support mfra.structure must be
available:
1. Appropriate laboratory facilities
2. Appropriate radiologic imaging facilities
3. Psychiatric/psychological services, including behavioral

modification

. Physical and/or occupational therapy

. Social services

. Medical record keeping

=] SO

tary, etc)
8 Appropriate electrodiagnostic facilities
F. Conveniently located library facilities and space for research and
teaching conferences in pain management are essential.
G. There must be ready access to consultation from other disciplines
involved in pain management.

IV. Curriculum

A. The pain management curriculum must include the following top-
ics in lectures and reading: ,
1. Anatomy and physiology of the pain projection system
2. Epidemiology, economic impact, and sociology of pain
3. Pharmacology of opiates, nonnarcotic analgesics, and non-
steroidal anti-inflammatory agents
4. Pharmacology of centrally acting drugs used in pam
management
5. Measurement and assessment of pain and function
6. Principles of neural stimulation
7. Principles of and indication for diagnostic testing
8. Role of nerve blocks in pain management
9. Role of 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

. Other services as indicated (vocational, nursing, pharmacy, die-

13. Principles and techniques of management of other chromc
pain problems

14. Principles of physical therapy, occupational therapy, and reha— .

bilitation of the chronic pain patient

15. Principles of multidisciplinary approaches to pain manage-

- ment’

16. Management of pain in children

17. Principles and ethics of pain research in humans and animals

18. Organization and management of a pain management center

19. Continuing quality improvement, utilization review, and pro-
gram evaluation

20. Disability assessment and rehabilitation procedures

B. The trainee must become familiar with theory, benefits, indica-
tions, 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, subarachnoid, 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. Isokinetic testing
11. Modality therapy and physical therapy
12. Hypnosis, stress management, and relaxation techmques
13. Chemonucleolysis -
14. Trigeminal ganglionectomy
15. Open and percutaneous cordotomy
16. Rhizotomy
17. Dorsal root entry zone lesions
+18. Peripheral neurectomy and neurolysis
19. Sympathectomy techniques ‘
20. Ablative neurosurgery
. 21. Thalamotomy, medullary tractotomy, cingulotomy
22. Central neuroaugmentative procedures
23. Hypophysectomy

C. The subspecialty training program in pain management must pro-
vide the opportunity for active trainee participation in research
projects pertinent to pain management. Subspecialty trainees
should be instructed in the conduct of scholarly activities, in the
evaluation of investigative methods and interpretation of data,
and should have the opportunity to develop competence in criti-
cal assessment of new therapies and of the medical literature.

D. Subspecialty trainees in pain management must gain experience
in the management of a pain center (clinic) with regard to ap-
pointment and training of nonphysician personnel, establish-
ment of policies relating to management of pain problems, and
coordination of the activities of the pain center w1th other inpa-
tient and outpatient services.

E. In preparation for a role as a consultant, the pain management
trainee must have significant experience in providing consul-
tation under the direction of faculty responsrble for teaching
pain management,

F. Pain management conferences must be held regularly. These
should include morbidity and mortality conferences, journal re-
views, and research seminars. Active participation in the plan-
ning and presentation of these conferences by the pain
management trainee and faculty is essential. Attendance at
multidisciplinary conferences is encouraged.
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Program Requirements for Residency Education in Pain Management (Anesthesiology)

G. The subspecialty trainee in pain management must become expe-

rienced in teaching principles of pain management to resident

physicians, medical students, and other health-care professionals.

H. There must be continuing quality improvement, utilization re-
view, and evaluation.

V. Trainee Duty Hours

While the actual number of hours worked by subspecialty trainees
may vary, trainees should have sufficient off-duty time to avoid un-
due fatigue and stress. It is recommended that trainees should be
allowed to spend, on average, at least 1 full day out of 7 away from
the hospital, and should be assigned on-call duty in the hospital no
more frequently than, on average, every third night. The program di-
rector is responsible for monitoring on-duty assignments for train-
ees to ensure adherence to this recommendation.

VI. Evaluation

A. Faculty responsible for teaching subspecialty trainees'in pain
management must provide critical evaluations of each trainee’s

progress and competence to the pain management program direc-
tor at the end of 6 months and 12 months of training. These evalu-

ations must include character skills, fund of knowledge, clinical
competence, general medical skills, and specific skills in pain
management.

B. There must be provision for appropriate feedback of the content
of these evaluations to the pain management trainee.

C. There must be opportunity for trainees to evaluate pain manage-
ment faculty performance.

D. Periodic evaluation of patient care (quality assurance) is
mandatory.

E. Periodic evaluation of subspecialty trammg objectives is
encouraged.

VII. Other o |

Those who plan to seek certification should contact the appropriate
ABMS member board regarding the requirements for certification.

ACGME: June 1992 Effective: July 1995

Program Requirements for
Residency Education in Pediatric
Anesthesiology (Anesthesiology)

I. Introduction

A. Definition and Scope of the Specialty

Pediatric anesthesiology is the subspecialty of anesthesiology
devoted 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
"examination system of the American Board of Anesthesiology. Sub-
specialty training in pediatric anesthesiology is in addition to the
minimum requirements described in the Program Requirements for
the core program in anestheswlogy

The clinical training in pediatric anesthesiology must be spent in
caring for pediatric patients in the operating rooms, in other anes-
thetizing locations, and in intensive care units. The training will
include experience in providing anesthesia both for inpatient and

\

outpatient surgical procedures and for nonoperative procedures out-
side the operating rooms, as well as preanesthesia preparation and
postanesthesia care, pain management, and advanced life support
for neonates, infants, children, and adolescents.

C. Goals and Objectives

The subspecialty program in pediatric anesthesiology must be struc-
tured to ensure optimal patient care while providing residents the
opportunity to develop skills in clinical care and judgment, teach-
ing, administration, and research. The subspecialist in pediatric
anesthesiology should be proficient not only in providing anesthesia
care for neonates, infants, children, and adolescents undergoing 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 expo-
sure to the wide variety of clinical problems in pediatric patients, as
outlined in V.B., that are necessary for the development of these
clinical skills.

L. Institutional‘Organization

A. Relationship to the Core Residency Program

Accreditation of a subspecialty program in pediatric anesthesiology
will be granted only when the program is associated with a core resi-
dency program in anesthesiology that is accredited by the Accredita-
tion Council for Graduate Medical Education (ACGME). Therefore,
subspecialty training in pediatric anesthesiology can occur only in
an institution in which there is an ACGME-accredited residency pro-
gram in anesthesiology or in an institution related to a core pro- -
gram by a formal integration agreement. The director of the core
anesthesiology residency program is responsible for the appoint-
ment of the director of the pediatric anesthesiology subspecialty
program and determines the activities of the appointee and the
duration of the appointment.

There must be close cooperation between the core program and
the subspecialty training program. The division of responsibilities
between residents in the core program and those in the subspe .
cialty program must be clearly delineated.

B. Institutional Policy

There should be an institutional policy governing the educational
resources committed to pediatric anesthesiology programs.

lll. Faculty Qualifications and Responsibilities

A. Program Director -

1. Qualifications of the Program Director
The program director in pediatric anesthesiology must be an
anesthesiologist who is certified by the American Board of Anes-
thesiology 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 appointment
in good standing to the medical staff of an institution participat-
ing in the program. He/she must have training and/or experience
in providing anesthesia care for pediatric patients beyond the
requirement for completion of a core anesthesiology residency.
The program director in pediatric anesthesiology has responsibil-
ity for the training program subject to the approval of the pro-
gram director of the core residency training program in
anesthesiology. He/she must devote sufficient time to provide ade-
quate leadership to the program and supervision for the resi-
dents. The clinical director of the pediatric anesthesiology
service may be someone other than the program director.

2. Responsibilities of the Program Director
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Program Requirements for Residency Education in Pediatric Anesthes.iology {Anesthesiology)

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 distrib-
uted 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 -
accordance with institutional and departmental policies and
procedures.

c. 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 members of the
program staff. Residents must be provided with prompt, reli-
able systems for communication and interaction with supervi-
sory physicians.

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 description
of the program, as requested by the Residency Review Commit-
tee (RRC).

B. 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/or expertise in pediatric anesthesiology be-
yond the requirement for completion of a core anesthesiology
residency. The faculty must possess expertise in the care of pediat-
ric 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 con-
tinuing 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 newborns and older children.

B. An emergency department in which children of all ages can be ef-
fectively managed 24 hours a day.

C. Operating rooms adequately designed and equipped for the man-
agement of pediatric patients. A postanesthesia care area ade-
quately designed and equipped for the management of pediatric
patients must be located near the operating room suite.

D. Pediatric surgical patients in sufficient volume and variety to pro-
vide a broad educational experience for the program. Surgeons
with special pediatric training and/or experience in general sur-
gery, otolaryngology, neurosurgery, GU, ophthalmology, orthope-
dics, and plastic surgery 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 pediatric pa-
-tients. These include but are not limited to measurement of
blood chemistries, blood gases and pH, oxygen saturation, hema-
tocrit/hemoglobin, and clotting function.
H. Conveniently located library facilities and space for research and
teaching conferences in pediatric anesthesiology.

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.
A written statement of the educational objectives must be given to
each resident.

B. Clinical Components
The subspecialty resident in pediatric anesthesiology should gain
clinical experience in the following areas of care of neonates, in-
fants, 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 mas-

sive fluid and/or blood loss
9. 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, solid organ transplantation, and congenital disorders

11. Techniques for administering regional anesthesia for inpatient
and ambulatory surgery in children

12. Sedation or anesthesia for children outside the operating rooms,
including those undergoing radiologic studies and treatment
and acutely ill and severely injured children in the emergency
department

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

16. Diagnosis and perioperative management of congemtal and
- acquired disorders

17. Participation in the care of critically ill infants and children in a
neonatal and/or pediatric intensive care unit .

18. Emergency transport of critically ill patients within the hospital
and between hospitals

19. Psychological support of patients and their families

In preparation for roles as consultants to other specialists, sub- .

specialty 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 facﬂltles are not approprlate

for management of the patlent
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Program Requirements for Residency Education in Pediatric Anesthesiology (Anesthesiology)

C. Didactic Components

The didactic curriculum, provided through lectures and reading,
should include the following areas, with emphasis on developmen-
tal and maturational 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 hepatlc, and central nervous
system physiology, pathophysmlogy, and therapy

4. Metabolic and endocrine effects of surgery and critical illness

5. Infectious disease pathophysiology and therapy

6. Coagulation abnormalities and therapy

7. Normal and abnormal physical and psychological development

8. Trauma, including burn management

9. Congenital anomalies and developmental delay
10. Medical and surgical 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

Subspecialty conferences, including morbidity and mortallty 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.

D. Resident Policies

1. Duty Hours .
While the actual number of hours worked by subspecialty resi-
dents may vary, residents should have sufficient time off to avoid
undue fatigue and stress. It is recommended that residents be
allowed to spend, on average, at least 1 full day out of 7 away
from the hospital and should be assigned on-call duty in the hos-
pital no more frequently than, on average, every fourth night.
The program director is responsible for monitoring the residents’
activities to ensure adherence to this recommendation.

2. Peer Interaction

- Subspecialty residents in pediatric anesthesiology should be-

come experienced in teaching principles of pediatric anesthesiol-

ogy to other resident physicians, medical students, and other
health-care professionals. This experience should correlate basic
biomedical knowledge with clinical aspects of pediatric anesthe-
siology, including the management of patients requiring sedation
outside the operating rooms as well as pain management and life
support. ) '
E. 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 scholarly 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.

F. Additional Required Components

There should be prompt access to 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 subspe-
cialties, such as otolaryngology, GU, neurosurgery, ophthalmology,
and orthopedics, and pediatric radiology are highly desirable.

VI. Evaluation

A. Faculty responsible for teaching subspecialty residents'in pediat-
ric anesthesiology must provide critical evaluations of each resi-
dent’s progress and competence to the pediatric anesthesiology
program director at the end of 6 months and 12 months of train-
ing. These evaluations should include attitude, interpersonal rela-
tionships, fund of knowledge, manual skills, patient
management, decision-making skills, and critical analysis of clini-
cal situations. 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 pediatric anesthesiology must obtain overall satisfactory evalu-
ations at completion of 12 months of trammg to receive credit for
training.

B. There must be a regular opportunity for residents to provide writ- '
ten, confidential evaluation of the faculty and program.

C. Periodic evaluation of patient care (quality assurance) is manda-
tory. Subspecialty residents in pediatric anesthesiology should be
involved in continuous quality improvement, utilization review,
and risk management.

D. Periodic evaluation of subspecialty training objectives is encour-
aged.

ACGME: Febﬁmry 1997  Effective: February 1997
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Program Requirements for
Residency Education in Colon and
Rectal Surgery

I. Introduction

A. 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 5 years of an accredited, graded program
in general surgery. Thus, the residents already should have devel-
oped a satisfactory level of clinical maturity, technical skills, and
surgical judgment that will enable them to begin a residency in co-
lon and rectal surgery for the purpose of specializing in this field of
surgery. The period of training must be 1 year, and the program
_must comply with the Institutional Requirements for residency
training,
B. Program Goals and Objectives
The director and teaching staff of a program must prepare and com-
ply with written educational goals for the program.

C. 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 Colon and Rectal Sur-
gery as part of the regular review process.

2. Participation by any institution providing more than 3 months of
training must be approved by the RRC.

Il. Program Personnel

The program director and the teaching staff are responsible for the
general administration of a 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.

A.Program Director
There must be a single program director responsible for the
program.
L. Qualifications of the program director:
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 pro--

grams are exempted.)
¢. Certification by the American Board of Colon and Rectal Sur-
gery or suitable equivalent qualifications.

d. Appointment in good standing to the medical staff of an institu-

tion participating in the program.
2. Responsibilities of the program director:

a. Full responsibility for the teaching or work done in the depart-
ment or section.

b. 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.

]

Program Requirements for Residency Education in Colon and Rectal Surgery

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

d. Selection and supervision of the teaching staff and other
program personnel at each institution participating in the
program.

e. 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 to all members
of the program staff. Residents must be provided with prompt,
reliable systems for communication and interaction with su-
pervisory physicians.

f. 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 part1c1pat10n of members of the
teaching staff, shall

(1) at least semiannually evaluate the knowledge skills, and
professional growth of the re51dents 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
authorized personnel.

g. 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 resi-
dent’s permanent record maintained by the institution.

"h. Implementation of fair procedures as established by the spon-

soring institution regarding academic discipline and resident
complaints or grievances.

i. Monitoring resident stress, including mental or emotional condl»
tions 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 confiden-
tial counseling and psychological support services to residents.
Training situations that consistently produce undesirable
stress on residents must be evaluated and modified.

j. Preparation of an accurate statistical and narrative description
of the program, as requested by the RRC.

B. Faculty

1

2.

There should be a minimum of two staff members, 1nclud1ng the
program director, who are certified by the American Board of Co-
lon'and Rectal Surgery or possess suitable equivalent qualifica-
tions, and who have significant teaching responsibilities.
Members of the teaching staff must be able to devote sufficient
time to meet their supervisory and teaching responsibilities.

All members must have the necessary interest and ability to per-
form their teaching duties adequately, have sound clinical and
teaching abilities, support the goals and objectives of the pro-
gram, have a commitment to their own continuing medical educa-
tion, and participate 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 coordina-
tion by the program director.
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Program Requirements for Residency Education in Colon and Rectal Surgery

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 thie 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
performance 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.

I1l. Facilities and Resources

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

B. Library services should include the electronic retrieval of informa-

tion 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
texts and journals must be readily available during nights and
weekends.

IV. Educational Program

A. The program should supply the necessary volume and variety of
“colon and rectal surgery to ensure 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. Each resident
-must have ample opportunity and responsibility for the care of
patients with anorectal and colonic diseases.

B. The educational program also must 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.

C. An important aspect of the educational program is training in an
outpatient 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 outpatient clinic of the hospital.

D. Residents in colon and rectal surgery should be given the opportu-

nity to obtain sufficient knowledge of those aspects of anesthesi-
ology, radiology, and pathology that relate to colon and rectal

- surgery to develop overall competence as a specialist. Such train-
ing is best accomplished in cooperation with the departments of
anesthesiology, radiology, and pathology.

E. 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 enterostomal therapists.

F. 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 the following:

L. Active participation of the teaching staff in clinical discussions,

rounds, and conferences in a manner that promotes a spirit of
inquiry and scholarship. Scholarship implies an in-depth un-
derstanding of basic mechanisms of normal and abnormal
states and the application of current knowledge to practice.

2. Participation in journal clubs and research conferences.

3. Active participation in regional or national professional and sci-
entific societies, particularly through presentations at the or-
ganizations’ 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
presentations at regional and national scientific meetings.

5. Offering of guidance and technical support (eg, research de-
sign, statistical analysis) to residents involved in research. .

6. Encouragement of trainees to undertake clinical and/or labora-
tory investigations, to present their research in scientific meet-
ings, and to publish their findings in recognized medical
journals. .

G. Graduate education in colon and rectal surgery requires a com-
mitment to continuity of and excellence in patient care. At the
same time, patients have a right to expect an alert, responsible,
and responsive physician dedicated to delivering effective and ap-
propriate care. The program director, therefore, must ensure su-
pervision of each resident, commensurate with that resident’s
knowledge, skill, and experience and with the complexity of each
patient’s illness. 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 resident
responsibilities and be on call in the hospital no more often than
every third night. The ratio of hours worked and on-call time will
vary at this senior level and, therefore, necessitates flexibility.

H. The resident’s activity outside the educational program should
not be allowed to interfere with his or her performance in the
educational process as defined in the agreement between the in-
stitution and the house officer.

I. There should be a documented semiannual evaluation of the resi-
dent’s performance. Likewise, there should be opportunity for
the resident to evaluate the program and the faculty.

V. 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. ’

VL. Other

A. One measure of the educational quality of a program is the per-
formance of its graduates on the examination of the American
Board of Colon and Rectal Surgery.

~ B.Those who plan to seek certification by the American Board of Co-

lon and Rectal Surgery should communicate with the secretary of
the board prior to beginning their residencies to be certain that
their general surgical training is acceptable as one of the require-
ments for certification.

ACGME: June 1995 Effective: July 1996 ’
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Program Réquirements for
Residency Education in
Dermatology

I. 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 on the specialty of dermatology and training

in research and teaching. Accomplishment of these objectives re-

quires a suitable institutional environment; a cooperative and

supportive administrative authority; a stable financial base; an

enthusiastic, competent, and available staff; an adequate patient
population; modern, efficient equipment and space; and satisfac-
tory 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 Council 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 years 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 der-
matologic 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. Exceptlonally, 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 training in dermatology.

C. The program director and teaching staff must prepare and comply

with written educational goals for the program. All educational

components of a program should be related to program goals.

1. The program design and/or structure must be approved by the -

Residency Review Committee (RRC) as part of the regular re-
view process.

2. Participation by any institution providing more than 6 months
of training in a program must be approved by the RRC.

Il. Institutional Organization

A. The sponsoring institution must ensure the financial, technical,
and moral support and provide the necessary space, facilities,
and supply of patients for the establishment and maintenance of
an approved residency program in dermatology.

Program Requirements for Residency Education in Dermatology.

B. 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.

C. A cooperative relationship with other disciplines in medicine will
result in the most effective implementation of these activities.

D. When the resources of two or more institutions are utilized for
the clinical or basic science education of a resident in dermatol-
ogy, letters of agreement must be approved by the institutional
governing boards.

E. Affiliations should be avoided with institutions that
1. Are at such a distance from the parent institution as to make

resident attendance at rounds and conferences difficult, or
2. Do not add to the educational value of the program.

lll. Program Personnel

The program director and the teaching staff are responsible for the
general administration of a 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.

A. Program Director

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

2. Qualifications of the program director 1nclude

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 pro-
grams are exempted.)

c. Certification by the American Board of Dermatology or suitable
equivalent qualifications.

d. Appointment in good standing to the medical staff of an institu-

tion participating in the program.
3. 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
program personnel at each institution participating in the
program.
d. The supervision of residents in accordance with explicit writ-
ten 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 interac-
tion with supervisory physicians.
e. Regular evaluation of residents’ knowledge, skills, and overall
performance, including the development of professional atti-
tudes consistent with being a physician. The program direc-
tor, with participation of members of the teaching staff, shall:
1. At least 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 hlgher responsibility only
on the basis of evidence of their satisfactory progressive
scholarship and professional growth.
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Program Requirements for Residency Education in Dermatology

4. Maintain a permanent record of evaluation for each resi-
dent and have it accessible to the resident and other
authorized personnel.

f.  The provision of a written final evaluatlon for each resident who
completes the program. The evaluation must include a review
of the resident’s performance during the final period of train-
ing and should verify that the resident has demonstrated suffi-
cient professional ability to practice competently and
independently. This final evaluation should be part of the resi-
dent’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
conditions inhibiting performance or learning and drug- or al-
cohol-related dysfunction. Program directors and teaching
staff should be sensitive to the need for timely provision of
confidential counseling and psychological support services to
residents. Training situations that consistently produce unde-
sirable stress on residents must be evaluated and modified.

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

j. Internal analysis of the training program by the program direc-
tor and his or her staff is essential, in addition to the regular
surveys conducted by the RRC for Dermatology.

k. The program director must notify the secretary of the RRC of
any change in the program, staffing, affiliations, or facilities
that might significantly alter the educational experience.

1. 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 detrimen-
tal effect on the program.

m. A log of surgical procedures performed by residents must be
kept on file and provided on request to the RRC or the site
visitor. Documentation of resident evaluation, institutional
and interinstitutional agreements, resident agreements, and
departmental statistics should be kept on file and provided
on request to the RRC or site visitor. The accurate and com-
plete execution of application forms, progress reports, and re-
plies to other requests from the RRC is the responsibility of
the program director. The care and precision given to these
responses will be taken into consideration in the assessment
of the training program.

n. The program director must ensure that residents are ade-
quately supervised by faculty at all times. Further, resident
duty and on-call assignments must be made in a manner that
ensures that neither education nor quality of patient care is
Jjeopardized by inappropriate resident stress or fatigue. Physi-
cians must have a keen sense of personal responsibility for
continuing patient care and must recognize that their obliga-
tion to patients is not automatically discharged at any given
hour of the day or on any particular day of the week. In no
case should a resident go off duty until the proper care and
welfare of the patients have been ensured. Resident duty
hours and night and weekend call must reflect the concept of
responsibility for patients and provide for adequate patient
care. Residents must not be required regularly to perform ex-
cessively difficult or prolonged duties. When averaged over
4 weeks, residents should spend no more than 80 hours per
week in hospital duties. Residents at all levels should, on aver-
age, have the opportunity to spend at least 1 day out of 7 free

* of hospital duties and should be on call no more often than

every third night. There should be opportunity to rest and
sleep when on call for 24 hours or more.

o. Trainees should be adequately supported to permit their undi-
vided attention to educational and service responsibilities.

p. The program director should advise all residents planning to
seek certification by the American Board of Dermatology to
complete the preliminary registration form of this board and
to communicate directly with the executive director of the
board to be certain that they are in full compliance with the
requirements for certification.

q. The program director must have a full-time commltment to the -
educational program and related activities.

B. Teaching Staff

1. There must be a sufficient number of teaching staff with docu-
mented qualifications to instruct and supervise adequately all
the residents in the program. An instructor-to-trainee ratio of at
least one-to-three is desirable, as is a minimum of two geographic
full-time members of the clinical faculty, one of whom must be
the training director.

2. Members of the teaching staff must be able to devote sufficient
time to meet their supervisory and teaching responsibilities.

3. All members of the teaching staff must demonstrate a strong inter-
est 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.

4. A member of the teaching staff of each partlclpatmg institution
must be designated to assume responsibility for the day-to-day ac-
tivities of the program at that institution, with overall coordina-

“tion by the program director.

5. 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.

6. 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
performance of members of the teaching staff, and the quality of
supervision of residents.

7. 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.

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. Educational Program

A. The training program shall be organized to permit the acquisition
of experience and knowledge of dermatology in a graded and sys-
tematic fashion and ensure continuity of patient care.

B. Didactic training should complement and, when possible, pre-
cede or parallel the clinical activities. Such education should be
organized to follow a curriculum that will ensure resident expo-
sure to the complete range of disorders encountered by the
dermatologist.

C. Appropriate clinical direction and supervision are necessary
throughout the training period. As the experience and confi-
dence of the trainees grow, increasing responsibility for patient
management should be assumed; however, the authority and su-
pervisory role of the staff at all levels of training must prevail.
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D. An equivalent training experience must be ensured for all
trainees. .

E. 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, regional, and
national meetings.

F. Projection equipment and facilities for reviewing and taking clini-
cal photographs should be provided.

G. A library containing the essential texts, journals, and other learn-
ing resources should be an integral part of each training area.

H. Space should also be made available for dermatology confer-
ences, preferably dedicated for that purpose.

1. Avital part of the residency program is the structured study of the
basic sciences related to dermatology, including allergy, anatomy,
bacteriology, biochemistry, embryology, entomology, genetics, his-
tology, immunology, mycology, oncology, parasitology, pathology,
pharmacology, photobiology, physiology, serology, virology, and ba-
sic principles of therapy by physical agents. In addition, the struc-
tured study should include the basic medical sciences and
principles that underlie dermatologic surgery and therapy by
physical agents. Particular emphasis should be placed upon der-
matologic microbiology, dermatopathology, and immunodermatol-
ogy. There should be a well-organized course of instruction and
range of experience in these three disciplines. The derma-
topathology training should be directed by a physician with spe-
cial qualification, or its equivalent, in dermatopathology.

J. 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-
cilitiesfor microscopic analysis of biologic specimens (eg, fungal
and ectoparasite scrapings, Tzanck preparations, immunofluores-
cence, darkfield examinations), culture for microbes (eg, fungi,
bacteria, viruses), and interpretation of histologic specimens by
light and electron microscopy should be conveniently available.

K. 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, der-
matopathology, clinical pathology, parasitology, patch testing,
photobiology, physiotherapy, and topical and systemic pharma-
cotherapy and microbiology, including sexually transmitted dis-
eases. Among these disciplines, dermatologic surgery should be
given special emphasis in the organization and implementation
of the training program. The surgical training should be directed
by faculty who have had advanced training in dermatologic sur-

“gery. Dermatologic surgical training should include electrosur-
gery, cryosurgery, laser surgery, nail surgery, biopsy techniques,
and excisional surgery with appropriate closures, including small

" flaps and grafts when indicated. _

L. 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 facilities
that permit the use of modern diagnostic and therapeutic tech-
niques in the care of these patients should be provided. Inpa-
tient 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 sys-
temic disease. Dermatology staff and residents must have pri-
mary rather than consultant responsibility for patients they

Pragram Requirements for Residency Education in Dermatology

hospitalize with dermatologic illnesses. Properly supervised expe-
rience with appropriate follow-up in the provision of consultation
to other services whose patients manifest skin diseases as secon-
dary diagnoses is also necessary. The keeping of complete and ac-
curate 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 derma-
tologic surgery, electrosurgery, phototherapy, cryosurgery, applica-
tion of topical medicaments and dressings, physiotherapy,
radiotherapy, and appropriate epicutaneous and intradermal test-
ing, phototesting, and other diagnostic procedures.

M. 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. ‘
Furthermore, some of these procedures or techniques may not be
available in their programs. Among these techniques are proce-
dures such as hair transplantation, dermabrasion, Mohs mi-
crographic surgery, and tissue augmentation. The physical
modalities are especially notable, since an understanding of the
basic properties of the electromagnetic spectrum is needed for -
the resident to become knowledgeable about the effects of vari-
ous forms of this energy in the cause of disease and about its use
in dermatologic diagnosis and therapy. Electron beam, x-ray,
grenz 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 ensure that the trainee has re-
ceived appropriate instruction concerning the disease implica-
tion and therapeutic application of these energy sources.

N. Training must be provided in cutaneous allergy and immunology

and in sexually transmitted diseases. Training should also 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.

0. Experience in teaching dermatology to other residents, medicat

students, nurses, and/or allied health personnel is an important
element of the residency program. In addition, trainees should,
when possible, be given selected administrative responsibility

commensurate with their interests, abilities, and qualifications.

V. Program Research and Scholarly Activity
A. 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.

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 discussions,

rounds, and conferences in a manner that promotes a spirit of
inquiry and scholarship. Scholarship implies an in-depth un-
derstanding of basic mechanisms of normal and abnormal
states and the application of current knowledge to practice.

2. Participation in journal clubs and research conferences.

3. Active participation in regional or national professional and sci-
entific societies, particularly through presentations at the or-
ganizations' meetings and publication 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.
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Program Requirements for Residency Education in Dermatology

5. Offering of guidance and technical support (eg, research de-
sign, statistical analysis) for residents involved in research.

6. Provision of support for resident participation in scholarly
activities.

~ C. Residents must have ready access to a major medical llbrary,

_ either at the institution where the residents are located or
through arrangement with convenient nearby institutions. Li-
brary services should include the electronic retrieval of informa-
tion from medical databases.

D. 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
texts and journals must be readily available during nights and
weekends.

VI. Evaluation

A. Periodic in-training evaluation of trainees should be carried out
to ensure that the trainee is making satisfactory progress. Both
formal examinations and performance ratings by the faculty can
be utilized, and the trainee should be personally apprised of his
or her strengths and weaknesses at appropriate intervals at least
twice annually. Completion by the program director of resident
yearly report forms, such as those requested by the American
Board of Dermatology and other certifying boards, is an impor-
tant part of this evaluation process.

B. 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
residents must be assessed. Written evaluations by residents
should be utilized in this process.

C. One measure of the quality of a program is the performance of its
graduates on the certifying examination of the American Board
of Dermatology.

ACGME: September 1990 Effective: July 1995

Program Requirements for
Residency Educationin
Dermatopathology (Dermatology)

I. 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 competence of a der-
matopathologist.

C. Programs must provide organized education in all current aspects
of dermatopathology, including basic science, laboratory proce-
dures, 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 a 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-accred-
ited residency in either dermatology or pathology.

F. For all dermatopathology residents, 50% of their education should
be devoted to the study of dermatopathology, as outlined in
I1.A.1. For those who have completed a pathology residency, 50%
of the 1-year program should be education in clinical dermatol-
ogy provided by the dermatology teaching staff. For those who
have completed a dermatology residency, 50% of the program
should be education in anatomic pathology provided by the pa-
thology 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, residents, and members of the teach-
ing staff. All educational components of the program should be
related 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.

L. Participation by any institution providing more than 2 months of
training in the program must be approved by the subcommittee
for dermatopathology.

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
by residents must be assessed. Written evaluations by residents
should be utilized in this process.

II. Educational Program

A. Curriculum

1. Programs should be structured so that residents are involved in
dermatopathology throughout the year. The program mygst in-
clude didactic instruction and practical experience in the diagno-
sis of skin disorders by direct inspection and by histological,
histochemical, immunological, ultrastructural, molecular, micro-
biological, and other related techniques. Relevant aspects of my-
cology, bacteriology, and entomology should be included.

2. Dermatopathology residents must be given clearly defined assign-
ments and increasing responsibility as they progress through the
program.

3. The program must provide a sufficient volume and variety of der-
matopathology specimens (at least 5,000 new accessions per resi-
dent per year) and other educational material for the resident to
acquire the qualifications of a consultant in dermatopathology.

4. The program must provide the resident with the experience re-
quired to set up and to operate a dermatopathology laboratory
and to supervise and train laboratory personnel.

5. All dermatopathology residents should participate in patient ex-
amination and autopsies appropriate to dermatopathology. Resi-
dents who are pathologists must participate in the examination
of at least 1,000 dermatology patients.

6. Dermatopathology residents who are dermatologists must have ex-
posure to autopsy and surgical pathology. This experience should
emphasize contemporary diagnostic techniques and require at-
tendance at autopsy and surgical pathology conferences, the re-
view of slide sets of diseases relevant to dermatopathology, and
participation in autopsies.

B. Educational Activities

1. Lectures, tutorials, seminars, and conferences with clinical serv-
ices must be regularly scheduled and held.
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Program Requirements for Residency Education in Dermatopathology (Dermatology)

2. Instruction should include the use of study sets and files of usual
and unusual cases and other educational materials.

lil. Program Personnel

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,
counseling, evaluation, and advancement of residents and the main-
tenance of records related to program accreditation.

A. Program Director

1. The program director must be responsible for and have the author-

ity to conduct the training program effectively. He or she must de-

vote sufficient time to the program to ensure the implementation .

of sound administrative practices and the provision: of adequate

facilities, teaching staff, resident staff, and educational resource

materials.

2. A program involving two or more participating institutions must
have a single director with authority for the supervision and coor-
dination of the portions of the program carried out at each
institution.

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 pro-
grams are exempted.)

c. Certification in dermatopathology by the American Board of
Dermatology or American Board of Pathology, or suitable
equivalent qualifications.

d. Appointment in good standing to the medical staff of an institu-
tion participating in the program.

4. The program director must demonstrate continuing scholarly
activity.

5. 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, supervision, and evaluation of the teaching staff a.nd
other program personnel at each institution participating in
the program.

d. The supervision of residents in accordance with explicit writ-
ten 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 interac-
tion with supervisory physicians.

e. 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) At least 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 progresswe
scholarship and professional growth.

(4) Maintain a permanent record of evaluation for each resi-
dent and have it accessible to the resident and other
authorized personnel.

f. The provision of a written final evaluation for each resident who
completes the program. The evaluation must include a review
of the resident’s performance during the final period of train-
ing 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 resi-
dent'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 confiden-
tial counseling and psychological support services to residents.
Training situations that consistently produce undesirable
stress on residents must be evaluated and modified.

i. Preparation of an accurate statistical and narrative description
of the program as requested by the dermatopathology review
committee. .
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B. Teaching Staff

1

There must be a sufficient number of teachmg staff with docu-
mented qualifications in dermatopathology to instruct and super-
vise 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.

. All members of the teaching staff must demonstrate a strong inter-

est 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.

. 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 coordina-
tion 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
representative should participate in these reviews.

. 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
performance of members of the teaching staff, and the quality of
supervision of residents.

C. Dermatopathology Residents

L

2.

The number of positions requested must not exceed the educa-
tional resources available in a program.

Residents must have the opportunity to assume increasing respon-
sibility under supervision appropriate to their experience as they
progress through the program.

. Residents should have the opportunity to become involved in der-

matopathologic research and teaching during the program.

. The program director must ensure-that residents are adequately

supervised by faculty at all times. Further, resident duty and on-
call assignments must be made in a manner that ensures that
neither education nor quality of patient care is jeopardized by
resident stress or fatigue. Physicians must have a keen sense of
personal responsibility for continuing patient care, and must rec-

Graduate Medical Education Directory 1997-1998

55



Programy Requirements for Residency Education in Dermatopathology (Dermatology)

ognize that their obligation to patients is not automatically dis-
charged 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. Resident duty hours and night and weekend call
must reflect the concept of responsibility for patients and the
provision of adequate patient care. Residents must not be re-
quired regularly to perform excessive, prolonged duties. When av-
eraged over 4 weeks, residents should spend no more than 80
hours per week in hospital duties. Residents should, on average,
have the opportunity to spend at least 1 day out of 7 free of pro-
gram duties and should be on call no more often than every third
night. When on call for 24 hours or more, there should be oppor-
tunity to rest and sleep.

D. 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, tech-
nical, 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 resident 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 facili-

ties, meeting rooms, classrooms, and research space to support
service, teaching, and educational responsibilities.

C. The institutions and laboratories participating in the program
must be appropriately accredited and/or licensed.

D. Residents must have ready access to a major medical library,
either at the institution where the residents are located or
through arrangement with convenient nearby institutions. Li-
brary services should include the electronic retrieval of informa-
tion from medical databases. 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 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 residents participate in the
development of new knowledge, learn to evaluate research find-
ings, and develop habits of inquiry as a continuing professional
responsibility. ’

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 involverent 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
inquiry and scholarship. Scholarship implies an in-depth un-
derstanding of basic mechanisms of normal and abnormal
states and the application of current knowledge to practice.

2. Participation in journal clubs and research conferences.

3. Active participation in regional or national professional and sci-

entific societies, particularly through presentations at the or-
ganizations’ 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
presentations at regional and national scientific meetings.

5. Offering of guidance and technical support (eg, research de-
sign, statistical analysis) for residents involved-in resedrch.

6. Provision of support for resident participation in scholarly
activities.

VI. Evaluation

A. There must be regular, written evaluation of residents by teaching
staff. Evaluations should be completed and discussed with the
residents at least once every 6 months.

~ B.Residents should submit written evaluations of the program at

least once each year for review by the director and teaching staff.

Vil. Certification and Accreditation

A. The Residency Review Committees for Dermatolog‘y and Pathol-
ogy are responsible for accreditation 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: Februa'ry 1993  Effective: July 1995
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Program Requirements for
Residency Education in
Emergency Medicine

l. Introduction

A. General Characléristics of Accredited Programs

Residencies in emergency medicine are designed to prepare physi-
cians for the practice of emergency medicine. These programs must
teach the basic skills and knowledge that constitute the founda-
tions of emergency medicine practice and provide progressive
responsibility for and experience in the application of these princi-
ples to the management of clinical problems. Equal opportunity
must be provided for the residents, under the guidance and supervi-
sion of a qualified faculty, to develop a satisfactory level of clinical
maturity, judgment, and technical skill. Upon completion of the pro-
gram, residents should be capable of practicing emergency medi-
cine, incorporating new skills and knowledge during their careers,
and monitoring their own physical and mental well-being and that
of others in the profession.

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 émergency medi-
cine program director. Accreditation by the Accreditation Coun-
cil for Graduate Medical Education (ACGME) is required for all
years of the educational program. The Residency Review Commit-
tee (RRC) recognizes three educational formats: PGY 1-3,
PGY 2-4, and PGY 1-4. The resident must complete all years of
education for which the program is accredited. [Note: For infor-
mation concerning the transfer of residents between emergency
medicine residencies with differing educational formats and ad-
vanced placement credit for training in other specialties, contact
the American Board of Emergency Medicine. ]

*2. Programs that extend the residency beyond 36 months must pre-
sent a clear educational rationale consonant with the program re-
quirements and the objectives of the residency. The program
director must obtain the approval of the sponsoring institution
and the RRC prior to implementation and at each subsequent ac-
creditation review of the program. '

3. 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.

C. Goals of Education

Residency programs in emergency medicine should produce physi-

cians prepared to:

1. Provide the recognition, resiiscitation, stabilization, evaluation,
and care of the full range of patients who present to the emer-
gency department.

2. Arrange appropriate follow-up or referral as required.

. Manage the prehospital care of the acutely ill or injured patient.

. Participate in the administration of the emergency medical ser-

vices system providing prehospital care.

5. Provide appropriate patient education directed toward the preven-
tion of illness and injury. ‘

6. Engage in the administration and teaching of emergency medi- .
cine.

7. Understand and evaluate research methodologies and thelr
application.

>~ oD

‘1. When there is a cooperative educational effort involving multiple

Program Requirements for Residency Education in Emergency Medicine

I1. 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 or be able to apply for appropriate faculty appoint-
ments at the medical school. _

B. Affiliation Agreements
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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 Requlrements Sec-
tion I.C.1-5.

" 2. In addition, there must be a current letter of understanding be-

tween the program director and the individual responsible for

each resident rotation in the program that describes:

a. The educational objectives and the means by which they will be
accomplished and evaluated.

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.

‘¢c. 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.

e. The supervision emergency | medlcme residents will receive on
each rotation. _

3. For emergency medicine rotations, the physician responsible, un- .
der the authority of the program director, for the teaching and su-
pervision 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.

2. 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.

3. 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 sponsoring institution are acceptable only if -
. they offer special resources, unavailable locally, that significantly
augment the overall educational experience of the program.

4. 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.

Graduate Medical Education Directory 1997-1998

57



Program Requirements for Residency Education in Emergency Medicine

D. Facilities and Resources

In every hospital in which the emergency department is used as a

training site, the following must be provided:

1. Adequate patient care space.

2. Laboratory and diagnostic imaging results, especially those re-
quired on a STAT basis, returned on a timely basis.

3. Adequate program support space, including office space for fac-
ulty and residents.

4. Current medical library resources, including appropriate emer-
gency medicine reference texts in the emergency department. In
addition, residents must have ready access to a major medical li-
brary, either at the institution where the residents are located or
through arrangement with convenient nearby institutions. Ser-
vices available shouild include the electronic retrieval of informa-
tion from medical databases.

5.'Adequate and readily accessible 1nstruct10nal space.

6. Data information systems.

7. Security support services.

Ill. Personnel

The program leadershiip and the teaching staff are responsible for
the general administration of the program, including those activi-
ties related to the recruitment, selection, instruction, supervision,
counseling, evaluation, and advancement of residents and the main-
tenance of records related to program accreditation.

A. Head of Emergency Medicine

The head of emergency medicine shall: :

1. Be a member of the program’s core teaching faculty and meet the
qualifications for faculty specified in paragraph II1.D.2.

2. Be an experienced administrator in emergency medicine.

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 teaching
staff as essential elements of an approved residency program. Fre-
quent changes in leadership or long periods of temporary leader-
ship may adversely affect the accreditation status of the program.
The program director shall:

1. Be licensed to practice medicine in the state where the institu-
tiofi 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 equivalent qualifications in emer-

- gency medicine.

4. Be full time in emergency medicine, clinically active, and devote
sufficient time and effort to the program to provide day-to-day
continuity of leadership and to fulfill all of the responsibilities in-
herent in meeting the educational goals of the program.

5. Have an appointment in good standing, including clinical privi- -
leges, and work clinical shifts at the primary clinical site. He or
she should be based at the primary clinical site.

6. Demonstrate active involvement in:

a. Continuing emergency medical education
b. State, regional, or national scientific societies
c. Presentations and publication and other scholarly activities

-a

8. 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

. Have at least 50% of his or her time protected from clinical service.

c; Evaluation of the residents, faculty, and the residency program.

C. Responsibilities of the Program Director

1. Preparation of a written statement outlining the educational goals
of the program with respect to knowledge, skills, and other attri-
butes of residents at each level of training and for each major ro-
tation or other program assignment, This statement must be
distributed to residents and members of the teaching staff. It
should be readily available for review.

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

3. Selection and supervision of the teaching staff and other program
personnel at each institution participating in the program.

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 per-
formance, inciuding the development of professional attltudes
c0n51stent with being a physician.

6. The provision of a written final evaluation for each resident who
completes 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
professional ability to practice competently and independently.
This final evaluation should be part of the resident's permanent
record maintained by the institution.

7. Implementation of fair procedures, as established by the sponsor-
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- or alcohol-re-
lated 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. Trammg
situations that consistently produce undesirable stress on res1
dents must be evaluated and modified. :

9. Preparation of an accurate statistical and narrative description of
the program as requested by the RRC for Emergency Medicine.

D. Teaching Staff

1. 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
teaching responsibilities. ,

2. All members of the teaching staff must demonstrate a strong inter-
est 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. A core physician faculty member
is one who provides clinical service and teaching, devotes the ma-
jority 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.

a. To ensure a sufficient number of faculty to provide adequate
on-line 24-hour emergency department attending staff supervi-
sion and participation in ongoing scholarly activity and re-
search in support of the emergency medicine 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
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faculty member for every three residents may be altered with
appropriate educational justification.

b. The faculty must be certified by the American Board of Emer-
gency Medicine or have equivalent qualifications in emer-
gency medicine. [Nofe : Board-prepared emergency physicians
actively pursuing certification are considered as qualified un-

_der this requirement. |

c. A significant number of such faculty should be residency
trained in emergency medicine.

d. The faculty should show evidence of participation in a spec-
trum of professional activities within the institution as well as
within local, state, regional, and national associations.

e. While not all members of a faculty need be researchers, some
core physician faculty members should be engaged in research
and should have protected time and adequate support services
to accomplish these tasks.

f. The core faculty should be involved in continuing scholarly ac-
tivity such as publications in peer review journals, textbooks,
local publications, formal lectures, and visiting professorships.
Documentation of this involvement will be required and veri-
fied at the time of each periodic program review.

g. Emergency medicine faculty members at the major clinical
sites who average more than 15 hours per week in the admini-
stration and teaching (both clinical and didactic) of emer-
gency medicine residents should have specific responsibilities
defined in writing for the teaching and supervision of resi-
dents as well as for any designated administrative tasks.

3. 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 coordina-
tion 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 for the program, the volume and variety of pa-
tients available to the program for educational purposes, the
performance of members of the teaching staff, and the quality of
supervision of residents. ‘

6. Other individuals hired as attending staff to provide clinical care

. and/or resident supervision in the emergency department must
meet the qualifications specified in paragraph II1.D.2.b.

E. Core Faculty Development

Each program should encourage the academic growth of its faculty.

Faculty development opportunities should be made available to

each faculty member. A written plan for each member of the core

faculty should be prepared in consultation with the faculty member
for whom the plan is being developed.

F. 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. 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 fol-
lowing services: nursing, clerical, intravenous, EKG, resplratory
therapy, messenger/transporter, and phlebotomy

IV. Educational Program

The director and teaching staff of a program must prepare and com-
ply with written educational goals for the program. All educational

Program Requirements for Residency Education in Emergency Medicine

components of a residency program should be related to program
goals. The program design and/or structure must be approved by
the RRC for Emergency Medicine as part of the regular review
process.

A. Organization and Structure

1. Patient Population

a. 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
assigned for training in emergency medicine. Except under un-
usual circumstances, the primary clinical site should have at

" least 30,000 emergency department visits annually.

b. Pediatric experience should be at least 16% of all resident
emergency 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: a 1-month rotation

. equals 4% of patients. Although this experience should include
the crifical 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 treatment 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.

2. 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 circumstances, 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 with their level of training.

¢. The presence of residents from other specialties must allow suf-

ficient opportunities for senior responsibility by emergency

" medicine 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.

3. 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.

4. Number of Residents

a. There should be a minimum of six residents per year of training
to achieve a major impact in the emergency department, to en-
sure meaningful attendance at emergency medicine confer-
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Program Requirements for Residency Education in Emergency Medicine

ences, to provide for progressive responsibility, and to foster a

sense of residency program and departmental identity. Excep- -

tions to these standards will require justification based on |
sound educational principles and must demonstrate substan-
tial 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. [Note: In calculating the appropriate number and
range of residents needed, the RRC will use; among other fac-
tors, the following guideline: an average of 1,500 emergency de-
partment encounters per year per emergency medicine
resident. |

. 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 other residencies or educational
resources for the education of emergency medicine residents in
anesthesiology, dermatology, medicine, neurology, obstetrics- -
gynecology, ophthalmology, orthopedics, otolaryngology, pediat-
rics, plastic surgery, psychiatry, radiology (including diagnostic
imaging), and surgery. A lack of such resources will adversely af-

* fect the accreditation status of the program.

. 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 fel-
lowship's relationship to and impact on the residency.

a. The appointment of other individuals, such as fellows, for spe-
cial training or education must not dilute or detract from the
educational opportunities of regularly appointed emergency
medicine residents.

b. Addition or integration of such individuals into an existing resi-

dency program requires a clear statement of the areas of edu-
cation, clinical responsibilities, duration of training, and
overall impact on the educational needs of existing emergency
medicine residents.

. Duty Hours

a. Emergency medicine rotations

1. As a minimum, residents shall be allowed 1 full day in 7 days
away from the mstltutlon and free of any clinical or aca-
demic responsibilities.

2. While on duty in the emergency department, residents may
not work longer than 12 continuous scheduled hours. There
must be at least an equivalent period of contmuous time off
between scheduled work periods.

3. 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 comprise
all assigned 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.
c. 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 compre-
hensive curriculum (covering the material listed in IV.B.5 and
IV.B.6) specific to the educational needs of the emergency medi-
cine resident. It shall be readily available for review. The cur-
riculum shall include: ]
a. The educational objectives for each rotation or other program
assignment.

b. Methods of implementation, including specific educatlonal ex-
periences used to meet each objective.

c. Evaluation processes that are linked to the accomplishment of
objectives.

d. Feedback mechanisms.

. Planned Educational Experiences
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 report) developed by the emergency medi-
cine residency program. These educational experiences should
include presentations based on the defined curriculum, morbid-
ity and mortality conferences, journal review, administrative
seminars, and research methods. They may include, but are not
. limited to_ problem-based learning, laboratories, and computer-

based instruction, as well as joint conferences cosponsored with
other disciplines.

3. Emergency medicine faculty must attend and meanmgfully par-
ticipate in these planned educational experiences.

4. The program should ensure that residents are relieved of clinical

" duties to attend these planned educational experiences. Al-

- though release from some off-service rotations may not be possi-
ble, the program should require each resident to participate in
at least 70% of the planned emergency medicine educational ex-
periences offered (excluding vacations). [Note: Seventy percent
refers to the minimum number of conferences required per
week.]

Attendance should be monitored and documented.

5. The educational program must cover:

a. Principles of emergency care

b. Principles of injury control and disease prevention
c¢. Administrative aspects of emergency medicine

d. Emergency medical services

e. Physician interpersonal skills

f. Physician wellness

g. Medical ethics and jurisprudence

h. Critical analysis of medical literature

6. The curriculum must also include didactic and clinical education

for acute and emergency care in the following areas:

a. Abdominal and gastrointestinal disorders

b. Cardiovascular disorders

¢. Cutaneous disorders

d. Endocrine, metabolic, and nutritional disorders

¢. Environmental disorders

f.-Head and neck disorders -

g. Hematologic disorders

h. Immune system disorders

i. Systemic infectious disorders

Jj- Musculoskeletal disorders (nontraumatic)
k. Nervous system disorders

1. Obstetrics

m.Pediatric disorders

n. Psychiatric and behavioral disorders
o. Renal disorders

p- Thoracic-respiratory disorders

q. Toxicology and clinical pharmacology

(S
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r. Traumatic disorders
s. Urogenital/gynecologic disorders
t. Administrative aspects of emergency medicine
u. Emergency medical services
v. Presentations/symptoms
w. Procedures/skills

7. 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.

8. The program must develop a system that provides and docu-
ments efforts to teach residents the importance of patient fol-
low-up. This should involve a representative sample of patients
who are admitted to the hospital and who are discharged from
the emergency department. Acceptable methods include but are
not limited to the following:

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

c. Regular case conferences (other than morbidity and mortality
conference) that cover a representative sample of patient fol-
low-ups :

. At least 50% of the training beyond the first year must take place
in the emergency department. Excessive clinical time in the
emergency department should not preclude adequate experi-
ence in off-service areas needed to cover the curriculum.

[i=]

10. 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.

11. Prehospital Care

Because prehospital 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 prehospital personnel; disaster planning and
drills; and quality assurance audits. If residents are required to
ride on ground or in air ambulance units, they must be notified
of this requirement prior to the resident selection process.

12. Resuscitations

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, neuromuscular blocking agents), or invasive proce-
dures (eg, cutdowns, central line insertion, tube thoracostomy,
endotracheal intubation) are necessary for stabilization and
treatment. The resident must have the opportunity to make ad-
mission recommendations and direct 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, ICU, 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.

Program Requirements for Reside.ncy Education in Emergency Medicine

b. These records should be verified by the residency director and
should be the basis for documenting the total number of re-
suscitations and procedures in the program. They should be
available for review by the site visitor and the RRC.

13. Continuous Quality Improvement

Residents must actively participate in emergency department

continuous quality improvement programs. There must be for-

mal regular conferences such as mortality and morbidity confer-

ences in which the care rendered to patients in the emergency

department is critically reviewed. Efforts should be made to

gain permission for postmortem examinations and to review the

results of these examinations. '
14. 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
teaching staff. The staff as a whole must demonstrate broad in-
volvement in scholarly activity. This activity should include:”

a. Active participation in clinical discussions, rounds, and confer-
ences in a manner that promotes a spirit of inquiry and schol-
arship. 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.

c. Active participation in regional or national professional and
scientific societies, particularly through presentations at the
organizations’ meetings and publication in their journals.

d. Participation in research, particularly in projects that are
funded following peer review and/or result in publication 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.

f. 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 ex-
amples of suitable resident scholarly activities are the prepa-
ration of a scholarly paper such as a collective review or case
report, active participation in a research project, or formula-
tion and implementation of an original research project.

g. Residents must be taught an understanding of basic research
methodologies, statistical analysis, and critical analysis of cur-
rent medical literature. '

15, Physician Wellness -

Physical and mental well-being are critical to the emergency

physician’s ability to provide proper care in a stressful environ-

ment. Emergency medicine residencies should include educa-

tional programs concerning physician wellness, stress, circadian

rhythms, and substance abuse.

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-
tions, to include major trauma, medical and pediatric
resuscitations, and performance of emergency procedures by
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Program Requirements for Residency Education in Emergency Medicine

each resident in the program, must be kept and reviewed peri-
odically by the program director.

2. Formal evaluation of each resident during training is required and
must include oral and written examinations. In addition, there
must be a mechanism for formal evaluation of the resident on
each rotation. A summary of the evaluations must be communi-
cated in writing to and should be signed by the resident. Discus-
sions 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 may be advanced to positions of higher responsibility
only on the basis of evidence of their satlsfactory progressive
scholarship and professional growth.

4. A plan to remedy deficiencies must be in writing and on file, and
progress and improvement must be monitored at least every 3
months.

5. A permanent record of evaluation for each resident must be main-
tained and must be accessible to the resident and other author-
ized personnel.

6. A written final evaluation must be provided for each resident who
completes 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
professional ability to practice competently and independently.
This final evaluation should be part of the resident’s permanent
record maintained by the institution.

B. Evaluation of Faculty

1. At least annually, individual faculty members must be formally
evaluated by the head of emergency medicine, who should in-
clude information from the program director and the emergency
medicine residents. A mechanism for preserving resident confi-
dentiality in the evaluation process shall be implemented.

2. Faculty evaluations should include documentation of teaching
ability, clinical knowledge, administrative and interpersonal
skills, and scholarly contributions. A summary of the evaluations
should be communicated in writing to each faculty member.

C. Evaluation of the Program

1. At least annually, the educational effectlveness of the entire pro-
gran, including the quality of the curriculum and the clinical
.rotations, 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 may take into consideration information provided by the
American Board of Emergency Medicine regarding performance
of the program’s graduates on the certifying examinations over a
period of several years.

VI. Other

A. Notice of Changes in the Program
1. The program leadership is responsible for notifying the Executive

" Secretary 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:

a. Leadership of the department or the program;

b. Administrative structure such as an alteration in the hierarchi-
cal status of the program/department within the institution;

c. A drop in the faculty complement below the required minimum
number or if one-third or more of the faculty leave within 1
year;

d. A drop below the minimum approved number of re31dents in
the program for 2 consecutive years.

Should the RRC determine that a significant alteration of the
educational resources has occurred, an immediate review of the
program may be performed.

2. The program director must obtain prior approval for the following
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-
gram (Prior approval is not required for temporary changes in
resident numbers due to makeup or remedial time for cur-
rently enrolled residents or to fill vacancies at the same level
of education in which the vacancy occurs.);

d. Any change in the length or educational format of the program.

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 af-
ter the review and approval of the American Board of Emergency
Medicine. Review 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 program. The
proposal must be submitted to the RRC prior to the implementation
of required 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 1994 Effective: July 1995

Program Requirements for
Residency Education in the

‘Subspecialties of Emergency

Medicine

The following requirements pertain to programs in the subspecial-
ties of emergency medicine. Each program must comply with the re-
quirements 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 Educa-
tion (ACGME)-accredited emergency medicine residency program.
Their existence should not compromise 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.
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Program Requirements for Residency Education in the Subspecialties of Emergency Medicine

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 Medlcme 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 evaluatlons by re51dents should be
utilized in this process.

Il. Program Personnel

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 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 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 pro-
grams are exempted.)

¢. Certification by one of the following boards: American Board of
Emergency Medicine, American 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 institu-
tion 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
program 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 to 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 professwnal atti-
tudes consistent with being a physician, '

The program director, with participation of members of the

teaching staff, shall:

1. At least semiannually evaluate the knowledge, skills, and pro-
fessional 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 professional growth,

4, Maintain a permanent record of evaluation for each resident
and haye it accessible to the resident and other authorized

" personnel.

f. The provision of a written final evaluation for each resident who
completes the program. The evaluation must include a review
of the resident's performance during the final period of train-
ing 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 resi-
dent’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, incliding mental or emotional con-
ditions inhibiting performance orlearning, and drug- or alco-
hol-related dysfunction. Program directors and teaching staff
should be sensitive to the need for timely provision of confiden-
tial counseling and psychological support services to residents.
Training situations that consistently produce undesirable
stress on residents must be evaluated and modified.

i. Preparation of an accurate statistical and narrative description

- of the program as requested by a review committee.

B. Teaching Staff :

1. 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
teaching responsibilities.

2. All members of the teaching staff must demonstrate a strong inter-
est 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 partlmpatmg institution
must be designated to assume responsibility for the day-to-day ac-
tivities of the program at that institution, with overall coordina-
tion 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
performance 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.
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Program Requirements for Residency Education in the Subspecialties of Emergency Medicine

lll. 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 staff as a
whole must demonstrate broad involvement in scholatly activity.
This activity should include;-
1. Active participation of the teaching staff in clinical d1scuss1ons
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. -

wo b

tific societies, particularly through presentations at the organiza-
tions’ 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
activities.

B.Library

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

2. Library services should include the electronic retrieval of informa-

tion from medical databases.

3. 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
texts and journals must be readily available during nights and -
weekends.

ACGME: September 1994 Effective: September 1994

Program Requirements for
Residency Education in Sports
Medicine (Emergency Medicine)

l. Introduction

In addition to complying with the requirements below, each pro-
gram must comply with the Program Requirements in emergency
medicine.

Il. Scope and Duration of Training

An educational program in sports medicine mus§ 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-
opment of the clinical competencies needed to diagnose and man-
age medical illnesses and injuries related to sports and exercise, for

. Active participation in regional or national professional and scien-

example first-degree sprains, strains, and contuslons including ap-
propriate referrals of, for example, fractures d1slocat10ns and third-
degree sprains. Clinical experience must mclude injury preventlon
preparticipation evaluation, management of acute and chronic ill-
ness or injury, and rehabilitation, as applied to 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 physlology and blomechamcs
principles of nutrition; pathology and pathophysiology of illness and
injury; pharmacology; effects of therapeutic, performance-enhanc-
ing, and moed-altering drugs; psychological aspects of exercise, per-
formance, and competition; ethical principles; and medical-legal
aspects of exercise and sports.

_lll. Teaching Staff

In addition to the program director, each program 1 must have at.
least one other faculty member with similar qualifications who
devotes a substantial portion of professional time to the training
program.

The teaching staff must include orthopedic surgeons who are
engaged 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 patlent population that is unllmlted 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
residents 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 to the assess-
ment and management of patients with health problems related to
sports and exercise.

C. Sporting Events/Team Sports/Mass-Partlclpauon Events

The program must have access to sporting events, team sports, and
mass-participation events during which the resident can have mean-
ingful patient responsibility.
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Program Requirements for Residency Education in Sports Medicine (Emergency Medicine)

D. Acute-Care Facility

There must be an acute-care hospital w1th a full range of services as-
sociated with and in proximity to the sponsoring residency. This fa-
cility 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, psychomo-
tor skills, interpersonal skills, professional attitudes, and practical
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
specifically designed for the residents to augment the clinical
experiences.

All educational activities must be adequately supemsed while al-
lowing the resident to assume progressive responsibility for patient
care. The clinical activities in sports medicine should represent a
minimum of 50% of the time in the program. The remainder of the
time should be spent in didactic, teaching, and/or research activi-
ties and in the primary care or emergency medicine ambulatory
facility.

Residents must spend Y4 day per week maintaining their skills in
their primary specialty.

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 examina-
tion 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 observe repre-
sentative inpatient and outpatient operative orthopedic procedures.

". C. 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 at 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 com-
prehensive and continuing care to a sports team. Preferabl’y, the ex-
perience should include several teams that engage in seasonal
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-par-
ticipation event. The program must ensure that its residents have
experience that includes providing medical consultation, direct pa-
tient care, event planning, protection of participants, coordination
with local EMS systems, and other medical aspects of those events.

V1. Specific Knowledge and Skills

A. Clinical
The program must provide educational experiences that enable resi-
dents to develop clinical competence in the overall field of sports
medicine.
The curriculum must include but not be limited to the follow1ng
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 pamcrpatron in exercise and
sport
- b. Physical conditioning requrrements for various activities
6. Special considerations related to age, gender, and disability
7. Pathology and pathophysiology of illness and injury as they relate
to exercise
8. Effects of disease, eg, diabetes, cardiac conditions, arthrrtrs on
exercise and the use of exercise in the care of medrcal problems
9. Prevention, evaluation, management, and rehabilitation of
injuries
10. Understanding pharmacology and effects of therapeutic, perfor-
mance-enhancing, and mood-altering drugs
11. Promotion of physical fitness and healthy lrfestyles
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: September 199 Effective: September 1994
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Program Requirements for Residency Education in Family Practice

Progrém Requirements for
Residency Education in
‘Family Practice

l. Introduction

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 physi-
. cians 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. The presence of other programs spon-
sored by the residency, eg, geriatric medicine and/or sports medi-
cine, must not result in significant dilution of the experience
available to the family practice residents.

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. B

Il. Institutional Organization

A. Sponsoring Institution

There must be one sponsoring institution for each residency, as
mandated by the Institutional Requirements. This entity rust be
identified at the time of each review of the residency.

The sponsoring institution. must ensure the existence and avail-
ability of those basic educational and patient care resources neces-
sary to provide the family practice resident with meaningful
involvement 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 to 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 Committee (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 con-
sidered for admission to family practice residencies. Credit for this
other training may be given only in the amount that is compatible with
the Program Requirements for Residency Education in Family Practice.
Directors should consult with the American Board of Family Practice
on each case prior to making a determination regarding the equiva-
lence 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 to ensure peer interaction. In such cases, programs are en-
couraged to arrange opportunities 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 evaluation of a program.

lll. Faculty Qualifications and Responsibilities

The program director and teaching staff are responsible for the gen-
eral administration of the program, including those activities re-
lated to the recruitment, selection, instruction, supervision,
counseling, evaluation, and advancement of residents and the main-
tenance 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 resi-
dency. Continuity of leadership over a period of years is important
to the stability of a residency program. Frequent changes in leader-
ship or long periods of temporary leadership usually have an ad-
verse 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.

To provide continuity of leadership and to fulfill the administra-
tive and teaching responsibilities inherent in achieving the educa-
tional goals of the program, the director must devote sufficient
time to the residency program, ie, at least 1400 hours per year
exclusive of time spent in direct patient care without the presence
of residents.

1. Qualifications of the Director

The following are the requirements for the program director. An

acting or interim director should be similarly qualified.
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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 experi-
ence 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.)

c. Certification requirements: The director must be currently cer-
tified by the American Board of Family Practice or have suit-
able equivalent qualifications. The RRC will determine the
“acceptability of alternate qualifications.

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.

2. Responsibilities of the Director

The program director is responsible for the following;

a. Written educational goals: The director must prepare a written
statement outlining the educational goals of the program.
These must be provided in a document that outlines the spe-
cific knowledge, skills, and other attitudes expected of resi-
dents at each level of training and for each major rotation or
other program assignment. The goals must be distributed to
residents and teaching staff and should be available 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 de-
partmental policies and procedures.

c. 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.

It is the responsibility of the program director and faculty to
ensure that residents are appropriately supervised. Supervis-
ing 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 on-call schedules must be structured to ensure that
supervision is readily available to residents on duty. An appro-
priately qualified member of the program's faculty must be in
attendance on site when the services or procedures needed ex-
ceed the capability of the most senior supervising resident or
when qualified senior residents are unavailable for supemsmn
of more junior residents.

e. Resident evaluation: There must be regular and formal evalu-
ation of residents with participation of the teaching staff.

f. Discipline: The director has responsibility for the implementa-.
tion of fair procedures, as established by the sponsoring insti-
tution, regarding academic discipline and resident complaints
or grievances.

g. Resident well-being: The director must monitor resident stress,
including mental or emotional conditions that inhibit perform-
ance 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 psychologi-
cal support service to residents. To promote physician well-be-
ing and prevent impairment, residents should be trained to
balance personal and professional responsibilities in a way
that can be reflected throughout their careers. Training situ-

Program Requirements for Residency Education in Family Practice

ations that consistently produce undesirable stress on resi-
dents must be evaluated and modified.

h. Provision of accurate information: The director must submit ac-
curate and complete information as requested by the RRC on
the program information forms or in a special communication
as directed by the committee.

i. Notification of change: The director must notify the RRC regard-

ing major programmatic changes and obtain approval pI‘lOI‘ to
their implementation.

B. Family Physician Faculty

The family physician faculty must be currently certlﬁed by the
American Board of Family Practice or must demonstrate suitable
equivalent qualifications. The RRC will determine the acceptability
of alternate qualifications.

There must be at least one full-time equivalent (FTE) famlly phy-
sician faculty, in addition to the program director, for each six resi-
dents in the program. A full-time commitment is at least 1400 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 faculty must contain teachers with the diversified interests
and expertise necessary to meet the training responsibilities of the
program. There must be a sufficient number of hours contributed
by a critical mass of family physician faculty to prevent fragmenta-
tion of the learning experience. Where part-time faculty are util-
ized, there must be evidence of sufficient continuity of teaching and
supervision.

The family physician faculty should have a specific time commit-
ment to patient care to enable them to maintain their clinical skills
and to serve as role models for the residents. 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 privileges in the hospital(s)
where the FPC patients are hospitalized.

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 ar-
eas 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 suitable qualifications for their specialty areas, eg, cer-
tification by a member board of the American Board of Medical Spe-
cialties (ABMS) or equivalent 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.

IV. 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
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Program Requirements for Residency Education in Family Practice

will be considered acceptable only if there is no compromise in
the quality of the educational program and no significant reduc-

.. 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
from the primary teaching sites that they require excessive travel
time or otherwise fragment the educational experience.

2. 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.

3. Medical Staff
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.

B. Family Practice Center

1. Intreduction
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 an FPC.

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.

2. 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, a 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.

3. Location and Access '
The FPC must be close enough to the hospital to requlre 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.

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 accommodations
for the handicapped.
. Required Areas

Each FPC must have

a. its own reception area and waltmg room;

b. suitable resident work space and space for individual and small
group counseling;

c. an office library, an 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; and

e. faculty offices and a conference room, if not in the FPC, then

. immediately adjacent to the center.

When other learners, eg, fellows, residents from other special-
tles medical students, and nurses, are being trained by family
phys1c1ans in the FPC, additional space may be required. Effi-
ciency and education of the family practice residents must not be
compromised by the training of other 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 resi-
dents in family practice and

b. provision for diagnostic laboratory and imaging services so that
there is prompt and convenient access by patients and resi-
dents for patient care and education.

. Patient Access to the FPC

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.

J Patients of the FPC must receive education and direction as to
how they may obtain access to their physician or a substitute phy-
sician for continuity of care during the hours the center is closed.
Patients should have access to printed policies and procedures of
the clinic.

. Record System

The FPC patients’ records must be maintained in the FPC for
easy and prompt accessibility at all times. The record system
should be designed to provide information on patient care and
the residents’ experience. These records must be well main-
tained, legible, and up-to-date, and should document the pa-
tient’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.

. 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 to the office llbraxy in the FPC, residents must have
ready access to a major medical library, elther at the institution
where the residents are located or through arrangement with con-
venient nearby institutions.
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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 com-

mon to the general cormunity. These experiences must include the
opportunity to attain expertise in emergency initial care of unusual
or life-threatening problems.

V. The Educational Program

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 teach-

ing, 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
teachers consistent with their experience, training, and current
competence.

1. Program Design

The program design and/or structure must be approved by the

RRC as part 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
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 re- -

quired 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 additienal FPC or the alteration of an existing center in
any way that might make the facility less suitable.
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.

Program Requirements for Residency Education in Family Practice

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 ongoing experi-
ence 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 lev-
els 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-
ily development, family planning, child rearing and education, ag-
ing, end of life issues, epidemiology of illness in families, the role
of family in illness care, family counseling and education, nutri-
tion, and safety.

The resident must be taught patterns of record keeping that in-
corporate 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.
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Program Requirements for Residency Education in Family Practice

2. 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.

3. Patient Population
Each program must document the availability of a stable patient

population of sufficient number and variety to ensure comprehen-

siveness and continuity of experience for the residents in the
FPC. Patient populations seeking only episodic care w111 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.

4. Continuity Patient Panels
Residents should develop and maintain a continuing physician-
patient relationship with an undifferentiated panel of patients
and their families throughout the 3-year period. The program
must be structured to ensure that residents maintain such conti-
nuity at least throughout their second and third years of training.
Residents must maintain this commitment to their panels of pa-
tients during specialty rotations. Continuity may be interrupted
for a maximum of 1 month in the first year of training for remote
site experiences. Limited interruptions during the second and
third years may be allowed when rotations to remote sites are
educationally justifiable. During each of the last 2 years of train-
ing the resident may not be away for remote site assignments

longer than 2 months, and these two periods may not be consecu-

tive. After the first remote experience, the residents must return

to provide continuity care for their patient panels for at least 2

months before leaving for another remote experience.

Each resident must be assigned to the same FPC for the number

of half days specified below. A half-day session must be at least 3

hours. To gain adequate experience, each resident must see, on aver-

age, the following required minimum number of patients:

a. First-year residents must be assigned to the FPC at least one
half day per week and see a minimum of three patients per
session.

b. Second-year residents must be ass1gned to the FPC at least
two half days per week and see a minimum of six patients per
session.

¢. Third-year residents must be assigned at least three half days
per week in the FPC and see a minimum of eight patients per -
session.

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.

While the content of a rotation is more important 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. Concurrent time spent in the FPC may not be included
when calculating 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 duration of the required rotations
that are specified in months.
The following curricular areas must be mcluded 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
behavioral and psychiatric principles to the care of the undiffer-
entiated patient. Family physicians, psychiatrists, and behav-
ioral scientists should be involved in teaching this curricular
component.
There must be mstructlon in the followmg areas:
a. Diagnosis and management of psychiatric disorders in chil-
dren and adults
Emotional aspects of nonpsychiatric disorders
Psychopharmacology '
Alcoholism and other substance abuse’
The physician/patient relationship
Patient interviewing skills
Counseling skills
Normal psychosocial growth and development in individuals
and families
Stages of stress in a family life cycle
Sensitivity to gender, race, age, sexual orientation, and cultural
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
L. . Medical ethics, including patient autonomy, confidentiality,
and issues concerning quality of life
m. Factors influencing patlent 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 nonsurgical diseases of adults.
This experience should enhance the resident’s understanding of
the pathophysiologic basis for nonsurgical 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 duration, or its equivalent, and a
structured clinical experience in cardiology. The curriculum
must also provide instruction in endocrinology, pulmonary dis-
eases, hematology and oncology, gastroenterology, infectious
diseases, rheumafology, nephrology, allergy and immunology,
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and neurology through lectures, rotations, or interaction with
consultants.

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 eating 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 psychosocial 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, includ-

ing the principles and techniques of prenatal care, manage-
ment of labor and delivery, and postpartum care. This must
involve sufficient instruction and experience to enable resi-
dents to manage a normal pregnancy and delivery.

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 portion of

the maternity care experience must be derived from the conti-

nuity panel of patients. To accomplish the objectives of the
curriculum in maternity care, residents must assume the re-
sponsibility 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. The program must have family physician faculty
who are engaged in providing these services and who can su-
pervise the residents and serve as role models for them.

The program must make available additional training in
maternity care as an elective within the 36-month curricu-
lum. 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. All residents must be
provided instruction in normal growth and development; dis-
eases of the female reproductive tract; reproductive physiol-
ogy including fertility, family planning, and human sexuality;
physiology of menopause; and pelvic floor dysfunction. The
program also must provide adequate instruction and clinical

experience in managing emergency problems of the female re-

productive system. This experience should be predominantly

Program Requirements for Residency Education in Family Practice

ambulatory, but residents must participate in the manage-
ment of gynecological/surgical emergencies. The training
should include some inpatient care, preoperative care, assist-
ing in surgery, and postoperative care. The residents must
have the opportunity to learn to perform appropriate
procedures.
4. Care of the Surgical Patient
The program must provide instruction with special emphasis on
the diagnosis and management of surgical disorders and emer-
gencies and the appropriate and timely referral of surglcal 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 mahaged
on an elective basis.

The program must provide all residents with training in preop-
erative and postoperative care, basic surgical principles, asep-
sis, handling of tissue, and technical skills to assist the surgeon
in the operating room. The program should provide the opportu-
nity for residents to develop technical proficiency in those spe-
cific 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 manage-
ment of a wide variety of common surglcal problems typically
cared for by family physicians.

b. Surgical Subspecialties

The required experiences in surgical subspemaltles 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. This experience
must include caring for a broad variety of acute and emer-
gency musculoskeletal injuries and illnesses, as well as for
chronic disorders. Residents must have the opportunity to de-
velop skills in casting and splinting. The program also must
provide experience in the initial evaluation and rehabilitation
of adult and pediatric musculoskeletal disorders, including
the appropriateness of consultation. This educational experi-
ence must include didactic conferences and clinical expo-
sure, and should occur primarily in an outpatient setting.
Supervision must be provided by faculty with demonstrated
expertise in evaluation and treatment of musculoskeletal dis-
orders.

The curriculum also must mclude structured experiences
in the care of genitourinary disorders and disorders of the
eye, ear, nose, and throat. Residents must have the opportu-
nity under appropriate supervision to learn to perform appro-
priate procedures. Most of these experiences should occur in
outpatient settings and must be in addition to the experi-
ences residents have during the care of their continuity pa- :
tients in the FPC. . |

5. Sports Medicine i
The sports medicine experience must include didactic and clini- X
cal experience in the areas of preparticipation assessment, in-
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Jjury prevention, evaluation, management, and rehabilitation re-
lated to athletic arid recreatlonal injuries.

The orthopaedic aspects of sports medicine training may be
integrated into the orthopaedic curriculum, but the time de-
voted to sports medicine should be in addition to the minimum
requirement of 140 hours for orthopaedics.

6. Emergency Care
There must be a structured educational experience of at least a
1-month block rotation in the delivery of emergency care. Addi-
tional required or elective emergency care experiences may be
in either a block or longitudinal format. There must be on-site
supervision by qualified physicians whenever residents are on
the service.

A sufficient volume and variety of patient visits, adequate
numbers and types of support personnel, and suitable facilities
must be available to ensure the residents an adequate experi-
ence in the initial management of serious illnesses and injuries.

The emergency care training should include didactic as well
as clinical experiences. Residents should receive training in all
standard current life support skills and procedures for both
trauma and medical emergencies in patients of all ages.

7. Care of Neonates, Infants, Children, and Adolescents
There must be a structured educational experience in the care
of children that is at least 4 months in duration and involves pe-
diatric ambulatory-clinic and inpatient experience with a suffi- -
cient volume of patients in each setting. This must include the
newborn nursery as well as clinical experience in management
of the-distressed neonate who may need resuscitation, stabiliza-
tion, and preparation for transport. The resident should have
the opportunity to develop an understanding of the prenatal pe-
riod, the growth and development of the newborn through ado-
lescence, child rearing, and emotional problerms of children and
their management. In addition, the resident should be taught to
recognize and manage behavioral, medical, and surgical prob-
lems of children and adolescents in home, school ambulatory,
and hospital settings. :

8. Community Medicine
Residents must be taught to assess and understand the impor-
tant health needs of the community in which they work. Instruc-
tion and clinical experiences in the following areas must be
provided:

a. Occupational medicine, including disability assessment, em-
ployee health, and job-related injury and illness

b. Community health resources that may be utilized in the care
of patients and their families, including school health serv-
ices and public health (including environmental health)
services

c. Disease prevention/health promotion, including appropriate
strategies and behaviors such as immunizations and healthful
lifestyle changes that will protect chddren adults, and fami-
lies from illness or injury.

9. Care of the Older Patient ]
Educational experience must be provided in the common and
complex clinical problems of the older patient and must include
the preventive aspects of health care, functional assessment,
the physiological and psychological changes of senescence, the
sociocultural parameters of the patient and his or her greater
community, the nutritional and pathological (acute and
chronic) entities of aging, and the effective utilization of all
members of the health care team.

There must be experience with the older adult patient in the
hospital, the FPC, a long-term care facility, and the home.

10. Care of the Skin and Associated Organs

11.

12.

13.

14.

The curriculum must include a required educational experience
of at least 60 hours, most of which should be.in an outpatient
setting and be supplementary to the learning that results from
consultations. The experience should be supervised by a physi-
cian with competence in this area.

Diagnostic Imaging and Nuclear Medicine

The program must provide the residents with a structured oppor-
tunity to learn the appropriate application of techniques and
specialty consultations in the diagnostic imaging and nuclear
medicine therapy of organs and body systems. Instruction
should include the limitations and risks attendant to these tech-
niques. The format of the instruction should be adapted to the
resources available, but must include radiographic film/diagnos-
tic imaging interpretation and nuclear medicine therapy perti-
nent to family practice.

Conferences

Conferences should be offered to cover the breadth of the spe-
cialty of family practice.

There should be a core curriculum that is based in the resi-
dency and that is specifically directed to the residents as learn-
ers. This-core curriculum should be supplemented by
conferences during other rotations. Residents and faculty
should periodically be presenters at conferences, but residents
should not be used excessively in this role. Resident and faculty
attendance at conferences must be monitored and documented,
and these records should be reviewed periodically by the pro-
gram director and they should also be available for review by.the
site visitor.

Resident Research and Scholarly Activity .

Each program must provide opportunity for residents to partici-
pate in research or other scholarly activities. Instruction in the
critical evaluation of medical literature, including assessing
study validity and the applicability of studies to the residents’
patients, must be provided.

The participation of each resident in an active research pro-
gram should be encouraged as preparation for a lifetime of self-
education after the completion of formal training. Generally,
this activity should be concurrent with other assignments, pro-
vided that the responsibilities of the resident are adjusted to
permit a reasonable time for research activity. This experience
should be designed to give the residents an awareness of the ba-
sic principles of study design, performance, analysis, and report-
ing, as well as of the relevance of research to patient care.

Other acceptable forms of scholarly activity include presenta-
tions at national, regional, state, or local meetings, and presenta-
tion and publication of review articles and case presentations.
Practice Management ‘

There must be at least 60 hours of formal instruction in practice
management in both the didactic and the practical setting. A
practice management curriculum should include but not be lim-
ited to the areas of personal finance, office and personnel man-
agement, business planning, use of computers in practice,
managed care, alternative practice models, professmnal liability,
and risk management

The FPC should be considered a primary site for teaching
practice management and should serve as an example on which
residents may model their future practice.

15. Electives

Electives are intended primarily to enrich the residents’ tram—
ing with experiences relevant to their plans for future practice
or their interests as family physicians. There must be a mini-
mum of 3 and a maximum of 6 months of appropriately super-
vised electives available to all residents. The choice of electives

n

Graduate Medical Education Directory 1997-1998




by the resident, including those for remedial purposes, must be
made with the approval of the program director.

E. Resident Workload and Impairment

Each program must ensure an appropriate working environment
and a duty hour schedule that are consistent with proper patient
care and the educational needs of the residents. The educational
goals of the program and the learning objectives of the residents
must not be compromised by excessive reliance on residents to ful-
fill institutional service obligations.

There must be formal written policies on the following matters
that demonstrate compliance with these requirements. These docu-
ments must be available to the RRC, if requested.

1. Moonlighting

It is the responsibility of the program to see that residénts pro-

vide patient care in the pursuit of their education without addi-

tional remuneration based on productivity. Residency training is

a full-time responsibility. The program director should monitor

the effects of outside activities, including moonlighting inside or

outside the participating institutions, to ensure that the quality
of patient care and the resident’s educational experience are not
compromised.

2. Workload/Duty Hours

Resident assignments must be made in such a way as to prevent

excessive patient loads, excessive new admission workups, inap-

propriate intensity of service or case mix, and excessive length
and frequency of call contributing to excessive fatigue and sleep
deprivation. The program must also ensure the following:

a. At least 1 day out of 7, averaged monthly, away from the resi-

-dency program

b. On-call duty no more frequently than every third night, aver-

aged monthly

¢. Adequate backup if sudden and unexpected patient care needs

create resident fatigue sufficient to Jeopardlze patient care

during or following on-call periods

Programs must have formal mechanisms specifically designed
for promotion of physician well-being and prevention of impair-
ment. There also should be a structured and facilitated group de-
signed for resident support that meets on a regular schedule.

F. Faculty 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.
Scholarship implies an in-depth understanding of basic mecha-
nisms of normal and abnormal states and the application of current
knowledge to practice.

While not all members of a teaching staff must be investigators,
the staff as a whole must demonstrate broad involvement i in schol-
arly activity. This act1v1ty should include
1. Active participation in clinical discussions, rounds, and confer-

ences in a manner that promotes a spirit of inquiry and scholar-

ship.

2. Active participation in reglonal or national professional and scien-

tific societies, particularly through presentations at the organiza-

tions’ meetings and publications in their journals.

_ 3. 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.

4. Provision of guidance and technical support (eg, research design,
statistical analysis) to residents involved in research.

Program Requirements for Residency Education in Family Practice

VI. Evaluation

A. Evaluation of Residents

There must be adequate, ongoing evaluation of the knowledge,
skills, and performance of the residents. Entry evaluation assess-
ment, interim testing, and periodic reassessment, as well as other
modalities for evaluation, should be utilized. There mustbe a -
method of documenting the procedures that are performed by the
residents. Such documentation must be maintained by the program,
be available for review by the site visitor, and be used to provide
documentation for future hospital privileges.

The faculty must provide a written evaluation of each resident af-
ter each rotation, and these must be available for review by the resi-
dents and site visitor. Written evaluation of each resident’s
knowledge, skills, professional growth, and performance, using ap-
propriate criteria and procedures, must be accomplished at least
semiannually and must be communicated to and discussed with the
resident in a timely manner.

Residents should be advanced to positions of higher responsibil-
ity only on the basis of evidence of their satisfactory progressive
scholarship and professional growth.

The program must maintain a permanent record of evaluation for
each resident and have it accessible to the resident and other
authorized personnel. The program director and faculty are respon-
sible for provision of a written final evaluation for each resident
who completes the program. This 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 profes-
sional ability to practice competently and independently. This final
evaluation should be part of the resident’s permanent record main-
tained by the institution.

B. Evaluation of Faculty

All teaching faculty must be formally evaluated at least annually,
Documentation of faculty evaluation should include teaching abil-
ity, clinical knowledge, attitudes, and communication skills. There
should be a mechanism for anonymous input by the residents. -

C. Evaluation of the Program
The family practice residency must incorporate all elements of

these Program Requirements. The educational effectiveness of a

program must be evaluated in a systematic manner at least annu-
ally. The program should engage in self-evaluation within the con-

* text of the educational goals and objectives, the needs of the

residents, teaching responsibilities of the faculty, and the availabil-
ity of administrative and financial support and of adequate health
care resources within the community. This evaluation should in-
clude an examination of the balance among education, research,
and service. The teaching staff must hold regular, documented meet-
ings to accomplish these reviews. At least one resident repre-
sentative should participate in these reviews and written
evaluations by residents and feedback from the program’s gradu-
ates should be utilized in the process.

D. Evaluation of Patient Care

A mechanism must be in place to evaluate the care provided in both
inpatient and outpatient settings. There should be evidence that
this evaluation is used to improve education and the provision of
care. )

E. Evaluation of the Graduates

Each program must maintain a system of evaluation of its gradu-
ates. The residency should obtain feedback on demographic and
practice profiles, licensure and board certification, the graduates’
perceptions of the relevancy of training to practice, suggestions for
improving the training, and ideas for new areas of curriculum. The

Graduate Medical Education Directory 1997-1993

B3

[ %)
ot
c
@
E
@
=
S
=
@
c
£
<
i
=3
o
S
o




Program Requirements for Residency Education in Family Practice

suggested format is a written survey after 1 year and every 5 years
thereafter.

The data from the evaluation of the graduates should be used as
part of the program’s determination of the degree to which the pro-
gram's stated goals are being met.

VII. Evaluation of the Program by the RRC

The program will be evaluated by the RRC at regular intervals, at
which times the RRC will judge the degree of its compliance with
the Program Requirements.

One measure of the quality of a residency program is the perform-
ance of its graduates on the certifying examination of the American
Board of Family Practice. In its evaluation of residency programs,
the RRC will take into consideration the information provided by
ABFP regarding resident performance on the certifying examina-
tions over a period of several years. '

The committee will use scores for a minimum of 3 and a maxi-
mum of 5 years and will take into consideration noticeable improve-
ments or declines during the period considered. Poor performance
will be cited if more than 10% of a program’s candidates fail on the
first examination over a period of consecutive years and/or the pro-
gram’s composite score is consistently at or below the 25th percen-
tile in the nation.

ACGME: September 1996 Effective: July 1997

Program Requirements for
Residency Education in Family
Practice Geriatric Medicine and
Family Practice Sports Medicine

The following generic requirements pertain to programs in Family
Practice Geriatric Medicine and Family Practice Sports Medicine.
Each program must comply with the requirements listed below as
well as with the specialty content found in the Program Require-
ments for the respective area.

These programs must exist in conjunction with and be an inte-
grated part of an Accreditation Council for Graduate Medical
Education (ACGME)-accredited family practice residency program.
Their existence should not compromise the integrity of the core
program.

Residents who are appointed to programs in geriatric medicine
must have satisfactorily completed an ACGME-accredited residency

. in family practice or internal medicine. Residents appointed to the
sports medicine programs should have completed an ACGME-
accredited residency in emergency medicine, family practice, inter-
nal 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.]

l. Program Organization

A. Program Design
The director and teaching staff of a program must prepare and com-
ply with written educational goals for the program. All educational
components of the residency program must be related to these
goals and should be structured educational experiences for which a
specific methodology and method of evaluation exist.

The program design and/or structure must be approved by the
Residency Review Committee (RRC) as part of the regular review
process.

B. Participating Institutions
Participation by any institution providing more than 3 months of
training in a program must be approved by the 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.

Il. Program Personnel

The program director and the 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
maintenance of records related to program accreditation.

A. Program Director

There must be a single program director responsible for the pro-
gram, who is based primarily at the teaching center. The director
must be fully committed to the program in order to devote suffi-
cient time to the achievement of the educational goals and objec-
tives. She or he must have sufficient authority to manage, control,
and direct the program,

1. Qualifications

The program director must possess the following qualifications:

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 pro-
grams are exempted.)

¢. Certification by the specialty board in the discipline of the pro-
gram or demonstrate suitable equivalent qualifications. For
directors of programs in geriatric medicine this means certifi-
cation by the American Board of Family Practice or the Ameri-
can Board of Internal Medicine and a Certificate of Added
Qualification in Geriatric Medicine from the same board. Di-
rectors of programs in sports medicine may be certified by any
of the following boards: American Board of Emergency Medi-
cine, American Board of Family Practice, American Board of
Internal Medicine, or American Board of Pediatrics, and must
possess a Certificate of Added Qualification in Sports Medi-
cine from that same board. The RRC will determine the ade-
quacy of alternate qualifications.

d. Appointment in good standing to the medical staff of an institu-
tion participating in the program.

2. Responsibilities :

The 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 and 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
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. Residents must be provided with prompt, reli-
able systems for communication and interaction with supervi-
sory physicians.
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Program Requirements for Residency Education in Family Practice Geriatric Medicine and Family Practice Sports Medicine

e. Preparation of an accurate statistical and narrative description
of the program as requested by the RRC.

B. Teaching Staff

1. There must be a sufficient number of teaching staff with docu-
mented qualifications, ie, board certification for the physician
faculty and appropriate credentials for the nonphysician teach-
ing staff, to instruct and supervise adequately all the residents in
the program. Members of the teaching staff must be able to de-
vote sufficient time to meet their supervisory and teaching
responsibilities. :

2. All members of the teaching staff must demonstrate a strong inter-
est 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.

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.

1. Workload/Call Schedule

The schedule for the residents should allow them to make full utili-
zation of their educational experiences without resultant counter-
productive stress, fatigue, and depression. There should be
adequate staff to prevent excessive patient loads and excessive
length and frequency of call. On-call duty should-occur no more fre-
quently than every third night, averaged monthly, and residents
must be permitted to spend a monthly average of at least 1 day out
of 7 away from program duties. Formal written policies on these
matters must be established and available for review.

There must be attention given to monitoring resident stress, in-
cluding mental or emotional conditions inhibiting performance or
learning and drug- or alcohol-related dysfunction. Program direc-
tors and teaching staff should be sensitive to the need for timely
provision of confidential counseling and psychological support ser-’
vices to residents. Training situations that consistently produce un-
desirable stress on residents must be evaluated and modified.

IV. 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. Teaching Staff Research/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 staff as a

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.

2. Active participation in regional or national professional and scien-
tific societies, particularly through presentations at the organiza-
tions’ ineetings and publication in their journals.

3. 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. Resident Research/Scholarly Activity

The residents must be exposed to and take part in research pro- -
grams that provide an environment conducive to a questioning atti- .
tude and critical analysis. The program must provide support for
resident participation in scholarly activities and offer guidance and
technical support, eg, research design, statistical analysis, for resi-
dents involved in research. Residents must participate in journal
clubs and research conferences.

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.

The library services should include the electronic retrieval of in-
formation 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. On-site libraries and/or collections of texts and
journals must be readily available during nights and weekends.

V. Evaluation

A. Evaluation of Residents

There must be regular evaluation of residents’ knowledge, skills,

and overall performance, including the development of professional

attitudes consistent with being a physician. The program director,

with participation of members of the teaching staff, shall

1. Evaluate the knowledge, skills, and professional growth of the
residents at least semiannually, 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
professional growth,

4. Maintain a permanent record of evaluation for each resident and
have it accessible to the resident and other authorized personnel.

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 rec-
ord maintained by the institution.

6. Implement fair procedures, as established by the sponsoring insti-
tution, regarding academic discipline and resident complaints or
grievances.

B. Evaluation of the Teaching Staff

- Formal mechanisms for annual evaluation of the teaching staff

must exist and must include confidential resident participation,
C. Program Evaluation '

. The teaching staff must be organized and have regular documented

meetings to review program goals and objectives as well as program
effectiveness in achieving them. In particular, the quality of the cur-
riculum and the extent to which the educational goals have been
met by residents must be assessed. At least one resident repre-
sentative should participate in these reviews, and written evalu-
ations by residents should be utilized in this process.

There should also be periodic evaluation of the utilization of re-
sources available to the prograr, the contribution of each institu-
tion participating in the program, the financial and administrative
support of the program, the volume and variety of patients available
to the program for educational purposes, the performance of mem-
bers of the teaching staff, and the quality of supervision of residents.
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Program Requirements for Residency Education in Family Practice Geriatric Medicine and Family Practice Sports Medicine

One measure of the quality of a program will be the performance
by its graduates on the examinations of the certifying board.

VI. Certification

Those planning to seek a Certificate of Added Qualifications from
their primary board should communicate with the administrative of-
ficer of the board to ascertain the full requirements.

ACGME: September 1994 Effective: July 1995

Program Requirements for
Residency Education in Family
Practice Geriatric Medicine

In addition to complying with the Program Requirements for Resi-
dency Education in Family Practice Geriatric Medicine and Family

" Practice Sports Medicine, programs must also comply with the fol-
lowing requirements, Whlch may in some cases exceed the common
requirements.

l. Educational Program

An educational program in geriatric medicine must be organized to
provide a well-supervised experience at a sufficient level for the
resident to acquire the competence of a physician with added quali-
fications in the field. It shall be 24 months in duration.

Clinical experience must include opportunities to observe and
manage elderly patients with a wide variety of medical probleins on
an inpatient and outpatient basis. Residents must be given the op- .
portunity to provide both primary care and consultation for patients
in acute, ambulatory, community, and long-term care settings in or-
der to understand the interaction of natural aging and disease as
well as the techniques of assessment, therapy, and management. Ad-
ditionally, residents must be given the opportunity to care for per-
sons who are well and require routine and preventive health-care
measures.

The program should include an emphasis on the physiology of ag-
ing, the pathophysiology of common diseases in the elderly, func-
tional assessment, mental status assessment, and concepts of
treatment and management in the acute and long-term care setting
as well as in the community and in the home.

Attention should be directed as well to the behavioral aspects of
illness, socioeconomic factors, and ethical and legal considerations
that may impinge on medical management.

The program must provide the opportunity for residents to main-
tain their basic primary skills during the course of this training. At

" least ¥ day per week must be spent in a continuity of care experi-
ence in the resident’s primary discipline.

Il. Faculty and Staft

~ A.Program Director

The program director must have considerable experience in geriat-
ric medicine and must have demonstrated interest in research and
a career commitment to geriatric medicine.

B. Other 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 pro-
gram. For programs with more than two residents, there must be
0.5 additional faculty member for each two additional residents.
Some of these faculty may be part-time in geriatric medicine or
drawn wholly from collaborating programs. The faculty commitment

must not attenuate the quality of the core residency training pro-
gram. Because of the multidisciplinary nature of geriatric medicine,
the program must have meaningful relationships with physical
medicine and rehabilitation, neurology, and psychiatry. Appropriate
relationships with other disciplines, including but not limited to
general surgery, orthopedics, ophthalmology, otolaryngology, urol-
ogy, audiology, occupational therapy, and speech therapy, should be
maintained. Additionally, a liaison must be establlshed with the de-
partments of nursmg and social work. '

C. Geriatric Care Team

There must be a meaningful experience with a physnclan directed
interdisciplinary geriatric team at the acute-care hospital (on the
inpatient service or in the outpatient setting) or in a Family Prac-
tice Center (FPC) and, if possible, in one of the long-term care fa-
cilities. Essential members include a geriatrician, a nurse, and a
social worker. Additional desirable members of the team include a
variety of individuals representing other disciplines such as neurol-

ogy, psychiatry, physical medicine and rehabilitation, physical ther- -

apy, pharmacy, and chaplaincy. Regular team conferences must be
held.

lI. Facilities/Resources

A patient population adequate to meet the needs of the training pro-
gram must be available in the facilities in which the educational ex-
periences take place. Individuals of both sexes with a spectrum of
chronic illness and potential for rehabilitation must be available. At
all facilities utilized by the program the resident must be given op- -
portunities to provide meaningful care. At each setting certain ac-
tivities are mandated. The program must include the following:

A. Acute-Care Hospital

The acute-care hospital central to the geriatric medicine program
must be an integral component of a teaching center. It must have
the full range of services usually ascribed to an acute-care general
hospital, including intensive care units, an emergency room, operat-
ing rooms, diagnostic laboratory and imaging services, and a pathol-
ogy department

B. Long-term Care Institution

One or more long-term care institutions, such as a skilled nursing fa-
cility or chronic care hospital, is a necessary.component of the geri-
atric medicine program. The total number of beds available must be
sufficient to permit a comprehensive educational experience. The
institution(s) must be approved by the appropriate licensing agen-
cies of the state, and fhe standard of facilities and care in each
must be consistent with those promulgated by the Joint Commis-
sion on Accreditation of Healthcare Organizations.

C. Long-term Noninstitutional Care

At least one noninstitutional care service, for example, home care,
day care, or life care, is a necessary component of the geriatric
medicine program.

D. Ambulatory Care Program

The ambulatory care program must comprise a minimum of 25% of
the resident’s time over 18 months. Each resident should evaluate
approximately one to three new geriatric patients and four to eight
follow-up geriatric patients each week. This must include at least
L4 day per week spent in a continuity of care experience. This expe-
rience must be designed to render care in a geriatric clinic or FPC
to elderly patients who may require the services of multiple medical
disciplines (including but not lifnited to neurology, gynecology, urol-
ogy, psychiatry, podiatry, orthopedics, dentistry, audiology, and oph-
thalmology), as well as nursing, social work, and nutrition. The
opportunity to render continuing care and to coordinate the imple-
mentation of recommendations from these medical specialties and
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Program Requirements for Residency Education in Family Practice Geriatric Medicine

disciplines is mandatory. Thus, medical records must include infor-
mation pertinent to the assessment and management of older pa-
tients, including the functional assessment.

E. Additional Educational Environment
Peer interaction is essential for residents. To achieve this goal, an
accredited training program in at least one relevant specialty other
than family practice must be formally available to the teaching cen-
ter sponsoring the training program in geriatric medicine. This may
be accomplished by affiliation with another educational institution
for the enrichment of the educational experience.

There must be a formal affiliation agreement between each
long-term care facility included in the program and the sponsoring

institution, in which each institution must acknowledge its responsi-

bility to provide a high quality of care, adequate resources, and ad-
ministrative support for the educational mission. In addition, there
must be a letter of agreement between each long-term care facility
and the office of the director of the geriatric medicine program that
guarantees the director appropriate authority at the long-term care
institution to carry out the training program.

IV. Specific Program Content

The curriculum must ensure the opportunity for residents to
achieve the cognitive knowledge, psychomotor skills, interpersonal
skills, professional attitudes, and practical experrence required of a
physlcran in the care of the aged.

Didactic as well as clinical learning opportunities must be avail-
able to the resident. Conferences or seminars/workshops in geriat-
ric medicine should be specifically designed for the reSIdent to
augment the clinical experiences.

As the residents progress through their training, they must have

the opportunity to teach personnel such as nurses, allied health per-

sonnel, medical students, and residents. Appropriate experiences
designed to refine educational and teaching skills of the residents

and to develop the necessary administrative skills must be provided.

Appropriate supervision of the residents must be provided during
all of their educational experiences.
The following components must be provided:

A. Geriatric Medicine Consultation Program
This program must be formally available in the ambulatory setting,
the inpatient service, and/or emergency medicine in the acute-care
hospital.
B. Long-term Care Experience
In the long-term care institutional setting each resident must have
a minimum of 12 months of continuing longitudinal clinical experi-
ence with an assigned panel of patients for whom the resident is
the primary providet. Additional block time long-term care experi-
ence is encouraged. Emphasis during the longitudinal experience
should be focused on (1) the approaches to diagnosis and treat-
ment of the acutely and chronically ill frail elderly in a less techno-
logically sophisticated environment than the acute-care hospital,
(2) working within the limits of a decreased staff-patient ratio com-
pared with acute-care hospitals, (3) a much greater awareness of
and familiarity with physical medicine and rehabilitation, and
(4) the challenge of the clinical and ethical dilemmas produced by
the illness of the very old.

Experience with home visits and hospice care must be included.
The resident must be exposed to the organizational and administra-
tive aspects of home health care.

C. Research Program

Because gerontological research spans a very broad spectrum from
molecular biology to health and social policy, the research capabili-
ties and resources of the faculty intensively involved in clinical geri-

atric education may not meet the needs of all residents. Therefore,
working relationships with faculty from the relevant disciplines will
be important, and some may be selected as research mentors for
geriatric medicine residents. The disciplines within public health
are especially likely to be relevant. However, the primary responsi-
bility for the resident must reside with the program director in geri-
atric medicine.

The completion of a research project by each resident during the
training program is strongly encouraged.

D. Geriatric Psychiatry

Identifiable structured didactic and clinical experiences in geriat-
ric psychiatry must be included in the program of each resident. Be-
havioral sciences such as psychology/social work and others must
be included in the curriculum.

E. Curriculum

The training program must provide opportunities for the residents

to develop clinical competence in the overall field of geriatric medi-

cine. The curriculum of the program must exhibit, as a minimum,
the following content and skill areas:

1. Current sciéntific knowledge of aging and longev1ty, including

" theories of aging, the physiology and natural history of aging,
pathologic changes with aging, epidemiology, and dlseases of the
aged.

2. Aspects of preventive medicine, including nutrition, exercise,
and screening for and immunization against disease. Instruction
about and experience with community resources dedicated to
these activities should be included.

3. Geriatric assessment, both cognitive and functional: activities of
daily living (ADL), the instrumental activities of daily living
(TADL), the appropriate use of the history, physical and mental
examination, and laboratory.

4, Appropriate coordination of the actions of multiple health profes-
sionals, including physicians, nurses, social workers, dietitians,
and rehabilitation experts, in the assessment and implementa-
tion of treatment.

5. Topics of special interest to geriatric medicine including but
not limited to cognitive impairment, falls, incontinence, osteo-
porosis, fractures, dysthermias, sensory impairment, pressure
ulcers, and malnufrition.

6. Diseases that are especially prominent in the elderly or that
have different characteristjcs in the elderly, including neoplas-
tic, cardiovascular, neurologic, musculoskeletal, metabolic, and
infectious disorders.

7. Pharmacologic problems associated with aging, including
changes in pharmacokinetics and pharmacodynamics, drug
interactions, overmedication, polypharmacy, and compliance
issues.

8. Psychosocial aspects of aging, including housing, depression, be-
reavement, and anxiety.

9. The economic aspects of supporting services, including Title I11
of the Older Americans Act, Medicare, Medicaid, and cost
containment.

10. Ethical and legal issues especially pertinent to geriatric medi-
cine, including limitation of treatment, competency, guardian-
ship, right to refuse treatment, advance directives, wills, and
durable power of attorney for medical affairs.

11. General principles of geriatric rehabilitation, including those ap-
plicable to patients with orthopedic, rheumatologic, cardiologic,
and neurologic impairments. These principles should include
those related to the use of physical medicine modalities, exer-
cise, functional activities, assistive devices, environmental modi-
ﬁcatlon patient and famrly education, and psychosocial and
recreatronal counseling.
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Program Requirements for Residency Education in Family Practice Geriatric Medicine

12. Management of patients in long-term care settings, including
noninterventions, knowledge of the administration of long-term
institutions (including, for example, safety regulations), and the
continuum from short- to long-term care.

13. Research methodologies related to geriatric medicine, including
biostatistics, clinical epidemiology, medical information, infor-
mation sciences, decision analysis, critical literature review, and

" research design, including cross-sectional and longitudinal
methods. (The training identified in sections 12 and 13 may be
appropriate to the receipt of an academic degree in public
health or hospital administration.)

14. Preoperative assessment and involvement in postoperatlve
management. .

15. Tatrogenic disorders and their prevention.

16. Communication skills with patients, families, professional col-
leagues, and community groups, including presenting case re-
ports, literature searches, and research papers.

17. The pivotal role of the family in caring for many elderly and the
community resources (formal support systems) reqmred to sup-
port both patient and family.

V. Certification

Those planning to seek a Certificate of Added Qualifications from
the American Board of Internal Medicine or the American Board of
Family Practice should communicate with the administrative offi-
cer of the board as listed in the Graduate Medical Education Direc-
tory to ascertain the full requirements.

ACGME: September 199% Effective: July 1995

Program Requirements for
Residency Education in Family
Practice Sports Medicine

I. Introduction

In addition to complying with the Program Requirements for Resi-
dency Education in Family Practice Geriatric Medicine and Family

" Practice Sports Medicine, programs must also comply with the fol-
lowing requirements, which may in some cases exceed the common
requirements. '

I. 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-
opment 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 prevention,
preparticipation evaluation, management of acute and chronic ill-
ness or injury, and rehabilitation, as applied to a broad spectrum of
undifferentiated patients. There must be experience functioning as
a team physician and i 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-enhanc-
ing, and mood-altering drugs; psychological aspects of exercise, per-
formance, and competition; ethical principles; and medical-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 w1th similar qualifications who
devotes a substantial portion of professional time to the training
program.

The teaching staff must include orthopedic surgeons who are
engaged 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
residents 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 serv-
ices must be readily available and accessible to clinic patients. Con-
sultation in medical and surgical subspecialties, physical therapy,
nursing, nutrition, and pharmacy must be available. The opportu-
nity to render continuing care and to organize recommendations
from other specialties and disciplines is mandatory and will require
that medical records include information pertinent to the assess-
ment and management of patients with health problems related to
sports and exercise.

'C. 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 mean-

ingful patient responsibility.
D. Acute-Care Facility
There must be an acute-care hospital with a full range of sexvices as-

sociated with and in proximity to the sponsoring residency. This fa-
cility 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, psychomo-
tor skills, interpersonal skills, professional attitudes, and practical -
experience required of physicians in the care of patients with
health problems related to sports and exercise.
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Program Requirements for Residency Education in Family Practice Sports Medicine

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
specifically designed for the residents to augment the clinical
experiences.

All educational activities must be adequately supervised, while al-

- lowing the resident to assume progressive responsibility for patient
care. The clinical activities in sports medicine should represent a
minimum of 50% of the time in the program. The remainder of the
time should be spent in didactic, teaching, and/or research activi-
ties and in the primary care or emergency medicine ambulatory
facility.

Residents must spend 1/2 day per week maintaining their skills i in
their primary spec1alty

Participation in the following must be required of all residents:

A. Preparticipation Evaluation of the Athlete

The program must ensure that all sports mediciné residents are in-
volved in the development and conduct of preparticipation examina-
" tion 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 observe
representative inpatient and outpatient operative orthopedic
procedures. '

C. 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 at least 1 dayper
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 com-
prehensive and continuing care to a sports team. Preferably, the ex-
perience should include several teams that engage in seasonal
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-par-
ticipation event. The program must ensure that its residents have
experience that includes providing medical consultation, direct pa-
tient care, event planning, protection of participants, coordination
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 resi-
dents 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 pammpatlon in exercise and
sport
5. Physical conditioning requirements for various activities
6. Special considerations related to age, gender, and disability
7. Pathology and pathophysiology of illness and injury as they relate
to exercise
8. Effects of disease, eg, diabetes, cardiac condltlons arthritis, on
exercise and the use of exercise in the care of medical problems
9. Prevention, evaluation, management, and rehabilitation of
. injuries
10. Understanding pharmacology and effects of therapeutic, perfor—
mance-enhancing, and mood-altering drugs
11. Promotion 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, re51dents and
physicians.

ACGME: September 1994  Effective: July 1995
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Program Requirements for Residency Education in Internal Medicine

Program Requirements for
Residency Education in
Internal Medicine

I Introduction

Residency training programs in internal medicine must be organ-
ized to provide the intellectual environment, formal instruction,
peer interaction, and broad clinical experience necessary for resi-
dents to acquire the knowledge, skills, and attitudes essential to
the practice of general internal medicine. An accredited residency
program in internal medicine will provide at least 3 years of well-
supervised educational experiences.

IL. Institutional Resources and Responsibilities

A. Administration

1. Graduate medical education must take place in an environment of
inquiry and scholarship, in which residents participate in the de-
velopment of new knowledge, learn to evaluate research findings,
and develop habits of inquiry as a continuing professional respon-
sibility. To meet the Program Requirements of a medical resi-
dency, sponsoring institutions should also have a meaningful
affiliation with a Liaison Committee on Medical Education-
accredited medical school, unless such institutions can demon-
strate equivalent commitment to education and research. Any
university-owned or -operated hospitals lacking sufficient diver-
sity in faculty, facilities, and resources in the inpatient and/or am-
bulatory setting should have meaningful affiliations with
community-based institutions.

2. Thus, to qualify as a sponsor of an internal medicine training pro-
gram, an institution should promote meaningful interaction of in-
ternal medicine residents with residents from other services by
serving as a significant training site for a minimum of two addi-
tional accredited general residency programs. The institution
should serve as sponsor of one of these two programs, and a suffi-
cient number of residents from the other programs should regu-
larly participate in training in the institution.

3. Adequate financial support must be evidenced by appropriate
compensation for faculty and residents, suitable facilities for edu-
cational programs, appropriate support services, and opportuni-
ties for research. :

4. There must not be excessive reliance on residents for service.

5. The administrative structure must be such that the internal medi-
cine components of the educational program are an integral part
of the Department of Medicine. The director of the residency
training program (ie, program director) must have the authority
to organize, implement, and provide leadership for the activities
of the educational program af all sites. Hence, the program direc-
tor must be the Chair of the Department of Medicine or have a re-
porting relationship that ensures appropriate authority. When
special tracks (eg, medicine-pediatrics, medicine-emergency
medicine) are present, a clear line of authority must be estab-
lished between the internal medicine program director and
those responsible for the special tracks.

6. Major changes in leadership, governance, institutional support,
and goals that affect the educational program must be communi-
cated promptly to the Residency Review Committee (RRC) for In-
ternal Medicine by the institutional administration or by the
program director. Major changes in the structure of the educa-
tional program (eg, addition of a new educational track, addition
of residents beyond the approved complement) must be ap-

proved by the RRC prior to implementation. An expedited review

will be provided..
B. Participating Institutions )
When the resources of two or more institutions are utilized in the
program, letters of affiliation must be approved by the institutional
governing boards. Affiliated institutions should not be so distant as
to make it difficult for residents to attend their continuity clinics or
required conferences. Assighments at affiliated institutions must
not be made primarily to meet service needs. Participation by any
institution providing 6 months of training in the program must be
approved by the RRC for Internal Medicine. A member of the teach-
ing staff of each participating institution must be designated to as-
sume responsibility for the day-to-day activities of the program at
that institution, with overall coordination by the program director.

C. Faculty
The program director, division chiefs, and teaching faculty must be

- selected for their professional ability and commitment to teaching,

medical education, patient care, and the scientific and humanistic
basis of medicine. The program director and teaching faculty must
prepare and comply with written educational goals for the program.
The program director and the teaching faculty are responsible for
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.

All faculty members must be certified by the American Board of
Internal Medicine or present equivalent credentials or experience
acceptable to the RRC for Internal Medicine. Experienced general
internists must be included among the faculty. Division chiefs must
also be certified in their subspecialty or present equivalent creden-
tials. Faculty members should participate in structured faculty de-
velopment programs, including evaluation of teaching effectiveness.
They also should actively participate in regional and national profes-
sional and scientific societies, in continuing medical education and
scholarly activities, and in preparing scientific publications and con-
ducting research. While not all faculty members must be investiga-
tors, the faculty as a whole must demonstrate involvement in
research, defined broadly to include biomedical, clinical, educa-
tional, and health services research.

1. Program Director
a. The strength of the residency program is directly related to the

professional competence and leadership qualities of the pro-
gram director, whose term of appointment must be sufficient
to ensure continuity for the program. There must be a single
program director responsible for the program. Irrespective of
the source of compensation, the program director must be an
institutionally based appointee in good standing whose pri-
mary responsibility is the organization, implementation, and
supervision of the training program, including the selection
and supervision of the teaching staff and other program per-

_ sonnel at each institution participating in the program. The
program director must be licensed to practice medicine in the
state where the institution that sponsors the program is lo-
cated. (Certain federal programs are exempted.)

The program director must monitor resident stress, includ-
ing mental or emotional conditions inhibiting performance or
learning and drug- or alcohol-related dysfunction. Program di-
rectors and teaching staff should be sensitive to the need for
timely provision of confidential counseling and psychological
support services to residents. Training situations that consis-
tently produce undesirable stress on residents must be evalu-
ated and modified. '
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Regardless of the organizational arrangements of the insti-
tution, the program director must be authorized to select resi-
dents for appointment to the program in accordance with
institutional and departmental policies and procedures, must
evaluate the quality of care rendered by the residents, and
must have the authority to ensure effective teaching. The pro-
gram director must obtain teaching commitments from other
departments involved in the education of internal medicine
residents. The program director must prepare a written state-
ment outlining the educational goals of the program with re-
spect to knowledge, skills, and other attributes of residents at
each level of training and for each major rotation or other pro-
gram assignment. This statement must be distributed to resi-
dents and members of the teaching staff. It should be readily
available for review. The program director is responsible for
the preparation of an accurate statistical and narrative de-
scription of the program, as required by the RRC for Internal
Medicine. .

b. The program director, whether trained as a general internist or
as a subspecialist, must be a clinician with broad knowledge
of, experience with, and commitment to general internal medi-
cine. He or she must have sufficient academic and administra-
tive experience to ensure effective implementation of these
Program Requirements and should have had at least 5 years of
participation as an active faculty member in an accredited
residency program. The program director must be certified by
the American Board of Internal Medicine or possess equiva-
lent qualifications in internal medicine. The program director
must meet professional standards of ethical behavior.

c. If the program director is replaced, the RRC for Internal Medi-
cine must be notified by the institution promptly, with an ex-
planation for the change. The qualifications of the new
program director must be presented in detail, and a curricu-
lum vitae must be submitted. The RRC may schedule a site
visit when a new program director is appointed.

2. Other Faculty

a. Irrespective of the source of compensation, there must be at
least four additional institutionally based faculty members,

- not including chief residents, who dedicate the majority of
their professional effort (ie, at least 20 hours per week) to the
internal medicine training program. ‘

b. Each resident must have a minimum of 10 hours per week of di-

rect faculty supervision, with a resident-faculty ratio of 6:1 or
less. Faculty must not have other obligations during this teach-
ing time. Such supervision would occur in structured, patient-
oriented, small-group educational activities, such as inpatient
teaching attending rounds (general medical services, critical
care units, subspecialty inpatient services, emergency medi-
cine) and preceptorships in ambulatory care, such as outpa-
tient medical clinics, outpatient subspecialty clinics, walk-in
triage clinics, and office practices.

c. Qualified individuals, institutionally based, must be designated
to be responsible for teaching activities in general internal
medicine and each of the recognized subspecialties (Division
Chief). Division chiefs must organize, supervise, and imple-

- ment the subspecialty aspects of the training program. Each
division chief must have an adequate term of office to achieve
these goals. Other members of the teaching staff may be volun-
tary, part-time, or full-time. The teaching staff must share with
the division chiefs and with the program director a commit-

- ment to the goals and objectives of the teaching program, in-
cluding development in the residents of medical knowledge;
clinical, technical, and management skills; and clinical judg-
ment. The faculty must be able to nurture the attributes of the

Program Requirements for Residency Education in Internal Medicine

scholar, scientist, teacher, and humanist. Faculty members
must be available to residents for advice and counseling,

D. Residents

1. Appointment of Residents
Programs must demonstrate the ability to recruit and retain
qualified residents. Residents must be selected for appointment
to the program in accordance with institutional and departmen-
tal policies and procedures. Residents should be appointed only
when their documented prior experience and attitudes demon-
strate the presence of the abilities necessary to master success-
fully the clinical knowledge and skills required of all program
graduates. All residents must have demonstrated understanding
and facility in using the English language. In addition, residents
should be reappointed only when their clinical judgment; medi-
cal knowledge; history-taking, physical-examination, and proce-
dural skills; humanistic qualities; professional attitudes; moral
and ethical behavior; and clinical performance are documented
to be entirely satisfactory. Before accepting a resident in transfer
from another accredited training program, a written evaluation
of past performance must be received in a timely fashion from
the resident’s current and/or previous program director(s). -

2. Resident Complement
The total number of residents enrolled in the program must not

exceed the faculty, patient, and facility resources available to sup-

port an appropriate educational program. In accrediting the pro-
gram, the RRC will stipulate the maximum number of residents
that can be enrolled at any given time. Program directors must
obtain approval from the RRC prior to increasing the number of
approved residency positions.

E. The Patient Population

Patients must be available in sufficient numbers for training pur-
poses and must exhibit an adequate variety of clinical problems to
provide broad experience in general internal medicine in inpatient,
ambulatory, and other settings. There must be an adequate number
of patients of both sexes and a broad range of ages, including both
adolescent and geriatric groups. Patients representing a wide spec-
trum of socioeconomic status also should be present.

F. Pathology Material

Mortality and morbidity reviews are part of the educational pro-
gram. All deaths must be reviewed, and autopsies performed when-
ever possible. To provide an adequate educational experience and
to contribute to the quality of patient care, autopsies should be per-
formed on at least 15% of deaths on the medical teaching service.
Residents should be present at autopsies or should review the gross
pathological specimens at the time the autopsies are performed on
their patients and should review the autopsy reports. Formal teach-
ing sessions with reviews of autopsy, biopsy, and/or surgical pathol-
ogy cases must be regularly scheduled. Faculty and attending
physicians from other disciplines should be involved when
appropriate.

G. Consultative Services

“Consultations from other clinical services in the hospital must be

available in a timely manner. All consultations must be provided by,
or be under the supervision of, a qualified specialist. Each service
must be headed by a qualified individual who ensures that the fac-
ulty participates in the educational programs of the medical service.
H. Facilities
1. General
Modern facilities to accomplish the overall educational program
must be available and functioning. There must be adequate
space and equipment for the educational program, including
meeting rooms, classrooms, computers, visual and other educa-
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Program Requirements for Residency Education in Internal Medicine

tional aids, office space for teaching staff, diagnostic and thera-
peutic facilities, and laboratory facilities. Clinical support ser-
vices must be provided on a 24-hour basis and in an adequate
fashion to meet reasonable and expected demands, including in-
travenous services, phlebotomy services, messenger/transporter
services, and laboratory and radiologic information retrieval sys-
tems that allow prompt access to results.

. Ambulatory Care Facilities

Adequate facilities, support services, and space for outpatient
teaching and patlent care must be avallable Residents must be
provided with clinical experience in efficient, effective ambula-
tory care settings. Medical records, x-ray films, and results of di-
agnostic studies must be readily available. In addition to using
hospital-based general medicine and/or subspecialty clinics, pro-
grams are encouraged to use community resources such as physi-
cians’ offices, neighborhood health centers, and home-care and
managed-care facilities to broaden the base of ambulatory care
experience for residents. When used for resident education, such
sites must provide an environment for high-quality patient care
under supervision.

. Special Facilities

a. Appropriate facilities must be available to the program to en-
sure that residents become proficient in the effective use of
current and evolving technologies, to ensure that the involved
institution(s) has an appropriate patient mix, and to ensure
achievement of related educational goals and objectives.

b.-The facilities that must be present to achieve these goals in-
clude but are not limited to those for bronchoscopy; coagula-
tion studies; gastrointestinal endoscopy; noninvasive
cardiology studies; pulmonary function studies; hemodialysis;
and radionuclide, ultrasound, and radiologic imaging.

c. To ensure that an appropriate spectrum of cardiovascular disor-

. ders is available for resident education, cardiac catheteriza-
tion facilities should be present at the site(s) where the
residents see the majority of their acutely ill, hospitalized pa-
tients with cardiovascular disease.

. Other Clinical Facilities

Acute-care hospitals that are affiliated with extended care facili-
ties (chronic care hospitals, skilled nursing facilities, etc), satel-
lite clinics, or home-care or hospice programs are encouraged to
involve residents in activities at these settings. When used for
resident education, such sites must provide an environment for
high-quality patient care under supervision. The program direc-

tor is responsible for documentation of the quality of these educa-

tional experiences.

. Medical Records

a. A medical records department that facilitates both quality pa-
tient care and education must be available.

b. Clinical records documenting both inpatient and ambulatory
encounters must be maintained so that easy and prompt acces-
sibility is ensured at all times. Residents must gain experience
in timely preparation of concise discharge summaries. The rec-
ord system must be organized to permit the collection and
evaluation of selected material from clinical records for clini-
cal investigation.

. Medical Library

A medical library under the direction of a qualified medical li-
brarian must be readily accessible. There must be a means of ac-
cess to appropriate reference material during those times when
the library is not open and staffed. The library must contain a
representative selection of books and journals on internal medi-
cine. An Index Medicus and an interlibrary loan system must be
present. The sponsoring institution. must provide residents with
access to an on-site computerized search system. A library of per-

tinent audiotapes, videotapes, and films, together with the equip-
ment necessary for their use, is desirable. Also, residents must
have access to an on-site library or to an appropriate collection
of texts and journals at each participating institution, including
nights and weekends.

7. Resident Facilities )
Residents must be provided with adequate sleeping, lounge, and
food facilities during assigned duty hours. On-call facilities, ar-
ranged to ensure adequate rest, safety, convenience, and privacy,
must be available for each resident on night duty in the hospital.

1. Curriculum and the Teaching Program

A. General

1. Organization and Structure

a. The Department of Internal Medicine must be organized to pro-
vide a coherent, integrated, and progressive educational pro-
gram in the broad field of internal medicine. The training
program based within the department must, in turn, be struc-
tured to ensure that each resident has the opportunity to
acquire the knowledge; the clinical, management, and inter-
personal skills; the professional attitudes and behaviors; and
the experience required to become a proﬁment general
internist.

b. The structure of the program, including both patient-based and
didactic elements, must be set down in a concise written docu-
ment (in effect, a curriculum).

¢. The written program description must be revised to keep it cur-
rent and relevant. The program design and/or structure must
be approved by the RRC as part of the regular review process.
Residents should be involved in creating and revising the docu-
ment, and the program-approved document should be distrib-
uted to and discussed with all re51dents particularly as they
start new rotations.

d. The focus of the written program description should be the resi-

" dent’s patient-based care experiences. All major categories of
residency experiences or rotations should be included in the
written program description, including ambulatory care, gen-
eral inpatient services, acute care units, subspecialty assign-
ments, emergency medicine, and consultation services. For -
each category, the written description should include its edu-
cational purpose, rationale, or value; the principal teaching
methods; the most important educational content, including
the mix of diseases, patient characteristics, and types of clini-
cal encounters, procedures, and services; the principal ancil-
lary education materials to be used (eg, reading lists,

" pathological material); and the methods to be used in evaluat-
ing both resident and program performance. The document
should identify both the strengths and the limitations specific
to the resources of the sponsoring institution.

e. The ability to care for patients with a wide range of clinical
problems is one of the distinguishing characteristics of the in-
ternist. This ability is fostered by experience on general medi-
cal services, both inpatient and outpatient, with exposure to a
wide spectrum of diseases in various stages of acuity. The etiol-
ogy, pathogenesis, clinical presentation, and natural history of
various diseases must be taught so that the resident has the
opportunity to develop an advanced level of skill in diagnosis
as well as mature judgment and resourcefulness in therapy.

f. Emphasis must be placed on enhancement of the interviewing,
communication, and interpersonal skills that are necessary to
(a) elicit and record a thorough and accurate history, (b) es-
tablish and maintain a therapeutic physician-patient relation-
ship, and (c) initiate and implement optimal medical
management.
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g. Residents also must be given the opportunity to develop a high
level of physical examination skills. Residents must be super-
vised and evaluated in these functions.

h. Because the team approach is an important aspect of the prac-
tice of internal medicine, residents should be given the oppor-
tunity to function in harmony with other members of the
health-care team and to become proficient as leaders in the or-
ganization and management of patient care.

i. The training program must place emphasis not only on medical
problems but also on health promotion, cultural, socioeco-
nomic, ethical, occupational, environmental, and behavioral is-
sues. In addition, the impact of illness on other aspects of life,
with special emphasis on the family, must be stressed. Resi-
dents must develop the ability to treat patients humanistically.

j. The residency must be mainly an educational experience. Ser-
vice responsibilities should be limited to patients for whom a
resident bears major diagnostic and therapeutic responsibility.
Residents must have continuing responsibility for most of the
patients they admit.

2. Presence of Residents From Other Specialties
Residency programs in internal medicine must be designed and
implemented to train residents for careers in internal medicine.
Residents from other specialties who rotate through these pro-
grams must not compromise the educational objectives of the in-
ternal medicine programs by diluting the training experience or
preventing appropriate progressive responsibility for the internal
medicine residents. The number of such residents who are inte-
grated into the program, the duration of their medical rotations,
and their impact on the curriculum will be assessed. For each
year of training, the percentage of available trainee-months on
those inpatient services used for training internal medicine resi-
dents that can be assigned to residents other than those enrolled
in categorical (3-year) internal medicine programs, preliminary
(1-year) internal medicine programs, and transitional-year pro-
grams sponsored by internal medicine must be calculated. [Note:
Excluded entirely from this limitation are residents from any pro-
gram who receive training in internal medicine on services to
which no internal medicine residents at any level of training are
concurrently assigned. Thus, those institutions desiring to offer
more internal medicine training to residents from other disci-
plines than can be accommodated within this requirement may
do so by appropriate allocation of resources available for internal
medicine. ]

If this percentage is hlgher than 256%, the program is to demon-
strate to the RRC for Internal Medlcme that the educational ob-
jectives underlying this requirement are not compromised. Such
programs may elect to meet the educational objectives by adjust-
ing the percentage so as not to exceed 30% through the 1994-
1995 academic year and 25% for the academic year beginning
July 1, 1995.

3. Presence of Internal Medicine Subspecialty Trainees and Students
The number of internal medicine subspecialty trainees (ie, fel-
lows) and students assigned to the teaching services must not be
so large as to compromise the educational objectives of the medi-
cal residency. -

4. Peer Interaction
In addition to interaction with the teaching faculty, peer interac-
tion is essential to the learning process. The number of internal
medicine residents in the program must be sufficient to provide
for frequent and meaningful discussions regarding patient care.
To provide adequate peer interaction, a program must have a
minimum of 12 residents. On inpatient rotations, residents at
more than one level must interact in the care of patients.

5. Meaningful Patient Responsibility

Program Requirements for Residency Education in Internal Medicine '

. The development of mature clinical judgment requires that resi-

dents, properly supervised, be given responsibility in patient
care commensurate with their ability. Residents must be given
the responsibility for decision making and for direct patient
care in all settings, subject to review and approval by the at-
tending physician, including planning, record keeping, order
writing, and continuing management. Each resident must be
assigned to internal medicine rotations that provide a mini-
mum of 24 months of meaningful patient responsibility.

. Time spent on consulting services, during which the resident
has ongoing, supervised responsibility for direct patient care,
including planning, record keeping, order writing, and manage-
ment, can be credited as meaningful patient responsibility.
Time spent providing care strictly in the capacity of a consul-
tant cannot be so credited.

. Of the 24 months of meaningful patient responsibility, at least

20 must occur in (1) inpatient services in which disorders of

" general internal medicine are managed; (2) inpatient services

in which disorders of one or more subspecialties of internal
medicine are managed; (3) emergency medicine, general medi-
cal, or subspecialty ambulatory settings; (4) dermatology or
neurology services.

d. Appropriate supervision by faculty must be provided for all pa-

tient care activities in which residents are engaged. The pro-
gram director must prepare explicit, written descriptions of
lines of responsibility for the care of patients on each type of
teaching service (eg, general medical floors, acute care units,
ambulatory settings) and make these clear to all the members
of teaching teams. Residents must be provided with rapid, reli-
able systems for communicating with supervising attending
physicians and residents. Supervising residents with docu-
mented experience appropriate to the acuity, complexity, and
severity of patient illness must be available at all times on site.
Attending physicians also must be readily accessible to partici-
pate in diagnostic and management decisions. Additional per-
sonnel must be available within appropriate time intervals to
perform or supervise necessary technical procedures.

. Residents cannot be expected to show appropriate growth in
understanding patient care responsibilities if others write or-
ders for patients under the residents’ care. To enhance the
comrnunication required for a teaching/learning relationship
that fosters this progressive growth.and understanding, resi-
dents should write all orders for patients under their care. The
program director must develop a policy that ensures the appro-
priate level of dialogue between attending physicians and resi-
dents on which this teaching relationship depends.

. Progressive Responsibility
With each year of training, the degree of professional and adniin-
istrative responsibility accorded to a resident must be increased
progressively. This progression includes responsibility in such ar-
eas as patient care, leadership, teaching,.organization, and ad-
ministration. This goal can be achieved by having senior
residents supervise junior residents or act as consultants to ju-
nior residents, particularly in the subspecialty areas on inpatient
services. On ambulatory services or experiences, progressive re-
sponsibilities can be given senior residents through care for addi-
tional patients or by less-intense supervision. This does not
lessen the requirement for on-site faculty supervision of all pa-
tient encounters. Residents from other disciplines must not su-
pervise internal medicine residents-on internal medicine
services.

. Duty Hours and Personal Responsibility
‘a. Physicians must have a keen sense of personal responsibility

for continuing patient care, and must recognize that their obli-
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Program Requirements for Residency Education in Internal Medicine

1.

gation to patients is not automatically discharged at any give
hour of the day on any particular day of the week. In no case
should the resident go off duty until the proper care and wel-
fare of the patients have been ensured. Duty hours and night.
and weekend call for residents must reflect the concept of re-
sponsibility for patients and must provide for adequate patient

care. However, residents must not be required regularly to per--

form excessively difficult or prolonged duties. When averaged
over 4 weeks, residents should spend no more than 80 hours

per week in patient care duties in the residency program. Resi-

dents at all levels should be on call no more often than every
third night and, on average, should have the opportunity to
spend at least 1 day out of 7 free of patient care duties in the
residency program. There should be adequate opportunity to
rest and sleep when on call for 24 hours or more. There should
be adequate backup so that patient care is not jeopardized
during or following assigned periods of duty. In emergency
medicine continuous duty should not exceed 12 hours, with
such duty periods separated by at least 8 hours.

b. Residency is a full-time responsibility. Activities outside the
educational program must not interfere with the resident’s
performance in the educational process.

Formal Teaching Program

Rounds
a. Teaching Rounds
1. Patient teaching rounds are essential. Although manage-
ment issues frequently arise during teaching rounds, such
rounds should focus on issues more general than the imme-
diate management of patients assigned to the residents’
care. Teaching rounds must be regularly scheduled, and
must be conducted on a formal basis on at least 3 days of
the week for a minimum of 4% hours per week. Generally, a
few cases are presented on teaching rounds as a basis for
discussion of such points as interpretation of clinical data,
pathophysiology, differential diagnosis, specific manage-
ment of the patient, and the appropriate use of technology.
Teaching rounds must include direct bedside interaction
with the patient by the residents and the scheduled teach-
ing physician. These bedside sessions should include per-
sonal evaluation of the history and physical examination by
“the teaching physician. It is of fundamental importance

that the dignity of the patient/physician relationship be pre-

served and emphasized. The faculty members conducting
teaching rounds should be selected for their knowledge of
medicine, their clinical skills, and their interest and ability
in teaching. : .

2. To facilitate bedside teaching, a single teaching attending
physician should not be assigned more than six residents
and medical students in total. Even under extreme circum-
stances, a single teaching attending physician must not
have responsibility for more than 10 residents and students
at a time.

b. Management Rounds by the Physician of Record

Each physician of record has the responsibility to interact at
appropriate intervals with his or her patients and to communi-

- cate effectively and frequently with the resident staff partici-
pating in the care of these patients. When the physician of
record is the personal physician of the patient, this communi-
cation is best achieved by making management rounds on his
or her patients at least daily with at least one member of the
resident team. The resident must not be required to relate to
so many personal physicians as to interfere with the educa-
tional experience of the resident. Management rounds by the
physician of record are not time-limited and must be commen-

=

surate with the needs of the patient. Although management
rounds may offer many educational opportunities, they are not
to be confused with or to take the place of separate teaching
rounds. Management rounds by the physician of record also
should not interfere with resident “work” rounds.

2. Conferences and Seminars

a. Departmental conferences, seminars, and literature review ac-
tivities covering both general medicine and the medical sub-
specialties must be conducted regularly and sufficiently often
to fulfill educational goals. The conference schedule must be
structured to provide, at a minimum, a core curriculum deal-
ing with major topics in general internal medicine (including
issues arising in ambulatory and extended care settings), with
major topics in the medical subspecialties, and with the basic
procedural skills necessary for the practicing general inter-
nist. The core curriculum should be repeated often enough to
afford each resident an opportunity to participate fully.

b. Conferences should include information from the basic medi-
cal sciences with emphasis on the pathophysiology of disease
and reviews of recent advances in clinical medicine and
biomedical research. Conferences correlating current patho-
logical material, including material from autopsies, surgical
specimens, and other pathology material, with the clinical
course and management of patients must be held at least
monthly.

c. Conferences should promote interchange of information among
members of the department. Active resident and faculty par-
ticipation in both the planning and the production of confer-
ences is essential.

d. Each resident must attend at least 60% of those conferences
designated by the program director as required. Appropriate
records of resident attendance must be maintained.

. Self-Assessment
‘Program directors should encourage each resident to use formal

self-assessment techniques as an educational tool for monitoring
his or her own progress toward the program’s learning objectives.

“Toward this end, program directors should provide opportunities
for residents to participate in in-training examinations, self-study

courses, and/or other strategies.

. Basic Sciences

Study of the basic medical sciences must be part of the clinical
education of the resident. This is most effectively accomplished
in discussion of patient care and in formal conferences. Resident
preparation for conferences should include review of basic sci-
ence knowledge pertinent to the specific clinical topics.

C. Specific Training Experiences
1. Experience With Ambulatory Patients

a. Experience in the ambulatory care setting provides for appre-
ciation of the natural history of disease and familiarity with
common problems encountered in the practice of internal
medicine. Such experience also enables the resident to be-
come familiar with early manifestations of disease, as well as
with those social, economic, preventive, occupational, and
psychiatric aspects of disease not apparent in hospitalized pa-
tients. The residents’ ambulatory care learning experience
should include the opportunity to develop diagnostic and
therapeutic skills and the appropriate professional attitudes
in the care of general internal medicine patients.

b. Ambulatory experiences must include first-contact, compre-
hensive, and continuing care covering the broad spectrum of
disease. At least 25% of the 3 years of residency training must
be in the ambulatory care setting. [Note: In assessing the con-
tribution of various ambulatory experiences toward the 256%
minimum, the following guidelines can be used: ¥ day per
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week éssigned to an ambulatory setting throughout all 3 years
of training is equivalent to 10%; a 1-month block rotation is
equivalent to 3%; 1 full day per week throughout a single year

" of training is equivalent to 7%.]Examples of settings that may
be counted toward this requirement are general medicine
continuity clinics, subspecialty clinics, ambulatory block rota-
tions, physicians’ offices, managed health care systems, emer-
gency medicine, “walk-in” clinics, neighborhood health
clinics, and home-care visits.

. At least half of the residents’ ambulatory care experience
should deal with general internal medicine patients. Some of

the experience may also entail the various medical subspecial-

ties as well as related medical specialties (eg, orthopedics, gy-
necology, otorhinolaryngology, dermatology, psychiatry).

. Meaningful ambulatory care experience must occur in each of
the 3 years of residency training. Continuing care experience
is essential to provide the opportunity to observe and to learn
the natural course of disease. The program must provide resi-
dents with continuity experience in an ambulatory care set-
ting at least V% day each week, except when the resident is
assigned to an intensive care unit or to emergency medicine.
Each resident must have the opportunity to follow patients on
a long-term basis. Such long-term observation should include
following patients from the ambulatory to the inpatient envi-
ronment as well as from the inpatient to the ambulatory
environment.

. Arrangements should be made to minimize interruptions of
the resident during the continuity experience. Block rota-
tions to ambulatory settings are desirable to supplement con-
tinuity experience.

. The patient volume in the ambulatory environment must be
large enough to provide adequate numbers of new patients,
yet not so large as to interfere with teaching. In general medi-
cine settings, appropriate patient loads should, on average,
be not less than one nor more than two new patients and not
less than three nor more than six return patients per Y4-day
session for each first-year resident. More experienced resi-
dents may see greater numbers of patients each session.

. The conditions under which ambulatory patients are managed
should be similar to those of office practice. Residents must
be able to obtain appropriate consultation from other special-
ties in a timely fashion for their ambulatory patients. There
must be adequate services available from and collegial rela-
tionships with other health-care professionals such as nurses,
social workers, and dietitians. Such training may take place
in a variety of settings, including the offices of practicing phy-
sicians, provided that residents are given meaningful respon-
sibilities and that adequate space and associated personnel
are available.

. Residents must be supervised in all ambulatory settings by on-
site faculty whose primary responsibilities in that setting are
supervision and teaching. Each patient encounter should be
supervised. [t is desirable that such supervision be provided
by physicians experienced in the broad field of general inter-
nal medicine. The program director may assign experienced
and qualified (ie, board certified or equivalent) practitioners
from other specialties (eg, family medicine) to participate as
teachers in the ambulatory setting. One faculty member must
be responsible for no more than three first-year residents and
six second-year or third-year residents. In all circumstances,
the supervision as well as the quality of the educational expe-
rience must be documented, and the clinical and learning ex-
periences will be subject to evaluation.

2. Experience With Hospitalized Patients

Program Requirements for Residency Education in Internal Medicine:

a. Inpatient assignments in which the resident has meaningful
responsibility should be of sufficient duration to permit con-.
tinuing care of a majority of the patients throughout hospitali-

. zation, Each assignment must last at least 4 weeks, with the*
exception of those in emergency medicine or critical care
units. Bedside teaching is essential, and the service should be

" designed to utilize this teaching mode in a comfortable and
dignified manner for both residents and patients. A geo-
graphic concentration of inpatients assigned to a given resi-

- dent is desirable because it promotes effective teaching and
fosters meaningful interaction with other health personnel.

b. The number of patients assigned to each first-year resident
must be such as to permit detailed study and effective man-
agement of each patient, yet ensure that the residents are
challenged with diverse and complex problems. A first-year
resident should be responsible for no more than five new ad-
missions per admitting day. When the number of admissions .
to an admitting team is excessive, it is appropriate for the sec-
ond-year or third-year resident to assume primary patient re-
sponsibility for some admissions.

c. First-year residents should not be assigned more than eight
new patients in any 48-hour period. A lower number is appro-
priate in critical and intensive care situations.

d. On average, a first-year resident should be responsible for the
ongoing care of eight to twelve patients, depending on the av-
erage length of stay and the nature and severity of illness. Sec-
ond-year and third-year residents are expected to care for
more patients than are first-year residents.

3. Subspecialty Experience
Education in the various subspecialties of internal medicine is a

- vital part of the training program. Rotations on these subspecial-
ties should be at least 4 weeks in duration. Although it is not
necessary that each resident be assigned to every subspecialty,
it is important that each resident be exposed sufficiently to the
specialized knowledge and diagnostic and therapeutic methods
of each of the recognized medical subspecialties. At a minimum,
residents should become familiar with those aspects of care in
each subspecialty area that are appropriately diagnosed and
managed by general internists and with those that should be re-
ferred to, or managed jointly with, subspecialists. This experi-
ence should be gained in both inpatient and ambulatory
settings. Subspecialty resources must include an adequate pro-
fessional and teaching staff and appropriate, specialized labora-
tory and technical facilities. .

4, Consultative Experience .

. Internists must be able to act as consultants to other physi-
cians. The residents’ experience must include the opportunity to
act under supervision as a consultant to other clinical services.
This requirement is best satisfied by a specific assignment as a
-general medical consultant to other services. The principles
involved in consultation should be included in the formal
curriculum. :

5. Geriatric Medicine
Resident experience must include formal teaching and regular,
supervised clinical activities in geriatric medicine. Assignments
to geriatric services must be offered, and are defined as specifi-
cally designated geriatric inpatient units, geriatric consultation
services, nursing homes, geriatric ambulatory care clinics,
and/or home care.

6. Emergency Medicine Experience
a. Internal medicine residents assigned to emergency medicine

must have first-contact responsibility for a sufficient number
of unselected patients to meet the educational needs of inter-
nal medicine residents. Triage by other physicians prior to
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‘Program Requirements for Residency Education in Internal Medicine

this contact is.unacceptable. Internal medicine residents
must be assigned to emergency medicine for at least 4 weeks
of direct experience in blocks of not less than 2 weeks during
the first or second year of residency. Further, they must have
meaningful responsibility for patients, including participation
in the diagnosis and management across the broad spectrum
of adult patients with medical and surgical illnesses such that
they are provided the opportunity to learn how to discrimi-

. nate which patients require hospitalization. Furthermore,
they must participate meaningfully in the diagnosis, manage-
ment, and admitting decisions for patients who range across
the broad range of adult medical and surgical illnesses. They
must be provided the opportunity to learn how to recogmze
these patients.

b. Senior (third-year) residents in internal medicine must have
additional assigned experience in emergency medicine. Their
responsibility must include meaningful participation in reach-
ing decisions about admissions.

c. Total emergency medicine experience must not exceed 3
months in 3 years of training for any resident.

d. Internal medicine residents assigned to rotations on emer-
gency medicine must have on-site, 24-hour, daily supervision
by qualified faculty. Residents must not be assigned to duty
more than 12 consecutive hours separated by intervals of at
least 8 hours. The rotations must be conducted in accordance
with a defined teaching program carried out by assigned fac-
ulty. Both the program and the faculty must be acceptable to
the program director in internal medicine. Consultations
from other specialties must be readily available, and resi-
dents in internal medicine should provide consultations to
residents in other disciplines within emergency medicine.

7. Critical Care Unit Experience

Residents must participate directly in the care of patlents with

various illnesses in critical care units (eg, intensive care units,

cardiac care units, respiratory care units). The educational
component must be conducted with adequate supervision by ap-
propriately trained internists and with consultation by subspe-
cialists in internal medicine and specialists in other disciplines.

There must be critical care unit teaching rounds and confer-

ences acceptable to the program director in internal medicine.

The critical care unit experience must not exceed 6 months in 8

years of training for any resident.

8. Adolescent Medicine

Residents should gain experience in caring for adolescent pa-

tients, particularly in ambulatory settings. Structured patient

care experiences directed by faculty are encouraged in advising
young patients in health promotion, family planning and human
sexuality, and sexually transmitted diseases. In addition, train-
ing in chemical dependency, sports medicine, and school health
issues is recommended.

9. Experience in Other Specialties

Residents should have sufficient experience in neurology; psy-

chiatry, dermatology, medical ophthalmology, otorhinolaryngol-

ogy, orthopedics,.office gynecology, and rehabilitation medicine
to become familiar with those aspects of care in each specialty
area that are appropriately diagnosed and managed by general
internists and with those that should be referred to, or managed

Jjointly with, other specialists. These experiences may be ob-

tained on non-internal medicine services (inpatient or ambula-

tory care settings) or in close contact with consulting attending
physicians from these specialties who advise and teach resi-
dents in internal medicine.

10. Procedures and Technical Skills
a. Procedures

11.

L

2.

Residents must be provided structured opportunities to (1)
learn the indications, contraindications, complications, and
limitations of specific procedures; (2) develop technical profi-
ciency in performing these procedures; and (8) learn to inter-
pret the results of specific procedures. The training program
should establish educational standards pertaining to the pro-
vision of learning opportunities for each resident.

b. Procedures should be divided into two categories: Required
and elective.

1. Required: At a minimum, all residents must be given an op-
portunity to develop competency in performing basic or ad-
vanced cardiopulmonary resuscitation, access techniques
to obtain venous and arterial blood, arthrocentesis of the
knee, bladder catheterization, central venous line place-
ment, nasogastric intubation, lumbar puncture, abdominal
paracentesis, and thoracentesis.

2. Elective: The opportunity to learn additional procedural
skills will be determined by the training environment, resi-
dent's practice expectations, availability of skilled teaching
faculty, and privilege delineation. These procedures may in-
clude but are not limited to arterial line placement; bone
marrow aspiration; elective cardioversion; endotracheal in-
tubation; flexible sigmoidoscopy; pulmonary artery balloon
flotation catheter placement; skin biopsy (punch); tempo-
rary pacemaker placement; ambulatory electrocardio-
graphic interpretation; and treadmill exercise testing,
supervision, and interpretation.

c. Interpretative Skills
At a minimum, all residents must be given an opportunity to
develop competency in interpretation of electrocardiograms,
chest roentgenograms, Gram stains of sputum, microscopic
" examinations of urine and of vaginal discharge for Monilia
and Trichomonas, and spirometry.
Special Educational Experiences
The internal medicine component of special educational tracks
must be conducted under the auspices of the Department of
Medicine; supervisors of such tracks must report directly to the
internal medicine program director. Although differences in em-
phasis may exist in such tracks, the core experience of residents
should provide sufficient training in both inpatient and ambula-
tory general internal medicine to permit the graduates of such
special tracks to function as general internists. The RRC evalu-
ates special educational tracks as part of internal medicine pro-
grams in the accreditation process. -

D. Professional Ethical Behavior

Physician Accountability

In addition to mastering medical skills, residents are expected to
acquire the values of professionalism. These values include plac-
ing the needs of one's patients ahead of one’s self-interest, being
responsive to the needs of society, maintaining a commitment to
scholarship, and enhancing the ability of all colleagues in the
health profession to discharge their responsibilities optimally. Be-
yond possessing medical knowledge and applying it, appropriate
medical practice entails the application of judgment, art, and val-
ues learned from mentors and role-model clinicians. Service to
one's community is.an important component of professionalism.
Residents, therefore, should be asked to participate in institu-
tional committees and-encouraged to participate in professional
organizations and community programs. Thus, training programs
must provide an environment in which high standards of profes-
sionalism and a commitment to continued improvement are
evident.

Humanistic Qualities
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Physicians must have the welfare of their patients as their pri-
mary professional concern. The resident must, therefore, demon-
strate those humanistic qualities that foster the formation of
appropriate patient/physician relationships. These qualities in-
clude integrity, respect, compassion, professional responsibility,
courtesy, sensitivity to the patient’s needs for comfort and encour-
agement, and an appropriate professional attitude and behavior
toward colleagues. These attributes should be emphasized
throughout the curriculum, and must be evaluated by faculty,
peers, and others during clinical encounters.

3. Physician Impairment
Residents must be instructed in the recognition and manage-
ment of impairment, including substance abuse, alcohol, depres-
sion, dementia, and other mental, emotional, and physical
disorders in their peers, as well as in the principles and methods
of active intervention.

4. Professional Ethics
The training program has the responsibility to foster commit-
ment by its residents to professional ethics. This includes the
demonstration of the high standard of moral and ethical behav-
ior within the clinical setting that is expected of the medical
profession,

E. Special Educational Requirements

1. Clinical Ethics

Residents must be taught the principles of bioethics as applied

to medical care and must participate in decisions involving ethi-

cal issues that arise in the diagnosis and management of their pa-

tients. Residents must also be taught the basic legal principles
inherent in the practice of internal medicine, including issues of
informed consent, living wills, patient advocacy, and related state
laws concerning patients’ rights. :

2. Quality Assessment, Quality Improvement, Risk Management, and

Cost Effectiveness in Medicine

Residents must receive formal instruction regarding the princi-

ples, objectives, and processes of quality assessment and improve-

ment and risk management. Residents must be taught the social

and economic impact of their decisions on patients and society. .

Always maintaining the primacy of the individual patient’s needs,

residents must be taught to be sensitive to the cost of medical

* care.
3. Preventive Medicine
Screening for disease, disease prevention, maintenance of gen-
eral health, and health promotion must be emphasized in the
curriculum. Residents must become familiar with occupational
and environmental disease processes and with methods for their
~ control.
4. Medical Information Sciences

a. Residents must receive instruction in the critical assessment of
medical literature, in clinical epidemiology, in clinical study
design, in medical statistics, and in clinical decision theory.

b. Each resident must be given the opportunity to learn basic com-
puter skills. Instruction should include (1) an introduction to
computer capabilities and medical applications, (2) basic tech-
niques for electronic retrieval of medical literature, (3) com-
puter-assisted medical instruction, and (4) electronic
information networks.

5. Law and Public Policy

Residents will practice medicine in an environment shaped by

law and public policy. Therefore, residents should be taught the

basic principles of legal medicine and government regulation at
local, state, and national levels, including the processes by which
such laws and regulations are developed.

Program Requirements for Residency Education in Internal Medicine

F. Research and Scholarly Activities
1. 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:
a. Active participation of the teaching staff in clinical discussions,
rounds, and conferences in a manner that promotes a spirit of
_ inquiry and scholarship. Scholarship implies an in-depth un-
derstanding of basic mechanisms of normal and abnormal
states and the application of current knowledge to practice.
b. Participation in journal clubs and research conferences.

c. Active participation in regional or national professional and sci-

entific societies, particularly through presentations at the or-
ganizations' meetings and publication in their journals.

d. Participation in research, particularly in projects that are
funded following peer review and/or result in publication 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.

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

2. Prior to the completion of training, each resident must demon-
strate some form of acceptable scholarly activity. Scholarly activi-
ties may include original research, comprehensive case reports,
or review of assigned clinical and research topics.

IV. Evaluation®

A. Residents
1. Formative Evaluation
a. It is essential that the program director evaluate the clinical
competence of the residents on a regular basis. The evaluation
must include not only intellectual abilities and manual skills
but also attitudes and interpersonal relationships. The resi-
dent must be closely observed performing specific tasks of
_patient management such as the history and physical examina-
tion, choice of diagnostic studies, formulation of differential di-
agnosis or problem lists, development of plans for short-term

and long-term medical management, invasive procedures, and

discharge planning. It is recommended that a structured clini-
cal evaluation exercise, such as that described in the Ameri-
can Board of Internal Medicine's “Guide to the Evaluation of
Residents,” be conducted on a yearly basis for each resident.

b. Records must be maintained by documentation logbook or by
an equivalent method to demonstrate that residents have had
adequate experience with invasive procedures. Records should
state the indications and complications and include the name
of the supervising physician. Such records should be of suffi-
cient detail to permit use in future credentialing.

c. Residents must be evaluated and their performance reviewed
with them upon completion of each rotation period. Formal
counseling must occur at least semiannually. Adequate rec-
ords of the evaluation and counseling process must be main-
tained for each resident. Such records must be available in the
resident’s file and must be accessible to the resident.

2. Summative Evaluation

The program director must prepare a detailed, written evaluation

of the clinical competence of each resident annually and at the

conclusion of the resident’s period of training in the program.

Such evaluations must stipulate the degree to which the resident

has mastered each component of clinical competence (ie, clini-

cal judgment, medical knowledge, clinical skills, humanistic
qualities, professional attitudes and behavior, and provision of
medical care) and has acquired proficiency in each of the various
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Program Requirements for Residency Education in Internal Medicine

procedural skills identified in the program’s curriculum. A record
of the evaluation must be maintained in the program files to
substantiate future judgments provided to hospital credentials
committees, certifying boards, licensing agencies, and other ap-
propriate bodies. In the event of an adverse annual evaluation,
residents must be offered the opportunity to address judgments
of academic deficiencies or misconduct before-an appropriately
“constituted clinical competence committee. Academic due proc-
ess provides fundamental fairness to the resident and protects
the institution by assuring accurate, proper, and definitive resolu-
tion of disputed evaluations. .

B. Faculty and Program

1. Resident Evaluation of Faculty and Program
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
residents must be assessed. The teaching staff must be organized
and have regular documented 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. The teaching staff should periodically evaluate the
utilization of the resources available to the program, the contri-
bution of each institution participating in the program, the finan-
cial and administrative support of the program, the volume and
variety of patients available to the program for educational pur-
poses, the performance of members of the teaching staff, and
the quality of supervision of residents. Provision'must be made
for residents to evaluate the faculty and the program annually.

The results of such evaluations should be used for faculty counsel-

ing and for selecting faculty members for specific teaching
assignments.

2. Certifying Examination
One measure of the quality of a program is the performance of its
graduates on the certifying examination of the American Board
of Internal Medicine. It is expected that a program’s graduates
will achieve a pass rate of at least 50% for first-time takers of the
examination for the most recent, defined 3-year period, and at
least 76% of those completing their training in the program
should take the examination.

V. Certification

Residents who plan to seek certification by the American Board of
Internal Medicine should communicate with the registration sec-
tion of the board regarding fulfillment of requirements for certifica-
tion. One must be certified in internal medicine prior to seeking
certification in a subspecialty. '

ACGME: February 1993 Effective: July 1995

Policies and Procedures for
Residency Education in the
Subspecialties of Internal Medicine

1. As a general rule, subspeéialty programs will be surveyed and re-

viewed in conjunction with the parent residency program in inter-

nal medicine. In the case of applications, or as determined by
the Residency Review Committee (RRC), a subspecialty program
may be surveyed and reviewed separately.

2. Subspecialty program information forms will be distributed to the
director of the parent internal medicine residency program, who
will coordinate the collection of information, completion of the

forms, and submission of required materials to the RRC for all

subspecialty programs to be reviewed.

3. The survey may be conducted by a member of the Field Staff or

- by a specialist selected by the RRC. The surveyor will submit a re-
port on the internal medicine residency program as well as on
each of the subspecialty programs under review. '

4. Subspecialty programs will be designated as “accredited” or “non-
accredited.” No other delineation of accreditation categories will
be used. The accreditation status of subspecialty programs will
be directly related to that of the parent internal medicine pro-
gram as follows:

a. Applications for accreditation of new subspecialty programs
will be considered only if the parent residency program in in-
ternal medicine carries the status of full accreditation.

b. Applications for accreditation of new subspecialty programs
will not be considered if the parent residency program in inter-
nal medicine is (1) accredited on a-provisional or probationary
basis; and (2) involved in the process of implementing appeal
procedures. . .

¢. When a subspecialty program is found not to be in substantial
compliance with the Essentials of Accredited Residencies, the
program director will be warned that accreditation will be
withdrawn if the program is found not to be in substantial com-
pliance with the Essentials at the time of the next scheduled
review, regardless of the accreditation status of the parent in-
ternal medicine program.

d. If the parent internal medicine program is accredited on a pro-
bationary basis, or accredited on a provisional basis with a
warning that adverse action will be taken if the program is not
in substantial compliance with the Essentials of Accredited
Residencies at the time of the next scheduled review, the sub-
specialty programs will be informed that their accreditation
status is in jeopardy.

In addition, if the primary subspecialty program is accred-

“ited with a warning that an adverse action will be taken if the
program is not in substantial compliance with the Essentials
of Accredited Residencies at the time of the next scheduled re-
view, the linked secondary subspecialty program (eg, cardio-
vascular disease and clinical cardiac electrophysiology) will be
informed that its accreditation status is in jeopardy. Further,
accreditation of the secondary subspcialty program will be ad-
ministratively withdrawn if the RRC withdraws accreditation
of the primary subspecialty program.

Thereafter, accreditation of the subspecialty programs will
be administratively withdrawn if the RRC (1) continues accredi-
tation of the parent residency program in internal medicine on
a probationary basis beyond 2 years; (2) withdraws accredita- -
tion of the parent residency program in internal medicine.

¢. Withdrawal of accreditation of the parent internal medicine
residency program under circumstances other than those de-
scribed above will also result in simultaneous withdrawal of all
subspecialty programs.

5. In case of withholding accreditation or withdrawing accreditation
of subspecialty programs, the Procedures for Proposed Adverse
Actions and the Procedures for Appeal of Adverse Actions apply.
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Program Requirements for Residency Education in the Subspecialties of Internal Medicine

Program Requirements for
Residency Education in the
Subspecialties of Internal Medicine

I. General Information

A. Subspecialty training in internal medicine is a voluntary compo-
nent in the continuum of the educational process; such training

should take place on satisfactory completion of an accredited pro- -

gram in internal medicine.

B. To be eligible for accreditation, a subspecialty program must func-
tion as an integral part of an accredited residency program in in-
ternal medicine. There must be a reporting relationship from the
leadership of the subspecialty program to the department chair-
man or his or her designee. The discipline must be one for which
a certificate of special qualifications or a certificate of added
qualifications is offered by the American Board of Internal Medi-
cine. (The information herein applies to subspecialty disciplines
in internal medicine as well as to disciplines for which a certifi-
cate of added qualifications is offered by the American Board of
Internal Medicine. For editorial purposes, the term subspecialty
is used throughout the document for both types of training
programs.)

C. Programs of graduate education in the subspecialties of internal
medicine may.be accredited only in institutions that sponsor a
residency program in internal medicine accredited by the Ac-
creditation Council for Graduate Medical Education. Applica-
tions for accreditation of new subspecialty programs will not be
considered if the parent residency program in internal medicine
is accredited on a provisional or probationary basis. Sponsoring
institutions also must have a meaningful affiliation with a Liaison
Committee on Medical Education (LCME)-accredited medical
school and/or demonstrate equivalent commitment to education
and research. The program design and/or structure must be ap-
proved by the appropriate review committee as part of the regu-
lar review process.

D. Graduate education in the subspecialties of internal medicine re-
quires a major commitment to education by the sponsoring insti-
tution. Evidence of such a commitment must include each of the
following;

1. At least two residents enrolled at all times to ensure peer inter-
action among internal medicine subspecialty residents that en-
hances the educational experience.

2. Sponsorship of SIgmﬁcant research by the primary trammg site.

3. Sponsorship of a minimum of three accredited subspecialty pro-
grams by the primary training site. [Note: Internal medicine
training programs in geriatric medicine are exempt. ] Such
sponsorship is required to ensure:

a. The faculty resources, curriculum, and formal dldactlc expe-
riences required for subspecialty training.

b. The extensive educational, patient care, and research re-
sources that are essential to the learning environment for
subspecialty residents. _

c. Appropriate peer interaction among subspecialty residents.

d. Appropriate institutional and interdisciplinary research re-
sources and opportunities.

Il. Educational Programs

A: Subspecialty programs must provide advanced training to allow
the resident to acquire expertise as a consultant in the subspe-
cialty. ‘

B. All major dimensions of the curriculum should be structured edu-
cational experiences for which written goals and objectives, a de-

fined methodology for teaching, and an explicit method of evalu-
ation are documented. The curriculum must ensure the opportu-
nity for residents to achieve the cognitive knowledge,
psychomotor skills, interpersonal skills, professional attitudes,
and practical experience required of a subspecialist.

C. The program must emphasize scholarship, self-instruction, devel-
opment of critical analysis of clinical problems, and the ability to
make appropriate decisions.

D. The program must provide appropriate opportunity for the resi-
dent to acquire skills in the performance of the techniques re-
quired for the practice of the subspecialty.

E. Appropriate supervision of the residents must be provided during
all of their educational experiences.

F. Participation by any institution providing more than 3 months of
training in a program of less than 3 years in duration or 6 months
of training in a program of 3 or more years must be approved by
the appropriate review committee. The principles of education
enumerated in the Program Requirements for Residency Educa-
tion in Internal Medicine [Note: Specifically, paragraphs ILA.3,
I1.A.6, IILA.6, and II1.B.] and the Institutional Requirements of
the Essentials of Accredited Residencies in Graduate Medical
Education also apply for subspecialty programs. The following
principles require special emphasis:

1. Educational Environment
Refer to the Institutional Requirements of the Essentials of Ac-
credited Residencies in Graduate Medical Education (I: Insti-
tutional Organization and Commitment) and the Program
Requirements for Residency Education in Internal Medlcme
Sections I and IL.A.4.

‘2. Duty Hours
Refer to the Program Requirements for Residency Education
in Internal Medicine, Section II.A.7.

3. Professionalism
Professionalism must be fostered during subspecialty training.
In addition to mastering the comprehensive clinical and tech-
nical skills of the consultant subspecialist, residents are ex-
pected to maintain the values of professionalism. These values
include placing the needs of one’s patients ahead of one’s self-
interest, being responsive to the needs of society, continuing a
commitment to scholarship and to high standards of related re-
search, and enhancing the ability of all colleagues in the
health professions to discharge their responsibilities opti-
mally. Beyond possessing medical knowledge and applying it,
appropriate medical practice entails the application of judg-
ment, the art of medicine, and values learned from mentors
and role-model clinicians. Service to one’s community is an im-
portant component of professionalism. Residents, therefore,
should be encouraged to participate in professional organiza-
tions, community programs, and institutional committees.
Thus, subspecialty training programs must provide an environ-
ment in which high standards of professionalism and a com-
mitment to continued improvement are evident.

4. Responsibility and Professional Relationships
Lines of responsibility must be clearly delineated for residents
in subspecialty programs and for residents in internal medi-
cine training programs. Subspecialty programs must contrib-
ute to the general internal medicine program without diluting
the overall experience of the internal medicine resident. In ad-
dition, it is highly desirable that residents have a meaningful
working relationship with residents in accredited programs in
other disciplines such as family practice, pathology, pediatrics,
radiology, and surgery. Where appropriate, qualified faculty in
these disciplines should provide instruction and supervision
for subspecialty residents.
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Program Requirements for Residency Education in the Subspecialties of Internal Medicine

5. Quality Assessmerit, Quality Improvement, Risk Management,
and Cost Effectiveness in Medicine
Refer to the Program Requirements for Résidency Education
. in Internal Medicine, Section IIL.E.2.

lll. Faculty

A. Program Director

There must be a single program director responsible for the pro-

gram. The subspecialty program director must be qualified to super-

vise and to educate residents in the subspecialty. Thus, the director
naust either be certified in the subspecialty or possess equivalent
qualifications. Additional qualifications include the following: requi-
site and documented clinical, educational, and administrative abili-
ties and experience; licensure to practice medicine in the state
where the institution that sponsors the program is located (certain
federal programs are exempted); and appointment in good standing
to the medical staff of an institution participating in the program.

The program director must devote at least 20 hours per week to the

training program and must be based at the primary training site of

the subspecialty program. The responsibilities of the program direc-
tor include:

1. Preparation of a written statement outlining the educational goals
of the program with respect to knowledge, skills, and other attri-
butes of residents at each level of training and for each major ro-
tation or other program assignment. This statement must be
distributed to residents and members of the teaching staff. It
should be readily available for review.

2. Selection of residents for appointment to the program in accord-
ance with institutional and departmental policies and procedures.

3. Selection and supervision of the teaching staff and other program
personnel at each institution participating in the program.

4. The supervision of residents through éxplicit 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. Monitor resident stress, including mental or emotional conditions
inhibiting performance or learning and drug- or alcohol-related
dysfunction. The program directors and teaching staff should 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.

6. Preparation of an accurate statistical and narrative description of
the program as requested by the Residency Review Committee
for Internal Medicine.

B. Faculty

1. The subspecialty program faculty must include a minimum of
three qualified teaching faculty members, including the program
director. Each must devote at least 20 hours per week to teach-
ing, research, administration, and/or the critical evaluation of
the performance, progress, and competence of the residents.
These faculty must be certified in the subspecialty by the Ameri-
can Board of Internal Medicine or possess equivalent qualifica-
tions. For programs with more than five residents enrolled, a
ratio of such faculty to residents of at least 1:1.5 must be main-
tained. (This is a minimum requirement and may be exceeded in
certain subspecialties.) _

2. The program director and the teaching staff are responsible for
the general administration of a program, including those activi-
‘ties related to the recruitment, selection, instruction, supervi-
sion, counseling, evaluation, and advancement of residerits and
the maintenance of records related to program accreditation. An

optimal environment for teaching excellence is provided when
all teaching staff participate actively in (a) the clinical practice
of the subspecialty, (b) their own continuing education, and

(c) the activities of regional and national scientific societies. In
addition, all full-time faculty will be expected to engage actively
inresearch and in the presentation and publication of scientific
studies. The director and teaching staff of a program must pre-
pare and comply with written educational goals for the program.

" 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. A member of the teaching staff
of each participating institution must be designated to assume re-
sponsibility for the day-to-day activities of the program at that in-
stitution, with overall coordination by the program director.

IV. Facilities and Resources

A. The Program Requirements for Residency Education in Internal
Medicine governing the provision of appropriate facilities also ap-
ply to subspecialty training. Unique facilities required for a par-
ticular subspecialty will be found in thie Program Requirements
for that subspecialty.

B. As used in this document, the primary training site shall mean
the health-care facility that provides the required services, is the
location of the program director's major activity, is the location
where the resident spends the majority of clinical time, and is or-
dinarily the primary location of the core program in internal

- medicine. .

C. Programs must be provided with the additional professional, tech-
nical, and clerical personnel needed to support the administra-
tion and educational conduct of the program. In addition, refer
to the Institutional Requirements of the Essentials of Accredited
Residencies in Graduate Medical Education, 11.D.

D. A sufficient number of new and follow-up patients of appropriate
ages, including the adolescent and geriatric age groups, and of
both sexes must be available to ensure adequate inpatient and
outpatient experience for each subspecialty resident without di-
luting the experience of the residents in the general internal
medicine residency program. :

V. Specific Program Content

Subspecialty programs must include the following educational
components:

A. Patient Care Experience

1. General Internal Medicine
Programs must provide appropriate and structured opportunities
for residents to maintain their skills in general internal medicine.
2. Subspecialty Medicine

a. The available inpatient and ambulatory care patient population
must provide experience with those illnesses that are encom-
passed by, and help to define, the subspecialty.

b. Subspecialty training programs should enhance the ambulatory
experience of general internal medicine residents through
mechanisms such as cross-referral designed to maximize
both the quality of patient care and shared educational
opportunities.

c. Experience in ambulatory settings that includes consultative as
well as continuing care must occur at least %4 day each week
throughout at least 18 months of a 24-month training program.
Residents should, on average, be responsible for not less than
one nor more than three new patients and not less than three
nor more than six return patients during each 14-day session,
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(This is a minimum requirement and may be exceeded in cer-
tain subspecialties.)

B. Consultation Experience

Subspecialty residents must have the appropriate supervised experi-

ence to develop skills in providing consultation services, communi-
cating with referring physicians and other members of the
health-care team, and ensuring support for continuous care by the
patient’s primary physician.

C. Teaching Experience

The program must provide residents with the opportunity to teach
medical students, physicians, and other professional personnel.

D. Conferences

Conferences must be conducted regularly as scheduled and must be
attended by all available faculty and residents. At a minimum, there
should be at least one clinical conference, one basic science confer-
ence, one literature review conference (journal club), and one re-
search conference each month. Residents must actively request
autopsies and participate in formal review of gross and microscopic
pathological material from patients who have been under their
care. It is essential that residents participate in planning and in
conducting conferences. Faculty and resident attendance and par-
ticipation at multidisciplinary conferences is also expected.

E. Procedures ,
Residents must develop a comprehensive understanding of the indi-
cations, contraindications, limitations, complications, techniques,
and interpretation of results of those technical procedures integral
to the discipline. Residents must acquire knowledge of and skill in
educating patients about the technique, rationale, and ramifica-
tions of procedures and in obtaining procedure-specific informed
consent. Faculty supervision of residents in their performance is re-
quired, and each resident’s experience in such procedures must be
documented by the program director.

F. Occupational Safety and Health Administration (0SHA) and

Health-Care Regulations

Residents must have formal instruction in current OSHA regula-

tions and universal precautions and protection of health-care

workers .

G. Critical Assessment and Decision Sciences

Residents must have instruction in the evaluation of medical litera-

ture, clinical epidemiology, clinical study design, relative and abso-

lute risks of disease, medical statistics, and medical decision

making.

H. Continuous Quality Improvement

Residents are expected to have instruction and experience in tlie

principles, objectives, and processes of quality assessment and im-

provement and risk management.

I. Psychosocial, Economic, and Ethical Issues

Training must include cultural, social, family, behavioral, and eco-

nomic issues, such as confidentiality of information, indications for

life-support systems, and allocation of limited resources. Residents

must be taught the social and economic impact of their decisions

on patients, the primary care physician, and society.

J. Educational and Counseling Skills

Residents should have instruction and experience in patient coun-

seling skills and community education. This training should empha-

size effective communication techniques for diverse populations, as
well as organizational resources useful for patlent and community

education.

K. Research

As part of the academic environment, an actxve research compo-
nent must be included within each accredited subspecialty pro-
gram. The program must ensure meaningful, supervised research
experience with appropriate protected time for each resident, while
maintaining the essential clinical experience. Recent productivity
by the program faculty and by the residents will be required, includ-
ing publication in peer-reviewed journals. Residents must learn the
design and interpretation of research studies, responsible use of in-
formed consent, and research methodology and interpretation of
data. The program must provide instruction in the critical assess-
ment of new therapies and of the medical literature. Residents
should be advised and supervised by qualified staff members in the
conduct of research.

L. Other Scholarly Activities

The resident should make presentations at lectures, medical grand
rounds, journal clubs, and other conferences.

VI. Evaluation

A. Residents

1. Formative Evaluation
Subspecialty program directors must establish procedures for
evaluating and documenting the clinical and technical compe-
tence of subspecialty-residents. These procedures must include

observation, assessment, and substantiation of residents’ compre-.

hensive and specialized medical knowledge and provision of
medical care, including advanced skills in history-taking, physi-
cal examination, clinical judgment, management, and consulta-
tion, and their ability to critically analyze clinical situations and
make medical décisions. The program must also evaluate resi-
dents’ technical proficiency, communication, humanistic quali-
ties, professional attitudes and behavior, and commitment to
scholarship as demonstrated within the clinical setting.

Records must be maintained by documentation loghooks or an
equivalent method to demonstrate that subspecialty residents
have had adequate experience with invasive procedures. Records
should state the indications and complications and include the
name of the supervising physician. Such records must be kept in
sufficient detail to permit use in future credentialing.

Regular and meaningful feedback to subspecialty residents
about their performance is essential to their continuing growth
and development as subspecialty internists. There must be regu-
lar evaluation of residents’ knowledge, skills, and overall perfor-
mance, including the development, of professional attitudes
consistent with being a physician, Residents must be evaluated
and their performance reviewed with them on completion of
each rotation period. At least semiannually, the program must
provide to the resident structured feedback on performance, in-
cluding appropriate counseling and other necessary remedial ef-
fort. Adequate records of the evaluation and counseling process
must be maintained for each resident. Such records must be
available in the resident’s file and must be accessible to the
resident.

2. Summative Evaluation

The program director must prepare a detailed, written evaluatlon
of the clinical competence of each subspec1alty resident annually -
and/or at the conclusion of the resident’s period of training in
the program. Such evaluations must stipulate the degree to
which the resident has mastered each component of clinical com-
petence (ie, clinical judgment, medical knowledge, clinical skills,

- humanistic qualities, professional attitudes and behavior, and
provision of medical care) and has acquired proficiency in each
of the various procedural skills identified in the program’s cur-
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Program Requirements for Residency Education in the Subspecialties of Internal Medicine

riculum. A record of the evaluation must be maintained in the
program files to substantiate future judgments provided to hospi-
tal credentials committees, certifying boards, licensing agencies,
and other appropriate bodies. Residents must be advanced to po-
sitions of higher responsibility only on the basis of evidence of
their satisfactory progressive scholarship and professional
growth. In the event of an adverse annual evaluation, residents
must be offered the opportunity to address judgments of aca-
demic deficiencies or misconduct before an independent, appro-
priately constituted clinical competence committee. Academic
due process provides fundamental fairness to the resident and

protects the institution by ensuring accurate, proper, and defini- -

tive resolution of disputed evaluations.
B. Faculty and Program

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. The teaching staff must be organized and
have regular documented meetings to review program goals and ob-
jectives as well as program effectiveness in achieving them. At least
one resident representative should participate in these reviews.
The teaching staff should periodically evaluate the utilization of the
resources available to the program, the contribution of each institu-
tion participating in the program, the financial and administrative
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 resi-

dents. Provision must be made for residents to evaluate confiden-
tially the faculty and the training program formally in writing at
least annually. The results of such evaluations should be used for
faculty counseling and for selecting faculty members for spemﬁc
teachmg assignments.

Vil Program Requirements

The Program Requirements for training programs in a specific sub-
specialty may exceed the minimum requirements set forth above.

ACGME: June 1993 Effective: July 1995

Program Requirements for
Residency Education in
Cardiovascular Disease
(Internal Medicine)

l. Educational Program

A subspecialty educational program in cardiology must be organ-
ized to provide training and experience in the evaluation and man-
agement of a wide variety of patients with acute and chronic
cardiovascular conditions including chronic coronary heart disease,
congestive heart failure, arrhythmias, acute myocardial infarction
and other acute ischemic syndromes, lipid disorders, hypertension,
cardiomyopathy, valvular heart disease, pulmonary heart disease,
peripheral vascular disease, infections and inflammatory heart dis-
ease, and adult congenital heart disease. The training and experi-
ence must be at a sufficient level for the resident to acquire the
competency of a specialist in the field. The training program must
be 3 years in duration.-There should be a minimum of one resident
per training year, yielding a minimum of three residents.

Il. Faculty

The program must provide a minimum of four teaching faculty. In

. programs with a total of more than six trainees, for each 1.5 resi-

dents there must be no less than one faculty member who must
devote at least 20 hours per week to teaching, research, administra-
tion, and/or the critical evaluation of the performance, progress,
and competence of the residents. The program director and faculty
should be certified by the American Board of Internal Medicine in
the subspecialty of cardiovascular disease or possess equivalent
qualifications.

Ill. Facilities and Resources

Modern facilities to'accomplish the overall educational program
must be available and functioning. These include inpatient, ambula-
tory care, and clinical and research laboratory resources. Specifi-
cally, there must be laboratories in which cardiac hemodynamics,
angiography, percutaneous transluminal coronary angioplasty, inva-
sive electrophysiologic studies, and other interventional procedures
are performed. There must be laboratories that provide resources
for electrocardiography, ambulatory electrocardiogram (ECG) re-
cording, exercise testing, echocardiography (including Doppler and
transesophageal studies), and radionuclide techniques. Other hospi-
tal resources chould include facilities for assessment of peripheral
vascular disease and pulmonary physiology. Critical care units must
include a cardiac care unit and a cardiac surgery intensive care
unit. Resources must be available for pacemaker implantation, in-
cluding automatic implantable cardioverter/defibrillator follow-up.
There must be a cardiac catheterization laboratory and active car-
diac surgery at the primary training site.

IV. Specific Program Content

Cardiovascular medicine is an increasingly complex and expanding
discipline. To function as consultants in cardiovascular medicine,
residents must become expert in an ever-expanding body of knowl-
edge and technological skills. This expertise will allow the resident . -
to integrate appropriate information regarding the pathophysiology,
pathogenesis, natural history, and diagnosis required for the man-
agement and prevention of diseases of the heart and blood vessels.
The goal of the training program is to provide opportunities for’

- the residents to develop clinical competence in the field of adult

cardiology.
A. Clinical Experience

1. Required Patient Population _
Clinical experience must include opportunities to observe, man-
age, and judge the effectiveness of therapeutic programs in pa-
tients with a wide variety of adult cardiovascular disorders on
both an inpatient and an outpatient basis. The resident must be
given opportunities to assume continuing responsibility for both
acute and chronically ill patients to learn the natural history of
cardiovascular disease.

2. Ambulatory Medical Experience
Continuing care experience in the ambulatory care setting must
oceur at least ¥ day each week throughout at least 24 months of
the training program.

3. Inpatient Experience
There must be at least 8 months of nonlaboratory clinical prac-
tice activities (eg, consultations, cardiac care units, postopera-
tive care of cardiac surgery patients).

4. Special Clinical Experiences
There must be at least 24 months of chmcal training, including
inpatient and special experiences. The program must provide a
minimum of:
a. Four months in the cardiac catheterization laboratory
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Program Requirements for Residency Education in Clinical Cardiac Electrophysiology (Internal Medicine)

b. Four months in noninvasive cardiac evaluations, including exer-

cise stress testing, ECG interpretation, ambulatory ECG re-
cording, echocardiography, and nuclear cardiology

c. Two months devoted to electrophysiology and pacemaker
follow-up

B. Technical and Other Skills

L

The program must provide sufficient experience for the resident

to acquire skill in the performance and interpretation of:

a. History and physical examination

b. Cardiopulmonary resuscitation and advanced cardiac llfe sup-
port

. Elective cardioversion

. Bedside right heart catheterization

. Insertion and management of temporary pacemakers

o oo

raphy; residents must participate in a minimum of 100
catheterizations

g. Exercise stress testing; residents must perform a minimum of

50 tests
h. Echocardiography; residents must perform a minimum of 150
studies and interpret a minimum of 150 studies

. The program must provide opportunities for residents to acquire

experience with the performance and (where applicable) inter-

pretation of:

a. Pericardiocentesis

b. Programming and follow-up surveillance of permanent pace-
makers

c. Intracardiac electrophysiologic studies

d. Intra-aortic balloon counterpulsation

e. Percutaneous transluminal coronary angioplasty and other
interventional procedures

f. Cardiovascular rehabilitation

.

3. The program must provide sufficient experience for residents to

acquire skill in the interpretation of:

a. Chest x-rays

b. Electrocardiograms

c. Ambulatory ECG recording

d. Radionuclide studies of myocardial function and perfusion
e. Ongoing research projects

f. Cardiovascular literature

C. Formal Instruction
The program must provide didactic instruction and opportunities to
acquire knowledge in:

1.

Basic science

a. Cardiovascular anatomy

b. Cardiovascular physiology

¢. Cardiovascular metabolism

d. Molecular biology of the cardiovascular system
e. Cardiovascular pharmacology

f. Cardiovascular pathology

. Prevention of cardiovascular disease

a. Epidemiology and biostatistics
b. Risk factors
¢. Lipid disorders

. Eva]uation and management of patients with:

a. Coronary artery disease and its mamfestatlons and
complications

b. Arrhythmias

c. Hypertension

d. Cardiomyopathy

e. Valvular heart disease

f. Pericardial disease

g. Pulmonary heart disease

Right and left heart catheterization including coronary arteriog-

h. Peripheral vascular disease
i. Cerebrovascular disease
j- Heart disease in pregnancy
k. Adult congenital heart disease
1. Complications of therapy
4. Management of:
a. Acute and chronic congestive heart failure _
b. Acute myocardial infarction and other acute ischemic
syndromes
¢. Acute and chronic arrhythmias
d. Preoperative and postoperative patients
e. Cardiac transplant patients
5. Diagnostic techniques, including:
a. Magnetic resonance imaging
b. Fast computed tomography
¢. Positron emission tomography

D. Research Experience

See paragraphs K and L, Section V, Specific Program Content, Pro-
gram Requirements for Residency Education in the Subspecmltles
of Internal Medlcme

E. Evaluation i

See Section VI, General Information Section, Program Require-
ments for Re51dency Educatlon in the Subspecmltles of Internal
Medicine.

ACGME: June 1993 Effective: July 1995

Program Requirements for
Residency Education in Clinical
Cardiac Electrophysiology
(Internal Medicine)

|. Educational Program

A. A subspecialty educational program in clinical cardiac electro-
physiology (CCEP) must function as an integral component of an
accredited subspecialty fellowship in cardiovascular disease and
must be organized to provide training and experience at a suffi-

_ cient level for the resident to acquire the competency of a spe-
cialist in the field.

B. During training in CCEP, the resident’s clinical experience must
include opportunities to observe, diagnose, manage, and judge
the effectiveness of treatment for inpatients and outpatients
with ectopy, syncope, and bradyarrhythmias and with both supra-
ventricular and ventricular tachyarrhythmias. The resident
should be given opportunities to assume continuing responsibil-
ity for both acutely and chronically ill patients to learn the natu-
ral history of a wide variety of cardiac arrhythmias and how to
treat them.

C. The CCEP program must be 1 year in length, following completion
of an accredited cardiovascular disease residency program.

D. The principles enumerated in the Program Requirements for Resi-
dency Education in Internal Medicine and the General Informa-
tion Section of the Program Requirements for Residency
Education in the Subspecialties of Internal Medicine are also ap-
plicable to training in this subspecialty.

Il. Faculty

Faculty responsible for training should be board certified in CCEP
or possess equivalent qualifications. There should be a minimum of
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Program Requirements for Residency Education in Clinical Cardiac Electrophysiology {Intemal Medicine)

two clinically active CCEP faculty members and no less than one

-ful

I-time CCEP faculty member per 1.5 residents. Access to faculty

with expertise in basic cardiac electrophysiology and pharmacology
and to research laboratories in which cardiac electrophysiologic re-
search is performed is desirable.

A

B.

Facilities and Resources

Modern clinical inpatient and ambulatory care and research facili-
ties to accomplish the overall educational program must be avail-
able and functioning. Specifically, there must be a clinical
cardiac electrophysiologic laboratory for invasive intracardiac
electrophysiologic studies and catheter ablation and laboratories
to provide the noninvasive diagnostic and therapeutic techniques
detailed below. .
The electrophysiology laboratory must contain appropriate car-
diac fluoroscopic equipment, programmable stimulator, record-
ing devices, and resuscitative equipment. An outpatient
follow-up program must exist to care for patients with pacemak-
ers and implantable cardioverters/defibrillators (ICDs). Clinical
care units must include cardiac care units (CCUs), cardiac surgi-
cal intensive care units, and outpatient clinics. Association with
a cardiac surgery program with surgeons skilled in arrhythmia
surgery and electrical device implantation is an essential part of
a CCEP training program. Although the surgical program does
not necessarily have to be in the same hospital or medical center
as the CCEP program, a close geographic and working relation-
ship between the two must be documented.

IV. Specific Program Content

A
L

. Clinical Experience

Residents should have clinical experiences that provide the oppor-
tunity to acquire knowledge of the indications, contraindications,
risks, limitations, sensitivity, specificity, predictive accuracy, and
appropriate techniques for evaluating patients with:
a. A variety of rhythm disorders, including but not limited to

1. sinus node dysfunction,

2. atrioventricular (AV) and intraventricular block, and

3. supraventricular and ventricular tachyarrhythmias.
b. Clinical conditions such as

1. unexplained syncope,

2. aborted sudden cardiac death,

3. palpitations,

4. Wolff-Parkinson-White (WPW) syndrome, and

5. long QT syndrome.
¢. Conditions that make them candidates for nonpharmacological

therapy such as ablation, surgery, and ICD implantation.

. Clinical experiences involving:

a. Consultation.

b. Care of patients in the cardiac care unit, emergency room, or
other intensive care settings.

c. Care of the patient before and after an electrophysiologic study.

d. Preoperative and postoperative care of the patlent undergoing
surgery for arrhythmias.

e. Outpatient follow-up of patients treated with drugs, devwes or
surgery. '

f. Electrocardiography—proficiency in the interpretation of the
standard 12-lead ECG, stress testing, ambulatory ECG record-
ing, signal-averaged ECG, and telephone-transmitted ECGs.

g. Catheter ablation therapy for arrhythmias.

h. Care of patients with temporary and permanent pacemakers

i. Care of pat1ents with ICDs.

B. Technical and Other Skills

L

L
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To become proficient in CCEP, residents must have the opportu-
nity to acquire a broad knowledge base of cardiac electrophysiol-
ogy. There must be opportunity to develop a high level of
performance in such areas as interpretation of ECGs, ambulatory
ECG recordings, stress-testing ECG recordings, and chest radiog-
raphy, as well as the performance of history and physical exami-
nation, cardiopulmonary resuscitation and advanced cardiac life
support, and arterial and venous cannulation.

. Residents must have opportunities to acquire skill in the interpre-

tation of:

" Activation sequence mapping recordings.
Invasive intracardiac electrophysiologic studies.
Relevant imaging studies, including chest radiography.
Tilt testing.
Electrocardiograms and ambulatory ECG recordings.
Continuous in-hospital ECG recording,
Endocardial electrogram recording from intracardiac electro-
physiologic studies.
Epicardial electrogram recordings.
Esophageal ECG recordings.
Signal-averaged ECG recordings.
Stress-transmitted testing ECG recordings.
Telephone-transmitted ECG recordings.

. Transmembrane intracellular and monophasic extracellular ac-
tion potential recordings.

. Residents must have opportunities to acquire skill in the perform-

ance of clinical cardiac electrophysiologic studies.

a. The resident is expected to perform an average of two or more
electrophysiology studies per week as the primary operator or
as an assistant closely involved with data collection and
analysis. '

b. A minimum of 100 intracardiac procedures in at least 50 pa-
tients will be required. .

1. Of these patients studied, at least 25% must have supraven-
tricular tachycardias such as atrioventricular nodal reen-
trant tachycardias, atrioventricular reentrant tachycardias
related to the WPW syndrome, or atrial tachycardias.

2. The program director of the CCEP training program will be
expected to ensure the competency of the resident in the
following:

a. Electrode catheter introduction

b. Electrode catheter positioning in atria, ventricles, coro-
nary sinus, His bundle area, and pulmonary artery

c. Stimulating techniques to obtain conduction times and
refractory periods, to initiate and terminate tachycardias

d. Recording techniques, including an understanding of am-
plifiers, filters, and signal processors

e. Measurement and interpretation of data

Residents must also have opportunities to acquire skill in the

following:

a. Use of antiarrhythmic drugs, including knowledge of pharma-

cokinetics and pharmacodynamics

Management of patients who are critically ill with cardiac

arrhythmias

Cardiopulmonary resuscitation

Advanced cardiac life support

Electrical cardioversion and defibrillation

Noninvasive diagnostic techniques, including esophageal pacing

Noninvasive therapeutic techniques

. Arterial and venous cannulation

Transcutaneous pacing

Insertion and management of temporary pacemakers

Insertion and management of permanent pacemakers
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Program Requirements for Residency Education in Critical Care Medicine {Internal Medicine)

1. Participation in the clinical application of ICDs

m. Critical analysis of published electrophyswloglc data in labora-
tory and clinical research

n. Ca.rdloversmn‘and defibrillation

C. Formal Instruction

The program must provide mstructlon and opportunities to acquire

knowledge in:

1. Basic cardiac electrophysiology, including but not limited to gene-
sis of arrhythmias, normal and abnormal electrophysiologic re-
sponses, autonomic influences, effects of ischemia, drugs, and
other interventions.

. Basic and clinical cardiac electrophysiology.

. Pharmacology.

. Electrocardiography.

. Surgery for arrhythmias and device implantation.

. Personal development, attitudes, and coping skills of physicians
and other health-care professionals who care for critically ill
patients.

D. Research Experience

See Program Requirements for Residency Education in the Subspe-
cialties of Internal Medicine, Section V, Specific Program Content,
paragraphs K and L.

E. Evaluation .

See Program Requirements for Residency Education in the Subspe-
cialties of Internal Medicine, Section VI, Evaluation.

ACGME: June 199%  Effective: July 1995
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Program Requirements for
Residency Education in Critical
Care Medicine (Internal Medicine)

| Educational Program

A. An educational program in critical care medicine must be organ-
ized at a sufficient level for the resident to acquire expertise in
managing critically ill patients and in supervising critical care
units. )

B. Critical care medicine training programs may be 1 or 2 years in
duration.

1. Programs that accept only those who have completed train-
ing in an accredited program in one of the subspecialties of
internal medicine may be organized to offer a single year of
training.

2. Programs organized to provide critical care medicine training
in association with an accredited program in one of the subspe-
cialties of internal medicine may fulfill training requirements
by devoting 12 months to critical care out of a total of 36
months of training.

3. Otherwise, a program must provide training of 2 years in
duration.

C. To provide evidence of substantial institutional support in those
disciplines most relevant to critical care medicine, the sponsor-
ing institution’s primary training site must sponsor accredited
subspecialty programs in cardiovascular disease, pulmonary dis-
ease, and infectious diseases, as well as an accredited residency
program in general surgery. The presence of training programs in
these disciplines ensures the extensive educational, patient care,
and research resources that are essential to the learning environ-
ment for critical care medicine residents. Furthermore, peer in-

teraction is essential in the education of critical care medicine
residents.

D. The sponsoring institution(s) must care for patients with major
trauma and must have an active open heart surgery program.

E. Institutional policies should be established to govern the educa-
tional resources committed to critical care training programs
and to ensure cooperation of all involved disciplines.

Il. Faculty

A. The training program must be under the direction of an internist
who is certified in critical care medicine by the American Board
of Internal Medicine or who has equivalent qualifications in criti-
cal care medicine. The program director and the critical care
teaching staff must have privileges regarding the admission,
treatment, and discharge of their own patients on critical care
unit(s).

B. The director shall have administrative responsibility for the criti-
cal care teaching program, subject to the approval of the director
of the parent internal medicine training program.

C. The teaching staff at the primary training site must include each
of the followmg
1. A minimum of three faculty who hold an American Board of In-

ternal Medicine Certificate of Special Qualifications in critical
care medicine or possess equivalent qualifications.

2. For each resident there must be no less than one faculty mem-
ber who must devote at least 20 hours per week to teaching, re-
search, administration, and/or the critical evaluation of the
performance, progress, and competence of the residents.

3. There must be at least two institutionally based faculty mem-
bers each in nephrology, gastroenterology, and hematology
who devote substantial effort to the education of critical care
medicine residents.

4. There must be faculty members in geriatric medicine and oncol-

ogy who are available to participate in the education of resi-

dents in critical care medicine.

All faculty noted above must be certified in their subspecial-
ties by the American Board of Internal Medicine or possess
equivalent qualifications.

D. Faculty members in anesthesiology, neurology, and neurosurgery
who are certified by an American Board of Medical Specialties
member board in their respective disciplines or who have equiva-
lent training and experience must also participate at the primary
training site in the education of residents in critical care
medicine. _

E. Because critical care training is multidisciplinary in nature, fac-
ulty from several related disciplines such as general surgery, tho-
racic surgery, pediatrics, urology, orthopedic surgery, emergency
medicine, and obstetrics-gynecology must be available to partici-
pate in the training program.

F. A collegial relationship must exist between the director of the
critical care training program and the teaching staff, to enhance
the educational opportunities for all residents. (See General In-
formation Section, Program Requirements for Residency Educa-
tion in the Subspecialties of Internal Medicine.)

lll. Facilities.and Resources

A, Modern facilities to accomplish the educational program must be
available and functioning.

1. The eritical care unit(s) must be located in a designated area
within the hospital and must be constructed and designed spe-
cifically for the care of critically ill patients.

2. Whether operating in separate locations or in combined facili-
ties, the program must provide the equivalent of a medical in-
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Program Requirements for Residency Education in Critical Care Medicine (Internal Medicine)

tensive care unit (MICU), a surgical intensive care unit, and a
coronary intensive care unit (CICU).

3. The MICU must be present at the primary training site and
should be the focus of a teaching service in which the program
director in critical care medicine is responsible for the educa-
tional program.

B. Available facilities must be adequate to care for patients with
acute myocardial infarction, severe trauma, shock, recent open
heart surgery, recent major thoracic or abdominal surgery, and se-
vere neurologic and neurosurgical conditions. -

C. In'units to which a resident is assigned, an average census of at
least five patients per resident is required.

D. A sufficient number of knowledgeable personnel and the neces-
sary equipment to care for critically ill patients must be avail-
able. Personnel must include specially trained nurses and
technicians who are skilled in critical care instrumentation, res-
piratory function, and laboratory medicine.

E. A supporting laboratory must be available to provide complete
and prompt laboratory evaluation.

F. Modern imaging services and an active emergency service must be
available.

G. Nutritional support services also must be available.

| 'IV. Specific Program Content

A. Clinical Experience

1. Ultimate integration and application of the necessary knowledge,
skills, and attitudes are best experienced in the intensive care en-
vironment. The program must be structured to provide adequate
and meaningful patient responsibility in critical care unit(s), at
least 6 months of which must be devoted to the care of critically
ill medical patients (ie, MICU/CICU or equivalent). If there is a
separate CICU, residents must spend at least 1 month in that
unit.

2. Residents must be given opportunities to assume responsibility,
under appropriate supervision, for the care of patients through-
out their stay in the critical care unit(s) and to monitor the sub-
sequent course of patients throughout the remainder of their
hospital stay. To assess the various aspects of critical care, the
resident must also have organized opportunities to learn about
former critical care patients after hospital discharge, including
clinica) pathological correlations when appropriate.

3. Because critical care medicine is multidisciplinary in nature, clini-

cal experience must include opportunities to manage adult pa-
tients with a wide variety of serious illnesses and injuries
requiring treatment in a critical care setting. Therefore, resi-
dents should be assigned for a minimum of 3 months to addi- -
tional rotations, which may include surgical, shock/trauma,
and/or neurologic/neurosurgical intensive care units; pediatric in-
tensive care unit; burn unit; dialysis unit; anesthesia service; car-
diac catheterization laboratory; high-risk pregnancy intensive
care unit; and transplant unit.

B. Technical and Other Skills

1. The program must be structured to permit all critical care resi-
dents to develop the requisite procedural and technical skills, in-
cluding the ability to interpret data derived from various bedside
devices commonly employed to monitor patients in the critical
care setting.

2. The training program must provide opportunities for residents to
learn the indications, contraindications, complications, and limi-
tations of the following critical care procedures and the techni-
cal skills necessary to perform them. This experience would
ordinarily occur in a pulmonary function laboratory or respira-
tory care service.

3.

a. Airway
1. Establishment and maintenance of open airway in nonin-
tubated, unconscious, paralyzed patients
2. Intubation (oral, nasotracheal)
b. Breathing, ventilation
1. Ventilation by bag and mask
2. Mechanical ventilation using pressure-cycled, volume-cycled,
and negative-pressure mechanical ventilators
3. Use of reservoir masks and continuous positive airway pres-
sure masks for delivery of supplemental oxygen, humidifi--
ers, nebulizers, and incentive spirometry ‘
4. Management of pneumothorax (needle insertion and drain-
age systems}
¢. Maintenance of circulation
1. Arterial puncture and blood sampling
2. Insertion of central venous, arterial, and pulmonary artery
balloon flotation catheters
3. Basic and advanced cardiopulmonary resuscrtat1on
4. Cardioversion
The program also must provide opportunities to learn the indica-
tions, contraindications, complrcatrons and limitations of the fol-
lowing procedures; practical experience is recommended
a. Pericardiocentesis
b. Transvenous pacemaker msertlon
¢. Peritoneal dialysis
d. Peritoneal lavage
e. Insertion of chest tubes
f. Aspiration of major joints

4. Experience also must be provided in the analysrs of data pertain-

ing to the following:

a. Cardiac output determinations by thermodilution and/or other
techniques

. Evaluation of oliguria

. Management of massive transfusions

. Management of hemostatic defects

. Interpretation of antibiotic levels and sensitivities -
Monitoring and assessment of metabolism and nutrition
g. Calculation of oxygen content, intrapulmonary shunt and alveo-

lar arterial gradients

h. Pharmacokinetics

. Opportunities also must be avallable for residents to acquire
those skills required to organize, administer, and direct a critical
care unit and to work effectively as a member of a multidiscipli-
nary team. .

™o Qoo

C. Formal Instruction

The training program must provide opportumtles for the residents

to acquire knowledge of, and to develop clinical competence in, the

field of critical care medicine. Critical care medicine deals primar—

ily with acute life-threatening conditions in which multiple organ

failure is common. Consequently, the formal curriculum must ex-

hibit, as a minimum, the following content areas:

1. Physiology, pathophysiology, diagnosis, and therapy of disorders
of the cardiovascular, respiratory, renal, gastrointestinal, geni-
tourinary, neurologic, endocrine, hematologic, musculoskeletal,
and immune systems, as well as of infectious diseases

2. Electrolyte and acid-base physiology, pathophysiology, diagnosis,
and therapy

3. Metabolic, nutritional, and endocrine effects of critical illnesses

4. Hematologic and coagulation disorders associated with critical

illness
5. Critical obstetric and gynecologlc disorders
6. Management of the immunosuppressed patient
7. Management of anaphylaxis and acute allergic reactions
8. Trauma
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Program Requirements for Residency Education in Endocrinology, Diabetes, and Metabolism {Internal Medicine)

9. Monitoring and medical instrumentation

10. Intracranial pressure monitoring

11. Pharmacokinetics, pharmacodynamics, drug metabolism and ex-
cretion in critical illness .

12. Use of paralytic agents

13. Ethical, economic, and legal aspects of critical illness

14. Biostatistics and experimental design

15. Principles and techniques of administration and management

16. Psychosocial and emotional effects of critical illnesses on pa-
tients and their families

17. Tatrogenic and nosocomial problems in critical care medicine

18. Personal development, attitudes, and coping skills of physicians
and other health-care professionals who care for critically ill pa-
tients

19. Occupational Safety and Health Administration (OSHA) regula-
tions and universal precautions and protection of health -care
workers

D. Research Experience

See paragraphs K and L, Section V, Specific Program Content, Pro-
gram Requirements for Res1dent Education in the Subspecmltles of
Internal Medicine.

E. Evaluation
See Section VI, Evaluation, Program Requirements for Residency -
Education in the Subspecialties of Internal Medicine.

ACGME: June 1993  Effective: July 1995

Program Requirements for
Residency Education in
Endocrinology, Diabetes, and
Metabolism (Internal Medicine)

I. Educational Program

A subspecialty educational program in endocrinology, diabetes, and
metabolism must be organized to provide training and experience
at a sufficient level for the resident to acquire the competency of a
specialist in the field. It must be 2 years in duration.

1. Faculty

See Section III, Faculty, of the Program Requuements for Resi-
dency Educatlon in the Subspecialties of Internal Medicine.

ll. Facilities and Resources

Modern facilities and services, including inpatient, ambulatory
care, and laboratory resources, must be available and functioning.
Specifically, there must be a complete biochemistry laboratory; fa-
cilities for radioimmunoassay and karyotyping; nuclear, ultrasonic,
and radiologic imaging services that can conduct studies for all
types of endocrine disease; a dietary service; endocrine surgical
services; and a pathology laboratory for the interpretation of surgi- -
cal and cytologic specimens, including immunohistologic studies. In
addition, there should be a close working relationship with dietary
and/or nutrition services, as well as specialists in surgery, nephrol-
ogy, neurology and neurosurgery, obstetrics and gynecology, ophthal-
mology, pediatrics, podiatry, and urology.

V. Specific Program Content

A. Clinical Experience

1. The training program must provide opportunities for the resident
to develop clinical competence in the field of endocrinology, dia-
betes, and metabolism. Clinical experience must include opportu-
nities to diagnose and manage inpatients and outpatients of all
ages and both sexes and representing variable acuity who have a
wide variety of endocrine and metabolic diseases. The program
also must include opportunities to function in the role of an endo-
crinology consultant for other physicians and services in both in-
patient and outpatient settings.

2. The residents must be given opportunities to assume responsibil-
ity for and follow patients throughout the training period in both
inpatient and outpatient settings to observe the evolution and
natural history of these disorders, as well as the effectiveness of
therapeutic interventions. To accomplish these goals, the educa-
tional program must include, on average, a minimum_ of 2 half-
days each week in ambulatory care. Residents must have
experience with patients who have diabetes as well as thyroid,
neuroendocrine, reproductive, and metabolic bone diseases and
other general endocrine problems.

3. The curriculum must emphasize biochemistry and physiology, in-
cluding cell and molecular biology, as they relate to endocrinol-
ogy, diabetes, and metabolism. The appropriate utilization and
interpretation of clinical laboratory, radionuclide, and radiologic
studies for the diagnosis and treatment of endocrine and metabo-
lic diseases must be stressed.

4. Residents should have opportunities to participate in a multidisci-
plinary diabetes education and treatment program.

5. Residents should have formal instruction, clinical experience, or
opportunities to acquire expertise in the evaluatlon and manage-
ment of the following disorders: )

a. Endocrine, paracrine, and autocrine dysfunction of endocrine
tissues

b. Disorders of all endocrine glands, including the parathyroids,
pituitary, thyroid, pancreas, adrenal, and gonads, and endo-
crine function of brain, kidney, skin, and other “nonendo- *
crine” tissues

¢. Thyroid disorders, including
1. Hyperthyroidism and hypothyroidism
2. Nodular thyroid diseases
3. Thyroid cancer
4. Goiter
6. All varieties of thyroiditis, including silent, subacute,

autoimmune, and chronic thyroiditis

d. Hypothalamic and pituitary tumors, including

. Prolactinoma

. Alpha subunit secreting pituitary tumors

. Acromegaly

. Cushing's disease

. Gonadotropin-secreting pituitary tumors

. Thyrotropin-producing pituitary tumors

. Nonfunctioning tumors

. Metabolically active lesions

. Craniopharyngioma

e. Type I and Type II diabetes mellitus, including

1. Patient monitoring and treatment objectives in children
and adults
2. Acute and chronic complications, including
a. Diabetic ketoacidosis
b. Hyperosmolar coma
‘c. Hypoglycemia
d. Microvascular and macrovascular disease including
1. Diabetic retinopathy
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Program Requirements for Residency Education in Endocrinology, Diabetes, and Metabolism (Internal Medicine)

_ 2. Diabetic nephropathy
3. Diabetic neuropathy
4. Diabetic dermopathy
5. Coronary heart disease
6. Peripheral vascular disease
- 7. Cerebral vascular disease
e. Infections
3. Gestational diabetes mellitus and diabetes mellitus compli-
cated by pregnancy
. The surgical patient with diabetes mellitus
. Patient education
. Psychosocial issues
. Genetics and genetic counseling
. Hypoglycemic syndromes
. Dietary principles
f. Disorders of calcium and skeletal metabolism, including
1. Hyperparathyroidism and other causes of hypercalcemia
2. Hypoparathyroidism and other causes of hypocalcemia
3. Metabolic bone diseases
4. Evaluation and treatment of kidney stones
" g Disorders of fluid, electrolyte, and acid-base metabolism, in-
cluding
1. Hypernatremia and hyponatremia
2. Hyperkalemia and hypokalemia
3. Metabolic acidosis
4. Metabolic alkalosis
5. Disorders of magnesium metabolism
6. Diabetes insipidus, central and nephrogenic
h. Disorders of blood pressure
i. Neuroendocrinology and endocrine aspects of psychiatric
diseases
Endocrine aspects of aging, including menopause
Endocrine emergencies, including
1. Hypercalcemia and hypocalcemia
2. Thyroid storm
3. Myxedema coma
4. Adrenal insufficiency
5. Pituitary apoplexy
1. Disorders of lipid, carbohydrate, and protein metabolism,
including principles of enteral and parenteral nutritional
support
. Nutritional disorders and obesity
Hormone-producing neoplasms
Endocrine adaptations and maladaptations to systemic diseases
Disorders of reproductive endocrinology and endocrinologic as-
pects of sexual dysfunction

B. Technical and Other Skills

Residents should have experience in the performance of endocrine
_ clinical laboratory and radionuclide studies and basic laboratory
techniques, including quality control, quality assurance, and profi-
ciency standards.
Provision must be made for the residents to acqulre experience
and skill in the following areas:
1. The interpretation of laboratory tests; immunoassays; and radionu-
- clide, ultrasound, radiologic, and other imaging studies for the di-
agnosis and treatment of endocrine and metabolic disease,
including the effects of a variety of unrelated disorders and per-
formance and interpretation of stimulation and suppression tests.
2. Performance and cytologic interpretation of fine needle aspira-
tion of the thyroid.
3. Management of patients of all ages with diabetes mellitus, includ-
ing but not limited to the following aspects of the disease:
a. The rationale, indications, performance, and interpretation of
glucose tolerance tests
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b. The utilization and interpretation of glycosylated hemoglobin
levels, islet cell, and insulin antibody levels in patient manage-
ment and counseling

. Rationale for and calculation of diabetic diets

. Prescription of exercise programs

. Oral antidiabetic therapy
The use of intravenous insulin in acute decompensated diabe-
tes mellitus

g. Chronic insulin administration, including the use of all varie-
ties of insulin delivery systems

h. Glucose monitoring devices

i. Funduscopic examination, recognition, and appropriate referral
of patients with diabetic retinopathy
. Foot care

k Psychosocial effects of diabetes mellitus on patlents and their
families

l. Patient and community education

4. Communication, both written and spoken, with referring physi-

cians and other members of the health community.

5. Diagnosis and treatment of hypertension.

C. Formal Instruction

The formal curriculum of the program must, as 2 minimum, provide

instruction in the following:

1. Pathogenesis and epidemiology of diabetes mellitus

2. Genetics as it relates to endocrine diseases

3. Pediatric endocrinology

4, Endocrine physiology and pathophysiology in systemic diseases

and principles of hormone action

5. Biology of sexual development, reproductive endocrinology, and

endocrinologic aspects of sexual dysfunction

6. Biochemistry and physiology, including cell and molecular biology * _

and immunology, as they relate to endocrinology and metabolism

7. Signal transduction pathways and biology of hormone receptors

D. Research Experience

See paragraphs K and L, Section V, Specific Program Content, Pro-
gram Requirements for Residency Education in the Subspecialties
of Internal Medicine.

=-o a0

_ E. Evaluation

See Section VI, Evaluation, Program‘Requirements for Residency
Education in the Subspecialties of Internal Medicine.

ACGME: June 1993 Effective: July 1995

Program Requirements for

Residency Education in
Gastroenterology
(Internal Medicine)

I. Educational Program

A subspecialty education program in gastroenterology must be or-
ganized to provide training and experience at a sufficient level for
the resident to acquire the competency of a specialist in the field. It
must be 2 years in duration.

Il. Faculty

See Section 111, Faculty, of the Program Requirements for Resi-
dency Education in the Subspecialties of Internal Medicine:
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Program Requirements for Residency Education in Gastroenterology (Internal Medicine)

Ill. Facilities and Resources

A. Modern inpatient, ambulatory care, and laboratory facilities to ac-

complish the overall educational program must be available and
functioning at the primary training site. Specifically, there must
be a procedure laboratory completely equipped to provide mod-
ern capability in gastrointestinal procedures. This equipment
must include an up-to-date array of complete diagnostic and
therapeutic endoscopic instruments and accessories plus esopha-
geal motility instrumentation. Facilities for parasitology testing
should be provided. Supporting services including pathology, diag-
nostic radiology, interventional radiology, medical imaging and
nuclear medicine, general surgery, and oncology must also be
available. '

B. Facilities for the intensive care of critically ill patients with gas-
trointestinal disorders must be provided, including a working re-
lationship with surgery, oncology, pediatrics, radiology, and
pathology services.

IV. Specific Prograin Content

A. Clinical Experience

1. The training program must provide opportunities for residents to
develop clinical competence in the field of gastroenterology, in-
cluding hepatology, clinical nutrition, and gastrointestinal
oncology.

2. Clinical experience must include opportunities to observe and

" manage a sufficient number of new and follow-up inpatients and

outpatients of appropriate ages (including the adolescent and
geriatric age groups), of both sexes, and with a wide variety of
common and uncoramon digestive disorders. The residents must
be given opportunities to assume continuing responsibility for
both acute and chronically ill patients to learn the natural his-
tory of gastroenterologic disorders, as well as the effectiveness of
therapeutic programs.

3. Residents must have formal instruction, clinical experience, or op-

portunities to acquire expertise in the evaluation and manage-
ment of the following disorders:
Diseases of the esophagus
Acid peptic disorders of the gastrointestinal tract
Motor disorders of the gastrointestinal tract
Irritable bowel syndrome
Disorders of nutrient assimilation
Inflammmatory bowel diseases
Vascular disorders of the gastrointestinal tract
. Gastrointestinal infections, including retroviral, mycotic, and
parasitic diseases
Gastrointestinal and pancreatic neoplasms
Gastrointestinal diseases with an immune basis
Pancreatitis
Gallstones and cholecystitis
. Alcoholic liver diseases
Viral and immune hepatitis
Cholestatic syndromes
Drug-induced hepatic injury
Hepatobiliary neoplasms
Chronic liver disease
Gastrointestinal manifestations of HIV infections
4. Res1dents must have formal instruction, clinical experience, and
opportunities to acquire expertise in the evaluation and manage-
ment of patients with the following clinical problems:
Dysphagia
Abdominal pain
Acute abdomen
Nausea and vomiting
Diarrhea
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Constipation
Gastrointestinal bleeding
Jaundice
Abnormal liver chemistries
Cirrhosis and portal hypertension
Malnutrition
Genetic/inherited disorders
. Depression, neurosis, and somatization syndromes
. Surgical care of gastrointestinal disorders
5, Experlence in Ambulatory Care
Experience in ambulatory care settings that includes consul-
tative as well as continuing care must occur at least 14 day each
week throughout at least 18 months of the training program. Resi-
dents should, on average, be responsible for not fewer than one
nor more than three new patients and not less than three nor
more than six return patients during each Y%-day session.

B. Technical and Other Skills

1. The program must provide for instruction in the indications, con-
traindications, complications, limitations, and (where applica-
ble) interpretation of the following diagnostic and therapeutic
techniques and procedures:

a. Imaging of the digestive system, mcludmg
1. Ultrasound procedures
2. Computed tomography
3. Magnetic resonance imaging
4. Vascular radiology procedures
5. Nuclear medicine procedures
Endoscopic procedures
Specialized dilation procedures
Percutaneous cholangiography
Percutaneous endoscopic gastrostomy
Liver and mucosal biopsies
Gastric, pancreatic, and biliary secretory tests
Other diagnostic and therapeutic procedures utilizing enteral
intubation and bougienage
Gastrointestinal motility studies
Sclerotherapy
Enteral and parenteral ahmentatlon
Liver transplantation
. Pancreatic needle biopsy
ERCP, including papillotomy and biliary stent placement
. Opportunitles also must be provided for the resident to gain com-
petence in the performance of the following procedures. A
" skilled preceptor must be available to teach and to supervise
them. The performance of these procedures must be documented
in the resident’s record, giving indications, outcomes, diagnoses,
and supervisor(s).
a. Esophagogastroduodenoscopy; residents should perform a mini-
mum of 100 supervised studies
b. Esophageal dilation; residents should perform a minimum of 15
supervised studies
c. Proctoscopy
d. Flexible sigmoidoscopy; residents should perform a minimum
of 25 supervised studies '
£. Colonoscopy with polypectomy; residents should perform a
minimum of 100 supervised colonoscopies and 20 supervised
polypectomies
f. Percutaneous liver biopsy; residents should perform a minimum
of 20 supervised studies
g. Percutaneous endoscopic gastrostomy; residents should per-
form a minimum of 10 supervised studies
h. Biopsy of the mucosa of esophagus, stomach small bowel, and
colon
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Program Requirements for Residency Education in Gastroenterology {Internal Medicine)

i.  Other diagnostic and therapeutic procedures utilizing enteral

" intubation and bougienage

Gastrointestinal motility studies

Nonvariceal hemostasis (upper and lower); residents should

perform 20 supervised cases, including 10 active bleeders -

1. Variceal hemostasis; residents should perform 15 supervised
cases, including five active bleeders

m. Enteral and parenteral alimentation

C. Formal Instruction

The program must include emphasis on the pathogenesis, manifes-

tations, and complications of gastrointestinal disorders, including

the behavioral adjustments of patients to their problems. The im-

pact of various modes of therapy and the appropriate utilization of

laboratory tests and procedures should be stressed. Additional spe-

cific content areas that must be included in the formal program

(lectures, conferences, and seminars) include

1. Anatomy, physiology, pharmacology, and pathology related to the
gastrointestinal system, including the liver

2. The natural history of digestive diseases

3. Factors involved in nutrition and malnutrition

4
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. Surgical procedures employed in relation to digestive system disor-

ders and their complications

5. Prudent, cost-effective, and judicious use of special instruments,
tests, and therapy in the diagnosis and management of gastroen-
terologic disorders '

. 6. Liver transplantation

7. Sedation and sedative pharmacology

D. Research Experience
See paragraphs K and L, Section V, Specific Program Content, Pro-

gram Requirements for ReSIdency Education in the Subspec1alt1es
of Internal Medicine. ’

E. Evaluation

See Section VI, Evaluation, Program Requirements for Residency
Education in the Subspecialties of Internal Medicine.

ACGME: June 1993 Effective: July 1995

Program Requirements for
Residency Education in Internal
Medicine Geriatric Medicine

I. Educational Program !

An educational program in geriatric medicine must be organized to
provide a well-supervised experience at a sufficient level for the
resident to acquire the competence of a physician with added quali-
fications in the field. It shall be 24 months in duration.

The program must be conducted by an accredited residency pro-
gram in internal medicine. Residents in geriatric medicine must
have satisfactorily completed an Accreditation Council for Graduate
Medical Education-accredited residency in family practice or inter-
nal medicine. - .

Clinical experience must include opportumtles to observe and
manage elderly patients with a wide variety of medical problems on
an inpatient and outpatient basis. Residents must be given the op-
portunity to provide both primary care and consultation for patients
in acute, ambulatory, community, and long-term-care settings in or-
der to understand the interaction of natural aging and disease as
well as the techniques of assessment, therapy, and management. Ad-
ditionally, residents must be given the opportunity to care for per-

sons.who are well and require routine and preventive health-care
measures.

The program should include an emphasis on the physiology of ag-
ing, the pathophysiology of common diseases in the elderly, func-
tional assessment, mental status assessment, and concepts of
treatment and management in the acute- and long-term-care set
ting, as well as in the community and in the home.

Attention should be directed as well to the behavioral aspects of
illness, socioeconomic factors, and ethical and legal considerations
that may impinge on medical management.

The program must provide the-opportunity for residents to main-
tain their basic primary skills during the course of this training. At
least V4 day per week must be spent in a continuity of care experi-
ence in the resident’s primary discipline.

I. Faculty and Staff

A. Program Director

The program director must be fully committed to the program in or-
der to devote sufficient time to the achievement of the educational
goals and objectives. The program director must be primarily based
at the teaching center and must be certified in internal medicine or
family practice and hold a Certificate of Added Qualifications in
Geriatric Medicine or possess equivalent credentials. The program
director must have considerable experience in geriatric medicine

" and must be responsible for the entire program. The individual

must have demonstrated interest in research and a career commit-
ment to geriatric medicine.

B. Other Faculty . -

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 pro-
gram. For programs with more than two residents, there must be

0.5 additional faculty member for each additional resident. Some of
these faculty may be part-time in geriatric medicine or drawn
wholly from collaborating programs. The faculty commitment must
not attenuate the quality of the core residency training program. Be-
cause of the multidisciplinary nature of geriatric medicine, the pro-
gram must have meaningful relationships with physical medicine
and rehabilitation, neurology, and psychiatry. Appropriate relation-
ships with other disciplines including but not limited to general sur-
gery, orthopedics, ophthalmology, otolaryngology, urology, audiology,
occupational therapy, and speech therapy should be maintained. Ad-
ditionally, a liaison must be established with the departments of
nursing and social work.

C. Geriatric Care Team

There must be a meaningful experience w1th a physician-directed
interdisciplinary geriatric team at the acute-care hospital (on the
inpatient service or in the outpatient setting) or in a family practice
center and, if possible, in one of the long-term-care facilities. Essen-
tial members include a geriatrician, a nurse, and a social worker. Ad-
ditional desirable members of the team include a variety of
individuals representing other disciplines such as neurology, psy-
chiatry, physical medicine and rehabilitation, physical therapy,
pharmacy, and chaplaincy. Regular team conferences must be held.

IIl. Facilities/Resources

A patient population adequate to meet the needs of the training pro-
gram must be available in the facilities in which the educational ex-
periences take place. Individuals of both sexes with a spectrum of
chronic illness and potential for rehabilitation must be available. At
all facilities utilized by the program the resident must be given op-
portunities to provide meaningful care. At each setting certain ac-
tivities are mandated. The program must include the following:
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A. Acute-Care Hospital

The acute-care hospital central to the geriatric medicine program
must be an integral component of a teaching center. It must have
the full range of services usually ascribed to an acute-care general
hospital, including intensive care units, emergency room, operating
rooms, diagnostic laboratory and imaging services, and pathology
department.

B. Long-Term-Care Institution

One or more long-term-care institutions, such as a skilled nursing fa-
cility or chronic-care hospital, is a necessary component of the geri-
atric medicine program. The total number of beds available must be
sufficient to permit a comprehensive educational experience. The
institutions must be approved by the appropriate licensing agencies
of the state, and the standard of facilities and care in each must be
consistent with those promulgated by the Joint Commission on Ac-
creditation of Healthcare Organizations.

C. Long-Term Noninstitutional Care

At least one noninstitutional care service, for example, home care,
day care, or life care, is a necessary component of the geriatric
medicine program. '

D. Ambulatory Care Program

The ambulatory care program must comprise a minimum of 25% of
the resident’s time over 18 months. Each resident should evaluate
approximately one to three new geriatric patients and four to eight
follow-up geriatric patients each week. This must include at least 14
day per week spent in a continuity of care experience. This experi-
ence must be designed to render care in a geriatric clinic or family
practice center to elderly patients who may require the services of
multiple medical disciplines (including but not limited to neurol-
ogy, gynecology, urology, psychiatry, podiatry, orthopedics, dentistry,
audiology, and ophthalmology) as well as nursing, social work, and
nutrition. The opportunity to.render continuing care and to coordi-
nate the implementation of recommendations from these medical
specialties and disciplines is mandatory. Thus, medical records
must include information pertinent to the assessment and manage-
ment of older patients, including the functional assessment.

E. Additional Educational Environment

Peer interaction is essential for residents. To achieve this goal, an
accredited training program must be present in at least one rele-
vant specialty other than internal medicine.

There must be a formal affiliation agreement between each
long-term-care facility included in the program and the sponsoring
institution, in which each institution must acknowledge its responsi-
bility to provide a high quality of care, adequate resources, and ad-
ministrative support for the educational mission. In addition, there
must be a letter of agreement between each long-term-care facility
and office of the director of the geriatric medicine program that
guarantees the director appropriate authority at the long-term-care
institution to carry out the training program.

IV. Specific Program Content

All major dimensions of the curriculum should be structured educa-
tional experiences for which written goals and objectives, a specific

methodology for teaching, and a method of evaluation exist. The cur-.

riculum must ensure the opportunity for residents to achieve the
cognitive knowledge, psychomotor skills, interpersonal skills, profes-
sional attitudes, and practical experience required of a physician in
the care of the aged.

Didactic as well as clinical learning opportunities must be avail-
able to the resident. Conferences or seminars/workshops in geriat- -
ric medicine should be specifically designed for the resident to
augment the clinical experiences.

As the residents progress through their training, they must have
the opportunity to teach personnel such as nurses, allied health per-
sonnel, medical students, and residents. Appropriate experiences
designed to refine educational and teaching skills of the residents
and to develop the necessary administrative skills must be provided.

Appropriate supervision of the residents must be provided during
all of their educational experiences. _

The following components must be provided:

A. Geriatric Medicine Consultation Program
This program must be formally available in the ambulatory setting,
the inpatient service, and/or emergency medicine in the acute-care
hospital.
B. Long-Term-Care Experience
In the long-term-care institutional setting each resident must have
a minimum of 12 months of continuing longitudinal clinical experi-
ence with an assigned panel of patients for whom the resident is
the primary provider. Additional block time long-term-care experi-
ence is encouraged. Emphasis during the longitudinal experience
should be focused on (1) the approaches to diagnosis and treat-
ment of the acutely and chronically ill frail elderly in a less techno-
logically sophisticated environment than the acute-care hospital,
(2) working within the limits of a decreased staff-patient ratio com-
pared with acute-care hospitals, (3) a much greater awareness of . -
and familiarity with physical medicine and rehabilitation, and
(4) the challenge of the clinical and ethical dilemmas produced by
the illness of the very old.

Experience with home visits and hospice care must be included.
The resident must be exposed to the organizational and administra-
tive aspects of home health care.

C. Research Program

There must be evidence of faculty involvement in research, and the
faculty must provide a suitable research environment for the resi-
‘dents. Because gerontological research spans a very broad spec-
trum, from molecular biology to health and social policy, the
research capabilities and resources of the faculty intensively in-
volved in clinical geriatric education may not meet the needs of all
residents. Therefore, working relationships with faculty from the
relevant disciplines will be important, and some may be selected as
research mentors for geriatric medicine residents. The disciplines
within public health are especially likely to be relevant. However,
the primary responsibility for the resident must reside with the pro-
gram director in geriatric medicine.

The residents must be exposed to and take part in research pro-
grams that provide an environment conducive to a questioning atti-
tude and critical analysis. The residents should help design,
conduct, and evaluate a research project in the area of geriatric
medicine and prepare its results for publication. The completion
of a research project during the training program is strongly

- encouraged.

D. Geriatric Psychiatry

Identifiable structured didactic and clinical experiences in geriat-
ric psychiatry must be included in the program of each resident. Be-
havioral sciences such as psychology/social work and others must
be included in the curriculum.

E. Curriculum ‘
The training program must provide opportunities for the residents
to develop clinical competence in the overall field of geriatric medi-
cine. The curriculum of the program must exhibit, as a minimum,
the following content and skill areas:
1. Current scientific knowledge of aging and longevity, including
theories of aging, the physiology and natural history of aging,
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Program Requirements for Residency Education in Internal Medicine Geriatric Medicine

pathologic changes with aging, and epidemiology and diseases of
the aged.

2. Aspects of preventive medicine, including nutrition, exercise,
and screening for and immunization against disease. Instruction
about and experience with community resources dedlcated to
these activities should be included.

3. Geriatric assessment (both cognitive and functional); activities
of daily living (ADL); the instrumental activities of daily living
(IADL); the appropriate use of the history, physwal and mental
examination, and the laboratory.

4. Appropriate coordination of the actions of multiple health profes-

sionals, including physicians, nurses, social workers, dietitians,
and rehabilitation experts, in the assessment and implementa-
tion of treatment.

5. Topics of special interest to geriatric medicine, including but
not limited to cognitive impairment, falls, incontinence, osteo-
porosis, fractures, dysthermias, sensory impairment, pressure
ulcers, and malnutntlon

6. Diseases that are especially prominent in the elderly or ‘that
have different characteristics in the elderly, including neoplas-
tic, cardiovascular, neurologic, musculoskeletal, metabolic, and
infectious disorders.

7. Pharmacologic problems associated with aging, including
changes in pharmacokinetics and pharmacodynamics, drug
interactions, overmedication, polypharmacy, and compliance
issues.

8. Psychosocial aspects of aging, including housing, depression, be-
reavement, and anxiety.

9. The economic aspects of supporting services, including Title 1T
of the Older Americans Act, Medicare, Medicaid, and cost -
containment. .

10. Ethical and legal issues especially pertinent to geriatric medi-
cine, including limitation of treatment, competency, guardian-
ship, right to refuse treatment, advance directives, wills, and
durable power of attorney for medlcal affairs,

11. General principles of geriatric rehabilitation, including those ap-
plicable to patients with orthopedic, rheumatologic, cardiac,
and neurologic impairments. These principles should include
those related to the use of physical medicine modalities, exer-
cise, functional activities, assistive devices, environmental modi-
fication, patient and family education, and psychosocial and
recreational counseling.

12. Management of patients in long-term-care settings, including
noninterventions, knowledge of the administration of long-term
institutions (including, for example, safety regulations), and the
continuum from short- to long-term care.

13. Research methodologies related to geriatric medicine, including
biostatistics, clinical epidemiology, medical information, infor-

- mation sciences, decision analysis, critical literature review, and
research design, including cross-sectional and longitudinal
methods. (The training identified in paragraphs 12 and 13 may
be appropriate to the receipt of an academic degree in public
health or hospital administration.).

14. Preoperative assessment and involvement in postoperative
management.

15. Tatrogenic disorders and their prevention.

16. Communication skills with patients, families, professional col-
leagues, and community groups, including presenting case re-
ports, literature searches, and research papers.

17. The pivotal role of the family in caring for many elderly and the
community resources (formal support systems) required to sup--
port both patient and family.

V. Certification

Those planning to seek a Certificate of Added Qualifications from
the American Board of Internal Medicine or the American Board of
Family Practice should communicate with the administrative offi-
cer of the board as listed in the Graduate Medical Education Direc-
tory to ascertain the full requirements.

ACGME: June 1993 Effective: July 1995

Prograni Requirements for
Residency Education in
Hematology (Internal Medicine)

I: Educational Program

A. A subspecialty educational program in hematology must be organ-
ized to provide training and experience at a sufficient level for
the resident to acquire the competency of a specialist in the
field. It must be 2 years in duration.

B. Clinical experience must include opportunities to observe and
manage patients with a wide variety of blood diseases on an inpa-
tient and outpatient basis. The resident must be given opportuni-
ties to assume continuing responsibility for acutely and
chronically ill patients in order to observe the evolution of blood
diseases as well as the benefits and adverse effects of therapy.

C. The program should include emphasis on basic pathophysiologic
mechanisms and therapy of diseases of the blood. Appropriate
utilization of laboratory tests, imaging techniques, biopsies, and
procedures used for the diagnosis and treatment of hematologic
disorders should be stressed.

Il. Faculty

See Section III, Faculty, of the Program Requirements for Resi-
dency Education in the Subspecialties of Internal Medicine.

lIl. Facilities and Resources

Modern inpatient, ambulatory care, and laboratory facilities to ac-
complish the overall educational program must be available and
functioning. Specifically, the resources that must be available to the
program include hematology and coagulation laboratories; a pathol-
ogy department; a blood bank; immunodiagnostic, diagnostic, and
therapeutic radiology services; and nuclear medicine services.
There must also be electron microscopy and facilities for clinical
pharmacology and tumor immunology. The program must also par-
ticipate in a multidisciplinary tumor conference that includes dis- -
cussion of neoplastic blood disorders and hematologic-oncology
protocol studies. In addition, there should be medical oncology and
pediatrics programs with which hematology residents can relate for-
mally in an educational experience.

It is highly desirable to have the support of the nursing, rehabili-
tation medicine, pain management, dietetic, and social services in
the care of patients with neoplastic blood disorders so that the resi-
dent may see the role of other specialties in the total care of pa-
tients with hematologic and/or neoplastic diseases.

IV. Specific Program Content

A. Clinical Experience

The training program must have enough patients to provide resi-
dents with adequate opportunity to develop clinical competence in
the broad field of hematology. Inpatient assignments should be of
sufficient duration to permit continuing care of a majority of the pa-
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Program Requirements for Residency Education in Hematology and Oncology (Internal Medicine)

tients throughout their hospitalization. In addition, the program
must provide residents with experience in an ambulatory care set-
ting for at least 14 day each week for the entire 2 years of training,

B. Technical and Other Skills

1. The program must provide residents with the opportunity to de-
velop competence to work effectively as part of a multidiscipli-
nary team.

2. The program must provide the opportunity to gain competence or
expertise in the performance and (where applicable) interpreta-
tion of the following:

a. Bone marrow aspiration and biopsy, including preparation,
staining, examination, and interpretation of blood smears,
bone marrow aspirates, and touch preparations and interpreta-
tion of bone marrow biopsies

b. Measurement of the complete blood count, including platelets
and white cell differential, using automated or manual tech-
nigues with appropriate quality control

¢. Administration of chemotherapeutic agents and biological prod-
ucts through all therapeutic routes

d. Management and care of indwelling venous access catheters

" e. Therapeutic phlebotomy
f. Therapeutic thoracentesis and paracentesis
g. Correlation of clinical information with the findings of cytology,

histology, and imaging techniques

3. The program should provide experience or observation of the fol-
lowing:

a. Apheresis procedures

b. Performance and interpretation of partial thromboplastin time,
prothrombin time, platelet aggregation, and bleeding time

¢. Bone marrow and peripheral stem cell harvest for transplanta-
tion

d. Fine needle aspiration and biopsy

C. Specific Program Content

The residents should have formal instruction, clinical experience,
and opportunities to acquire knowledge in the following:
1. Morphology, physiology, and biochemistry of blood, marrow; lym-
phatic tissue, and the spleen
2. Related basic fields, including immunology, basic and clinical
pharmacology and pharmacokinetics, cell and molecular biol-
ogy, tumor immunology; molecular genetics, and prenatal
diagnosis
3. Basic molecular and pathophysiolegic mechanisms, diagnosis,
and therapy of diseases of the blood, including anemias, dis-
eases of white blood cells, and disorders of hemostasis and
thrombosis
4. Etiology, epidemiology, natural history, diagnosis, pathology, stag-
ing, and management of neoplastic diseases of the blood, blood-
forming organs, and lymphatic tissues
5. Immunophenotyping, cytochemical studies, and cytogenetic and
DNA analysis of neoplastic disorders of blood, blood-forming or-
gans, and lymphatic tissues
6. Molecular mechanisms of hematopoietic and lymphopmetlc ma-
lignancies, including thé nature of oncogenes and their products
7. Relevant chemotherapeutic drugs, biologic products, and growth
factors and their mechanisms of action, pharmacokinetics, clini-
cal indications, and limitations
8. Multiagent chemotherapy protocols and combined modality ther-
apy for hematopoietic and lymphopoietic malignancies
9. Principles and application of radiation medicine to hematopoie-
tic and lymphopoietic malignancies
10. Management of the neutropenic and/or immunocompromised
patient

11. Effects of systemic disorders and drugs.on the blood, blood-form-
ing organs, and lymphatic tissues

12. Allogeneic and autologous bone marrow transplantation and the
nature and management of post-transplant complications

13. Tests of hemostasis and thrombosis for both congenital and ac-
quired disorders and regulation of antithrombotic therapy

14. Treatment of patients with disorders of hemostasis and the bio-
chemistry and pharmacology of coagulation factor replacement
therapy

15. Transfusion medicine, including the evaluation of antibodies,
blood compatibility, and the use of blood-component therapy
-and apheresis

16. Indications and application of imaging techniques in patients
with blood disorders

17. Psychosocial management of patients with hematologlc dlsorders

18. Personal development, attitudes, and coping skills of physicians
and other health-care professionals who care for critically ill
patients

19. Pain management in patients with blood disorders

20. Rehabilitation and psychosocial aspects of clinical management
of patients with blood disorders

21. Hospice and home care

22. Recognition and management of paraneoplastic disorders

23. Clinical epidemiology and medical statistics, including clinical
study and experimental protocol design, data collection, and
analysis

24. Participation in a tumor board

25. Human immunodeficiency virus-related malignancies

D. Research Experience

See paragraphs K and L, Section V, Specific Program Content, Pro-
gram Requirements for Residency Education in the Subspecialties
of Internal Medicine. ‘

E. Evaluation

See Section VI, Evaluation, Program Requirements for Residency
Education in the Subspecialties of Internal Medicine.

ACGME: June 1993  Effective: July 1995

Program Requirements for
Residency Educationin
Hematology and Oncology
(Internal Medicine)

l. Educational Program

A. A subspecialty educational program in combmed hematology and
oncology must be organized to provide training and experience at
a sufficient level for the resident to acquire the competency of a
specialist in the field. It must be 3 years in duration.

B. Clinical experience must include opportunities to observe and
manage both inpatients and outpatients with a wide variety of
blood and neoplastic disorders. The resident must be given oppor-
tunities to assume continuing responsibility for acutely and
chronically ill patients in order to observe the evolution of blood
diseases and the natural history of cancer as well as the benefits
and adverse effects of therapy.

~C. The program should include an emphasis on basic pathophysi-

ologic mechanism and therapy of blood disorders. Appropriate
utilization of laboratory tests, imaging techniques, biopsies, and
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Program Requirements for Residency Education in Hematology and Oncology (Internal Medicine)

procedures used for the diagnosis and treatment of hematologic
and oncologic disorders must be stressed.

Il. Faculty

A. The combined subspecialty program faculty must include a mini-
mum of six (three for each discipline) qualified teaching faculty
members, including the program director. Each must devote at
least 20 hours per week to teaching, research, administration,
and/or the critical evaluation of the performance, progress, and
competence of the resident.

B. These faculty members must either be certified in the subspecialties
by the American Board of Internal Medicine or possess equivalent
qualifications. Further, at least two of the faculty must be certified in
hematology and at least two must be certified in oncology.

C. Faculty members who are certified in infectious diseases, pulmo-
nary diseases, endocrinology, and gastroenterology by the Ameri-
can Board of Internal Medicine or who have obtained equivalent
training and experience must be available to participate in the
education of residents in hematology/oncology. The program’
must also have the support of other clinical specialties, including
psychiatry, gynecology, pediatrics, nuclear medicine,; pathology,
radiation therapy, and surgical specialties.

1. Facilities and Resources

A. Modern inpatient, ambulatory care, and laboratory facilities to ac-
complish the overall educational program must be available and
functioning at the primary site. Specifically, there must be ad-
vanced pathology services, including immunopathology, re-
sources for nuclear medicine imaging, blood banking, blood
therapy facilities, coagulation laboratories, and radiation oncol-
ogy facilities. There must also be electron microscopy facilities
available for clinical pharmacology and tumor immunology. A
modern diagnostic radiologic service, a general surgical service
and its support, and pediatric support must be available. The pro-
gram must also participate in a multidisciplinary tumor confer-
ence and cancer protocol studies.

B. It is highly desirable to have the support of oncologic nursing, re-
habilitation medicine, dietetic, and social services so that the
resident may see the role of other specialists in the total care of
the cancer patient.

IV. Specific Program Content

A. Clinical Experience

The training program must have enough patients to provide resi-
dents with adequate opportunity to develop clinical competence in
the broad field of hematology and oncology. Inpatient assignments
should be of sufficient duration to permit continuing care of a ma-
jority of the patients throughout their hospitalization. The program
must contain 18 months devoted to clinical training. In addition,
the program must provide residents with experience in an ambula-
tory care setting at least ¥4 day each week for 36 months of training.

B. Technical and Other Skills °

1. The program must provide residents with the opportunity to de-
velop competence to work effectively as part of a multidiscipli-
nary team.

2. The program must provide the opportunity to gain competence or
expertise in the performance and (where applicable) interpreta-
tion of the following:

a. Bone marrow aspiration and biopsy, including preparation,
staining, examination, and interpretation of blood smears,
bone marrow aspirates, and touch preparations and interpreta-
tion of bone marrow biopsies

b. Measurement of the complete blood count, including platelets .
and white cell differential, using automated or manual tech-
niques with appropriate quality control

c. Administration of chemotherapeutic agents and biological re-
sponse modifiers through all therapeutic routes

d. Management and care of indwelling venous access catheters

e. Therapeutic phlebotomy

f. Therapeutic thoracentesis and paracente51s

g. Pelvic examination

h. Serial measurement of palpable tumor masses

i. Correlation of clinical information Wlth cytology, histology, and
imaging techniques

3. The program should provide experience or observatlon of the
following:

a. Apheresis procedures

b. Performance and interpretation of partial thromboplastm tlme
_prothrombin time, platelet aggregation, and bleeding time

c. Bone marrow and peripheral stem cell harvest for transplantation

d. Fine needle aspiration and biopsy

C. Specific Program Content

The residents should have formal instruction, clinical experience,
or opportunities to acquire knowledge in the followmg
1. Morphology, physiology, and biochemistry of blood, marrow, lym
phatic tissue, and the spleen
2. Basic molecu’lar and pathophysiologic mechanisms, diagnosis,
and therapy of diseases of the blood, including anemias, dis-
eases of white cells, and disorders of hemostasis and thrombosis
3. Etiology, epidemiology, natural history, diagnosis, pathology, stag-
ing, and management of neoplastic disorders
4. Immune markers, immunophenotyping, cytochemical studies,
and cytogenetic and DNA analysis of neoplastic disorders
5. Molecular mechanisms of neoplasia, including the nature of on-
cogenes and their products
6. Chemotherapeutic drugs, biologic products, and growth factors
and their mechanisms of action, pharmacokinetics, clinical indi-
cations, and limitations, including their effects, toxicity, and
interactions '
7. Multiagent chemotherapy protocols and combined modality ther-
apy in the treatment of neoplastic disorders
8. Principles and application of surgery and radiation therapy in
the treatment of neoplastic disorders
9. Management of the neutropenic and/or 1mmunocompr0mlsed
patient
10. Effects of systemic disorders, infections, solid tumors, and drugs
on the blood, blood-forming organs, and lymphatic tissues
11. Allogeneic and autologous bone marrow transplantation and the
nature and management of post-transplant complications
12. Indications and application of imaging techniques in patients
with blood and neoplastic disorders
13. Pathophysiology and patterns of solid tumor metastases
14. Principles of gynecologic oncology
15. Pain management in the cancer patient
16. Rehabilitation and psychosocial management of patients W1th he-
matologic and neoplastic disorders
17. Hospice and home care for the.cancer patient
18. Recognition and management of paraneoplastic disorders
19. The etiology of cancer, including predisposing causal factors lead-
ing to neoplasia
20. Cancer prevention and screening
21. Participation in a tumor board
22. Tests of hemostasis and thrombosis for both congenital and ac-
"quired disorders and regulation of antithrombotic therapy.
23. Treatment of patients with disorders of hemostasis and the bio-
chemistry and pharmacology of coagulation factor replacement

104

Graduate Medical Education Directory 1997-1998




Program Requirements for Residency Education in Infectious Disease (Internal Medicine)

24. Transfusion medicine, including the evaluation of antibodies,
blood compatibility, and the use of blood component therapy
and apheresis procedures

25. Personal development, attitudes, and coping skills of physicians
and other health-care professionals who care for critically ill
patients

26. Human immunodeficiency virus—related malignancies

D. Research

See paragraphs K and L, Section V, Specific Program Content, Pro-
gram Requirements for ReSIdency Education in the Subspemaltles
of Internal Medicine.

E. Evaluation

See Section VI, Evaluation, Program Requirements for Residency
Education in the Subspecialties of Internal Medicine.

ACGME: June 1993  Effective: July 1995

'

Program Requirements for
Residency Education in Infectious
Disease (Internal Medicine)

I. Educational Program

A subspecialty educational prograim in infectious disease must be or-

ganized to provide training and experience at a sufficient level for

the resident to acquire the competency of a specialist in the field. It -

must be 2 years in duration.

l. Faculty

See Section III, Faculty, Program Requirements for Residency Edu-
cation in the Subspecialties of Internal Medicine.

lll. Facilities and Resources

Modern facilities to accomplish the overall educational program
must be available and functioning at the primary training site. Spe-
cifically, there must.be access to a laboratory for clinical microbiol-
ogy, including diagnostic bacteriology, immunology, mycology,
parasitology, and virology. Facilities for the isolation of patients
with infectious diseases must be available. It is highly desirable
that the training program be conducted in a setting in which train-
ing programs in surgery, obstetrics, gynecology, pediatrics, and
other medical and surgical specialties and subspecialties are
available.

IV. Specific Program Content

A. Clinical Experience

1. Clinical experience must include opportunities to observe and
manage adult patients with a wide variety of infectious diseases
on both an inpatient and an ambulatory basis. Such opportuni-
ties must encompass longitudinal experiences in a continuum of
care to observe the course of illness and the effects of therapy.
Therapeutic modalities should include management of antibiotic
administration in such settings as the hospital, the office, or in
conjunction with home-care services.

Experience with pediatric infectious diseases is encouraged.

Ambulatory care experience to provide both consultative services

and continuing care in the broad field of general infectious dis-
eases must be included in the training program.

2. Residents must have formal instruction, clinical experience, or op-

portunities to gain expertise in the prevention, evaluation, and
management of the following disorders:

&

rash or as fever of unknown origin
Upper respiratory tract infections
Pleuropulmonary and bronchial infections
Urinary tract infections
Peritonitis and other intra-abdominal infections
Cardiovascular infections
Central nervous system infections
. Skin and soft tissue infections
Infections related to trauma, including burns and animal and
human bites
Gastrointestinal infections and food poisoning
Bone and joint infections
Infections of the reproductive organs
. Sexually transmitted diseases
Infections of the eye
Viral hepatitides
. Sepsis syndromes
Nosocomial infections )
Human immunodeficiency virus infection and acquired i immu-
nodeficiency syndrome
Infections in the immunocompromised or neutropenic host
Infections in patients with acute leukemia and lymphomas -
Infections in marrow transplant recipients
Infections in solid organ transplant recipients
. Infections in geriatric patients
Infections in travelers
Infections in parenteral drug abusers

B. Technical and Other Skills

The program must provide for instruction in the cognltlve aspects of

the following:

1. Mechanisms of action and adverse reactions of antunlcroblal
agents; the conduct of pharmacologic studies to determine ab-
sorption and excretion of antimicrobial agents; methods of deter-
mining antimicrobial activity of a drug; techniques to determine
concentration of antimicrobial agents in the blood and other
body fluids; the appropriate use and management of antimicro-
bial agents in a variety of clinical settings, including the hospital,
ambulatory practice, and the home

2. The utility of procedures for specimen collection relevant to infec-
tious disease, including but not limited to bronchoscopy,
thoracentesis, arthrocentesis, lumbar puncture, and aspiration of
abscess cavities, including soft-tissue infections

3. Culture techniques and methods for identification in tissues and
fluids for bacteria, mycobacteria, fungi, viruses, rickettsiae,
chlamydiae, and parasites
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4. The sensitivity, specificity, efficacy, benefits, and risks of emerging

technologies such as those for rapid microbiological diagnosis
and the use and limitations of imaging techniques in the dlagno-
sis and follow-up of infectious processes

5. Principles and practice of hospital epidemiology

6. Principles of chemoprophylaxis and immunoprophylaxis to en-
hance resistance

7. Mechanisms of actions of biological products, including mono-
clonal antibodies, cytokines, interferons, interleukins, and colony-
stimulating factors, and their applications in the treatments
of infectious diseases or their role in enhancing the immune
response

C. Formal Instruction .

- Additional specific content areas that must be included in the for-

mal program (lectures, conferences, and seminars) include:
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Program Requirements for Residency Education in Infectious Disease (Internal Medicine)

1. The factors that determine the outcome between host and para-
site, including microbial virulence factors and host defense
mechanisms

2. Basic concepts of immunology

3. The epidemiology, clinical course, mabnifestations, diagnosis, treat-

ment, and prevention of major infectious agents mcludlng vi-
ruses, chlamydiae, mycoplasma and ureaplasma, rickettsioses,
bacterra including spirochetes and mycobacterla mycoses, proto-
zoa, and helminths

4. Quallty assurance and cost containment in the clinical practlce of
infectious diseases

D. Research Experience

See paragraphs K and L, Section V, Specific Program Content, Pro-
gram Requirements for Resldency Education in the Subspec1alt1es
of Internal Medicine.

E. Evaluation

See Section VI, Evaluation, Program Requlrements for Residency
Education in the Subspeaaltles of Internal Medicine.

ACGME: Jume 1993  Effective: July 1995

Program Requirements for
Residency Education in Nephrology
(Internal Medicine)

I. Educational Program

A. A subspecialty educational program in nephrology must be organ-
ized to provide training and experience at a sufficient level for
the resident to acquire the competency of a specialist in the
field. It must be 2 years in duration.

B. Clinical experience must include opportunities to observe and
manage patients with a wide variety of kidney-related diseases
on an inpatient and outpatient basis. The residents must be
given opportunities to assume continuing responsibility for both
acutely and chronically ill patients in order to learn the natural
history of renal diseases as well as the effectiveness of therapeu-
tic programs.

I1. Faculty

See Section I1I, Faculty, of the Program Requirements for Resi-
dency Education in the Subspecialties of Internal Medicine.

i Facilities and Resources

_ A. Modern inpatient, ambulatory care, and laboratory facilities to ac-
complish the overall educational program must be available and
functioning. Specifically, there must be facilities for acute and
long-term hemodialysis, continuous arterial or venovenous
hemofiltration, acute and chronic peritoneal dialysis, renal bi-
opsy, and lithotripsy. The following must be available: a radiology
service that can provide modern renal-related procedures, a diag-
nostic radionuclide laboratory, electron microscopy for renal bi-
opsy material, biochemistry and serologic laboratories, a
nutrition support service, and relevant social services. A meaning-
ful working relationship must exist with other services, including
surgery, urology, obstetrics, gynecology, pediatrics, psychlatry, pa-
thology, and radiology.

B. The sponsoring institution must be approved to perform renal
transplantation or have a formal written agreement with such an
institution ensuring that nephrology residents receive the requi-
site experience with renal transplantation. The training program

must have access to at least ten new renal transplants per year
per clinical resident and be responsible for the longitudinal fol-
low-up of at least 20 patients with transplants per resident.

C. The training program should be of sufficient size to ensure ade-

quate exposure of residents to patients with acute renal failure
and a chronic dialysis patient population, including patients that
utilize home dialysis treatment modalities, to ensure adequate
training in chronic dialysis.

D. The training program must afford the residents the opportumty

to care for patients with renal and other disorders in the inten-
sive care unit setting.

IV. Specific Program Content

A. Clinical Experience
1. The training program must provide opportunities for residents to

develop clinical competence in the field of nephrology. A suffi-

. cient number of new and follow-up patients of appropriate ages,

including the adolescent and geriatric age groups, and of both
sexes must be available to ensure adequate inpatient and outpa-
tient experience for each subspecialty resident. A minimum of 12
months should be devoted to clinical experiences.

. Experience in ambulatory settings that includes consultative as

well as continuing care must occur at least Y2 day each week
throughout at least 18 months of the training program. Residents
should, on average, be responsible for one to three new patients
and three to six return patients during each Y4-day session.

. Residents must have formal instruction, clinical experience, or op-

portunities to acquire expertise in the prevention, evaluation,

and management of the following disorders:

a. Disorders of mineral metabolism, including nephrolithiasis and

renal osteodystrophy

b. Disorders of fluid, electrolyte, and acid-base regulation

c. Acute renal farlure

d. Chronic renal failure and its management by conservatlve
methods, including nutritional management of uremia

. End-stage renal disease ’
Hypertensive disorders

. Renal disorders of pregnancy

. Urinary tract infections
Tubulointerstitial renal drseases including inherited diseases of
transport, cystic diseases, and other congenital disorders

SR M o

j- Glomerular and vascular diseases, including the glomeru-

lonephritides, diabetic nephropathy, and atheroembolic renal
disease '
k. Disorders of drug metabolism and renal drug toxicity

. Special experiences including specialty units and research

experience.

a. Renal transplantation: Each resident must have a minimum of
2 months of experience, preferably consecutively, on an active
renal transplant service, Clinical experience must entail super-
vised involvement in the decision making for patients during
the pre- and post- transplant care. This experience must
include:

L. Evaluation and selection of transplant candidates

2. Preoperative evaluation and preparation of transplant
recipients

3. Immediate postoperative management of transplant recipi-

~ ents, including administration of immunosuppressants

4. Clinical diagnosis of all forms of rejection including labora-
tory, histopathologic, and imaging techniques

- B. Medical management of rejection, including use of immuno-

suppressant drugs and other agents

6. Recognition and medical management of the surgical and
nonsurgical complications of transplantations
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Program Requirements for Residency Education in Nephrology {Internal Medicine)

7. Long-term follow-up of transplant recipients in the ambula-
tory setting
b. Dialysis and extracorporeal therapy: Each resident should have
exposure to dialysis and extracorporeal therapies during the
- equivalent of at least 4 months of the training program. Clini-
cal experience must entail supervised involvement in decision
making for patients undergoing these therapies. This experi-
ence must include:
1. Evaluation and selection of patients for acute hemodialysis
or continuous renal replacement therapies
2. Evaluation of end-stage renal disease patients for various
forms of therapy and their instruction regarding treatment
options
3. Drug dosage modification during dialysis and other extra-
corporeal therapies

4, Evaluation and management of medical compllcatlons in pa-

tients during and between dialyses and other extracor-
poreal therapies, including dialysis access, and an
understanding of their pathogenesis and prevention

5. Long-term follow-up of patients undergoing chronic dialy-
sis, including their dialysis prescription and modification
and assessment of adequacy of dialysis

6. An understanding of theprinciples and practice of perito-

- neal dialysis, including the establishment of peritoneal ac-
cess, the principles of dialysis catheters, and how to
choose appropriate catheters

7. An understanding of the technology of peritoneal dialysis,
including the use of cyclers

8. Assessment of peritoneal dialysis efficiency, using perito-
neal equilibration testing and the principles of peritoneal
biopsy

9. An understanding of how to write a peritoneal dialysis pre-
scription and how to assess peritoneal dialysis adequacy

10. The pharmacology of commonly used medications and their
kinetic and dosage alteration with peritoneal dialysis

11. An understanding of the complications of peritoneal dialy-
sis, including peritonitis and its treatment, exit site and
tunnel infections and their management, hernias, plural ef-
fusions, and other less common complications and their
management

12. An understanding of the special nutritional requirements of
the hemodialysis and peritoneal dialysis patient

B. Technical and Other Skilis

1. The procedural skills in which residents must be given sufficient
experience to gain expertise, including the indications, contrain-
dications, complications, and interpretation of results are
a. Urlnaly51s '

b. Percutaneous biopsy of both autologous and transplanted kid-
neys

c. Peritoneal dialysis

d. Placement of temporary vascular access for hemodlalySIS and
related procedures

e. Acute and chronic hemodialysis

f. Placement of peritoneal catheters

g. Renal ultrasound

h. Continuous hemofiltration, arteriovenous and/or venovenous

. Residents are encouraged to develop knowledge and expertise in
the following procedures, including their cost-effectiveness and
application to patient care:

a. Radiology of vascular access

b. Balloon angioplasty of vascular access
¢. Therapeutic plasmapheresis

d. Bone biopsy

e. Placement of peritoneal catheters

C. Formal Instruction

1. Specific content areas that must be included in the formal pro-
gram (lectures, conferences, and seminars) include:
a. Renal anatomy, physiology, and pathology
b. Pathogenesis, natural history, and management of congenital
and acquired diseases of the kidney and urinary tract and re-
nal diseases, associated with systemic disorders such as diabe-
tes, collagen-vascular diseases, and pregnancy
c. Normal mineral metabolism and its alteration in renal diseases,
metabolic bone disease, and nephrolithiasis
d. Normal and abnormal blood pressure regulation
e. Clinical pharmacology, including drug metabolism and pharma-
cokinetics and the effects of drugs on renal structure and
function
f. Nutritional aspects of renal disorders
¢. Immunology, including:
1. Basic principles
2. Immunologic mechanisms of renal disease
3. Fundamental aspects of diagnostic laboratory immunology
relevant to renal diseases
* h. Transplantation—the structured curriculum for renal trans-
plantation must, as a minimum, include:
1. Biology of transplantation rejection
2. Indications for and contraindications to renal transplanta-
tion
3. Principles of transplant recipient evaluation and selection
4. Principles of evaluation of transplant donors, both live and
cadaveric, including histocompatibility testing
5. Principles of organ harvesting, preservation, and sharing
6. Psychosocial aspects of organ donation and transplantation
7. The pathogenesis and management of urinary tract
infections
8. The pathogenesis and management of acute renal failure
9. Indications for and interpretations of radiologic tests of the
kidney and urinary tract
10. Disorders of fluids and electrolytes and acid-base balance
i. Dialysis and extracorporeal therapy
1. The kinetic principles of hemodialysis and peritoneal
dialysis
2. The indication for each mode of dialysis
3. The short-term and long-term complications of each mode
of dialysis and their management
4. The principles of dialysis access (acute and chronic vascu-
lar and peritoneal), including indications, techniques, and
complications
5. Urea kinetics and protein catabolic rate
6. Dialysis modes and their relation to metabolism
7. Nutritional management of dialysis patients

8. Dialysis water treatment, delivery systems, and reuse of arti-

ficial kidneys
9. The artificial membranes used in hemodialysis and biocom-
patibility .
10. The psychosocial and ethical issues of dialysis

D. Research Experience
See paragraphs K and L, Section V, Specific Program Content, Pro-
gram Requirements for Residency Education in the Subspecialties
of Internal Medicine.
E. Evaluation

See Section VI, Evaluation, Program Requirements for Residency
Education in the Subspecialties of Internal Medicine.

ACGME: June 1993  Effective: July 1995

Graduate Medigal Education Directory 1997-1998

107




Program Requirements for Residency Education in Oncology {Internal Medicine)

Program Requirements for
Residency Education in Oncology
(Internal Medicine)

I. Educational Program

A. A subspecialty educational program in oncology must be organ-
ized to provide training and experience at a sufficient level for
the resident to acquire the competency of a specialist in the
field. It must be 2 years in duration. _ .

B. Clinical experience must include opportunities to observe and
manage patients with a wide variety of neoplastic diseases on an
inpatient and outpatient basis. The resident must be given oppor-
tunities to assume continuing responsibility for both acutely and
chronically ill patients to learn the natural history of cancer as
well as the effectiveness of therapeutic programs.

C. The program should include emphasis on basic pathophysiologic
mechanisms and therapy of oncologic diseases. Appropriate utili-
zation of laboratory tests, imaging techniques, biopsies, and pro-.
cedures used for the diagnosis and treatment of oncologic
disorders must be stressed.

Il. Faculty
A. See Section III, Faculty, Program Requirements for Residency
' Education in the Subspecialties of Internal Medicine.
B. Faculty members who are subspecialty certified by the American

Board of Internal Medicine in their respective disciplines or who

. have obtained equivalent training and experience in infectious
disease, pulmonary disease, endocrinology, gastroenterology, and
hematology must be available to participate in the education of
residents in oncology. The program must also have the support of
other clinical specialties, including psychiatry, gynecology, pediat-
rics, nuclear medicine, pathology, neurology, neurosurgery, radia-
tion therapy, and surgical specialties.

[Il. Facilities and Resources

A. Modern inpatient, ambulatory care, and laboratory facilities to ac-
complish the overall educational program must be available and
functioning. Specifically, there must be advanced pathology ser-
vices, including immunopathology, resources for nuclear medi-
cine imaging, blood banking, blood therapy facilities, and
radiation oncology facilities. There must also be electron micros-
copy facilities available for clinical pharmacology and tumor im-
munology. A modern diagnostic radiologic service, a general
surgical service and its support, and pediatric support must be
available. The program must also participate in a multidiscipli-
nary tumor conference and cancer protocol studies.

B. It is highly desirable to have the support of oncologic nursing, re-
habilitation medicine, pain management, dietetic, and social
services so that the resident may see the role of other specialties
in the total care of the cancer patient.

IV. Specific Program Content

A. Clinical Experience

The training program must have enough patients to provide opportu-
nity to develop clinical competence in the broad field of oncology.
Inpatient assignments should be of sufficient duration to permit
continuing care of a majority of the patients throughout their hospi-
talization. In addition, the program must provide residents with ex-
perience in an ambulatory care setting at least Y day each week for
the entire 2 years of training.

B. Technical and Other Skills

1. The program must provide residents with the opportunity to de-
velop competence to work effectively as part of a multidiscipli-
nary team.

2. The program must provide the opportunity to gain competence or
expertise in the performance and (where apphcable) interpreta-
tion of the following;

a. Serial measurement of palpable tumor masses
b. Bone marrow aspiration and biopsy and their interpretation -

c. Administration of chemotherapeutic agents and biological prod-

ucts through all therapeutic routes

d. Management and care of indwelling access catheters

e. Measurement of the complete blood count, including platelets
and white cell differential, using automated or manual tech
niques with appropriate quality control

f. Therapeutic thoracentesis and paracentesis

g. Pelvic examination .

h. Correlation of clinical information with the findings of cytology,
histology, and imaging techniques

C. Specific Program Content

The residents should have formal instruction, clinical experience,
and opportunities to acquire knowledge in the following:
1. The etiology of cancer, including predisposing causal factors lead-
ing to neoplasia
2. Fundamental concepts of cellular and molecular biology, cytoge-
netics, immunology, basic and clinical pharmacology, pharma-
cokinetics, toxicity, and tumor immunology
3. Etiology, epidemiology, and natural history of cancer
4. Diagnosis, pathology, staging, and management of neoplastic-
disorders
5. Immune markers, immunophenotyping, cytochemical studies,
and cytogenetic and DNA analysis of neoplastic disorders
6. Molecular mechanisms of neoplasia, including the nature of on-
cogenes and their products
7. Principles of gynecologic oncology
8. Pathophysiology and patterns of tumor metastases
9..Indications and application of imaging techniques in patients
with neoplastic disorders
10. Chemotherapeutic drugs, biologic products, and growth factors
and their mechanisms of action, pharmacokinetics, clinical indi-
cations and limitations, including their effects, toxicity, and
interactions
11. Multiagent chemotherapeutic protocols and combined modality
therapy of neoplastic disorders ' :
12. Principles, indications, and limitations of surgery and radlatlon
therapy in the treatment of cancer
13. Principles of, indications for, and complications of bone marrow
transplantation and peripheral stem cell harvests, including the
management of post-transplant complications
14. Thin (or fine) needle aspiration biopsy
15. Concepts of supportive care, including hematologic, infectious
disease, and nutritional
16. Management of the neutropenic and/or immunocompromised
patient
17. Pain' management in the cancer patient
18. Rehabilitation and psychosocial aspects of clinical management
of the cancer patient
19. Hospice and home care for the cancer patient
20. Recognition and management of paraneoplastic disorders
21. Cancer prevention and screening
22. Clinical epidemiology and medical statistics, including clmlcal
study and experimental protocol de51gn, data collection, and
analysis

-23. Participation in a tumor board
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Program Requirements for Residency Education in Pulmonary Disease (Internal Medicine)

24. Personal development, attitudes, and coping skills of physicians
and other health-care professionals who care for critically ill
patients *

25. Human imimunodeficiency virus—related malignancies

D. Research Experience

See paragraphs K and L, Section V, Specific Program Content, Pro-
gram Requirements for Residency Education in the Subspecialties
of Internal Medicine. .

E. Evaluation
See Section VI, Evaluatlon Program Requirements for Residency
Education in the Subspecialties of Internal Medicine.

ACGME: June 1998 Effective: July 1995

Progrém Requirements for
Residency Education in Pulmonary
Disease (Internal Medicine)

I. Educational Program

A. A subspecialty educational program in pulmonary disease must
be organized to provide training and expertise at a sufficient
level for the resident to acquire the competency of a specialist in
the field. It must be 2 years in duration.

B. Clinical experience must include opportunities to observe and
manage inpatients and outpatients with a wide variety of pulmo-
nary disease. The residents must be given opportunities to as-
sume continuing responsibility for both acutely and chronically
ill patients in order to learn the natural history of pulmonary dis-
ease as well as the effectiveness of therapeutic programs.

Il Faculty

See Section III, Faculty, Program Requirements for Residency Edu-
cation in the Subspecialties of Internal Medicine.

lll. Facilities and Resources

A. Modern facilities to accomplish the overall educational program
must be available and functioning at the primary training site.
These include inpatient and ambulatory care facilities, a labora-
tory for pulmonary function tests and exfoliative cytology, and ex-
tensive pathology services. Appropriate space and staffing for
pulmonary procedures must be available. Finally, special facili-
ties for intensive care, postoperative care, and respiratory care
services must also be prov1ded at the primary training site.

B There should be a close liaison with other services, including pedi-

atrics, radiology, pathology, thoracic surgery, mlcroblology, labora-
tory medicine, occupational medicine, immunology, physical
medicine, and rehabilitation. In addition, there should be a work-
ing relationship with the otolaryngology and anesthesiology serv-
ices. A sleep laboratory must also be available.

IV. Specific Program Content

The training program must provide the environment, patient popu-
lation, and resources for residents to develop clinical competence
in the field of pulmonary diseases. All elements of the specific con-
tent must be provided either by clinical experience and/or by didac-
tic instruction.

A. Clinical Experience

The program must provide the environment and resources for resi-
dents to acquire knowledge of and have clinical experience with a

broad spectrum of pulmonary disease including but not limited to

the following:
1. Obstructive lung dlseases including asthma, bronchitis, emphy-
sema, bronchiectasis, and cystic fibrosis
2. Pulmonary malignancy—primary and metastatic
3. Pulmonary infections, including tuberculous, fungal, and those
in the immunocompromised host, eg, human immunodeficiency
virus-related infections
4. Diffuse interstitial lung disease
5. Pulmonary vascular disease, including primary and secondary
pulmonary hypertension and the vasculitis and pulmonary hem-
orrhage syndromes
6. Occupational and environmental lung diseases
7. latrogenic respiratory diseases, including drug-induced disease
8. Acute lung injury, including ‘radiation, inhalation, and trauma
9. Pulmonary manifestations of systemic diseases, including colla-
gen vascular disease and diseases that are primary in other
organs
10. Respiratory failure, including the adult respiratory distress syn-
drome, acute and chronic respiratory failure in obstructive lung
diseases, and neuromuscular respiratory drive disorders
11. Disorders of the pleura and the mediastinum
12. Genetic and developmental disorders of the respiratory system
13. Sleep disorders

B. Technical and Other Skills

1. The program must provide the environment and resources for the

resident to acquire knowledge of and competence in performmg
the following:
a. Pulmonary function tests to assess respiratory mechanics, gas

exchange, and respiratory drive, including spirometry, flow vol-

ume studies, lung volumes, diffusing capacity, arterial blood
gas analysis, and exercise studies

b. Calibration and operation of hemodynamic recording systems

¢. Diagnostic and therapeutic procedures, including thoracen-
tesis, pleural biopsy, flexible fiber-optic bronchoscopy and re-
lated procedures, endotracheal intubation, percutaneous
arterial puncture and cannulation, central venous catheteriza-
tion, and pulmonary artery balloon flotation catheterization

d. Ventilatory support, weaning, and respiratory care techniques

e. Examination and interpretation of sputum, bronchopulmonary
secretions, pleural fluid/tissue, and lung tissue for infectious
agents, cytology, and histopathology

2. The program should provide the environment and resources for
the resident to develop clinical competence in performing the
following:

a. Inhalation challenge studies

b. Thoracostomy tube insertion and drainage

¢. Percutaneous needle aspiration and/or cutting lung biopsy

d. Endobronchial laser therapy

3. The program must provide the environment and resources for
the resident to acquire knowledge of and ability to interpret the

following: .

a. Imaging procedures, including chest roentgenograms, com- -
puted axial tomograms, radionuclide scans, pulmonary
angiograms, and other radlologlc procedures

b. Sleep studies

dents to develop expertise in monitoring and supervising special
services, including:

a. Critical care or respiratory care units
'b. Pulmonary function laboratories

c. Respiratory physical therapy and rehabilitation

d. Respiratory care techniques and services

. The program must provide the environment and resources for resi-
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Program Requirements for Residency Education in Pulmonary Disease (Internal Medicine)

C. Basic Sciences .

The program must provide instruction in the basic sciences with
particular emphasis on:

1. Molecular biology

2. Pulmonary physiology

3. Pulmonary immunology

D. Research Experience
See paragraphs K and L, Section V, Specific Program Content, Pro-

gram Requirements for Res1dency Education in the Subspe(:la.ltles
of Internal Medicine.

E. Evaluation

See Section VI, Evaluation, Program Requirements for Residency
Education in the Subspecialties of Internal Medicine.

ACGME: June 1993 Effective: July 1995

Program Requirements for
Residency Education in Pulmonary
Disease and Critical Care Medicine
(Internal Medicine)

l. Educational Program

A. A combined subspecialty program in pulmonary disease and criti-
cal care medicine must be organized to provide training and ex-
perience at a sufficient level for the resident to acquire the
competency of a specialist in both disciplines. Because of some
degree of congruity in the knowledge base, the clinical skills, and
the patient populations for each of these subspecialty areas, it is
possible to compress the duration of the educational experience
and still ensure these competencies. However, the combined
training program must be 3 years in duration, and all of the edu-
cational experiences and program content explicitly required for
a training program in each area must be present in the combined
program.

B. With respect to pulmonary disease, clinical experience must in-
clude opportunities to observe and manage inpatients and outpa-
tients with a wide variety of pulmonary disease. The residents
must be given opportunities to assume continuing responsibility
for both acutely and chronically ill patients in order to learn the
natural history of pulmonary disease as well as the effectiveness
of therapeutic programs. There should be an educational empha-
sis on pulmonary physiology and its correlation with clinical dis-
orders.

C. With respect to critical care medicine, the program must be struc-
tured to provide at least 12 months of meaningful patient care re-
sponsibility in critical care units; at least 6 of these months must
be devoted to the care of critically ill medical patients in a medi-
cal intensive care unit (MICU), a cardiac intensive care unit
(CICU), or equivalent. If there is a separate CICU, residents
must spend at least 1 month in that unit.

D. To provide evidence of substantial institutional support in those
disciplines most relevant to critical care medicine, the sponsor-
ing institution’s primary training site must sponsor accredited
subspecialty programs in cardiovascular disease and infectious
disease as well as an accredited residency program in general sur-
gery. The presence of training programs in these disciplines en-
sures the extensive educational, patient care, and research

-resources that are essential to the learning environment for criti-

cal care medicine residents. Furthermore, peer interaction is es-
sential in the education of critical care medicine residents.

E. The sponsoring institution(s) must care for patients with major
trauma and must have an active open heart surgery program.

F. Institutional policies should be established to govern the educa-
tional resources committed to critical care training programs
and to ensure cooperation of all involved disciplines.

Il. Faculty and Organization of the Staff

A. The training program must be under the direction of an mterrust
who is certified in pulmonary disease and/or critical care medi-
cine by the American Board of Internal Medicine or who has ob-
tained equivalent training and experience. If the program
director does not have appropriate credentials in both special-
ties, an appropriately credentialed full-time faculty member
must be identified as responsible for the educational program in
the second specific area. .

B. The combined subspecialty program faculty at the primary
training site must include 2 minimum of six (three for each
discipline) qualified teaching faculty members, including the
program director. Each must devote at least 20 hours per week
to teaching, research, administration, and/or the critical evalu-
ation of the performance, progress, and competence of the resi-
dent. At least two of these faculty must be certified in pulmonary
disease (or possess equivalent qualifications) and at least two
must be certified in critical care medicine (or possess equivalent
qualifications). For programs with more than six residents en-
rolled, a ratio of such faculty to residents of at least 1:1 must be
maintained. .

The primary training site must also have (1) at least two insti-
tutionally based faculty members each in nephrology, gastroen-
terology, and hematology who devote substantial effort to the
education of critical care medicine residents and (2) faculty
mermbers in geriatric medicine and oncology who participate in
the education of residents.

All faculty noted above must be certified in their subspecial-
ties by the American Board of Internal Medicine or possess
equivalent qualifications.

Faculty members in anesthesiology, neurology, and neurosur- -
gery who are certified by an American Board of Medical Special-
ties member board in their respective disciplines or who have
equivalent training and experience must also participate at the
primary training site in the education of residents in critical care
medicine. ‘

C. The critical care teaching staff must have privileges regarding the
admission, treatment, and discharge of their own patients on
critical care units.

D. Because critical care training is multidisciplinary in nature,
faculty from several related disciplines, such as general surgery,
thoracic surgery, urology, orthopaedic surgery, and obstetrics-
gynecology, must be available to participate in the training pro-
gram. A collegial relationship must exist between the director of
the critical care training program and the teaching staff to en-
hance the educational opportunities for all internal medicine
residents and subspecialty residents. (See General Information
Section, Program Requirements for Residency Education in the
Subspecialties of Internal Medicine.)

IIL. Facilities and Resources "

A. Modern facilities to accomplish the overall educatlonal program
must be available and functioning at the primary training site.
These include inpatient and ambulatory care facilities, a labora-
tory for pulmonary function tests and exfoliative cytology, and ex-
tensive pathology services.
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Program Requirements for Residency Education in Pulmonary Disease and Critical Care Medicine (Internal Medicine)

4, Diffuse interstitial lung disease
5. Pulmonary vascular disease, including primary and secondary
pulmonary hypertension and the vasculitis and pulmonary
hemorrhage syndromes
6. Occupational and environmental lung diseases
7. Iatrogenic respiratory diseases, including drug-induced
disease
8. Acute lung injury, including radiation, inhalation, and trauma
9. Pulmonary manifestations of systemic diseases, including col-
-lagen vascular diseases that are primary in other organs
10. Respiratory failure, including the adult respiratory distress
syndrome, acute and chronic respiratory failure in obstruc-
tive lung diseases, and neuromuscular respiratory drive
disorders
~11. Disorders of the pleura and the mediastinum .
12. Genetic and developmental disorders of the respiratory system
13. Sleep disorders - i
F. The program must provide the environment and resources for the

Appropriate space and staffing for pulmonary procedures must
be available at the primary training site. Facilities for training in
microbiology procedures, pulmonary rehabilitation, and a sleep
laboratory also must be available.

B. The critical care unit(s) must be located in a designated area
within the hospital and must be constructed and designed specifi-
cally for the care of critically ill patients. Whether operating in
separate locations or in combined facilities, the program must
provide the equivalent of a medical intensive care unit, a surgical
intensive care unit, and a coronary care unit. Available facilities
must be adequate to care for patients with acute myocardial in-
farction, severe trauma, shock, recent open heart surgery, recent
major thoracic or abdominal surgery, and severe neurologic and
neurosurgical conditions.

C. In units to which a resident is assigned, an average census of at
least five patients per resident is required. A sufficient number
of knowledgeable personnel and the necessary equipment to care
for critically ill patients must be available. Personnel should in-

clude specially trained nurses and technicians who are skilled in
critical care instrumentation, respiratory function, and labora-

tory medicine. A supporting laboratory should be available to pro-

vide complete and prompt laboratory evaluation. Modern
imaging services and an active emergency service must be avail-
able. Nutritional support services also must be available.

IV. Specific Program Content

A. The training program must provide the environment, patient

population, and resources for residents to develop clinical compe-

tence in the fields of pulmonary diseases and critical care medi-

cine. It must include a minimum of 6 months of training specific

to pulmonary disease and 6 months of training specific to critical
care medicine. It may include up to 6 months of experience com-
mon to both disciplines.

B. Because critical care medicine is multidisciplinary in nature,
clinical experience must include opportunities to manage adult
patients with a wide variety of serious illnesses and injuries re-
quiring treatment in a critical care setting. Therefore, residents
should be assigned for a minimum of 3 months to additional rota-
tions, which may include surgical, shock/trauma, and/or
neurologic/neurosurgical intensive care units; pediatric intensive
care unit; cardiac catheterization laboratory; burn unit; dialysis
unit; anesthesia service; high-risk pregnancy intensive care unit;
and transplant unit.

C. The resident must be given opportunities to assume responsibil-
ity, under appropriate supervision, for the care of patients
throughout their stay in the critical care unit(s) and to monitor
the subsequent course of patients throughout the remainder of
their hospital stay. To assess the various aspects of critical care,
the resident also must have organized opportunities to learn
about former critical care patients after hospital discharge, in-
cluding clinical pathological correlations when appropriate.

D. Opportunities also must be available for residents to acquire
those skills required to organize, administer, and direct a critical
care unit and to work effectively as a member of a multidiscipli-
nary team.

E. For training in pulmonary disease, the program must provide the
environment and resources for residents to acquire knowledge of

and have clinical experience with a broad spectrum of pulmonary

disease, including but not limited to the following;
1. Obstructive lung diseases, including asthma, bronchitis, em-
physema, bronchiectasis, and cystic fibrosis
2. Pulmonary malignancy—primary and metastatic
3. Pulmonary infections, including tuberculous, fungal, and
those in the immunocompromised host

resident to acquire knowledge (indications, contraindications,
complications, and limitations) of and competence in performing
the following:
1. Establishment of airway ‘
2. Maintenance of open airway in nonintubated, unconscious,
paralyzed patients
3. Oral and nasotracheal intubation
4. Breathing, ventilation
a. Ventilation by bag or mask
b. Mechanical ventilation using pressure-cycled, volume-
cycled, and negative pressure mechanical ventilators
c. Use of reservoir masks and continuous positive airway pres-
sure masks for delivery of supplemental oxygen, humidifi-
ers, nebulizers, and incentive spirometry
d. Weaning and respiratory care techniques
e. Management of pneumothorax (needle insertion and drain-,
age systems)
5. Maintenance of circulation
a. Arterial puncture and blood sampling
b. Insertion of central venous, arterial, and pulmonary artery
balloon flotation catheters
¢. Basic and advanced cardiopulmonary resuscitation
d. Cardioversion
6. Pulmonary function tests to assess respiratory mechanics, gas
exchange, and respiratory drive, including spirometry, flow
volume studies, lung volumes, diffusing capacity, arterial
blood gas analysm and exercise studies
7. Diagnostic and therapeutic procedures, including thoracen
tesis, pleural biopsy, flexible fiber-optic bronchoscopy, and re-
lated procedures
8. Calibration and operation of hemodynamic recording systems
§. Ventilatory support, weaning, and respiratory care techniques
10. Examination and interpretation of sputum, bronchopulmonary
secretions, pleural fluid/tissue, and lung tissue for infectious
agents; cytology; and histopathology

G. The program must provide the environment and resources for

the resident to acquire knowledge of and ability to 1nterpret the
following:
1. Imaging procedures including:
" a. Chest roentgenograms
b. Computed axial tomograms
c. Radionuclide scans
d. Pulmonary angiograms
e. Other radiologic procedures
2. Sleep studies
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Program Requirements for Residency Education in Pulmonary Disease and Critical Care Medicine (Internal Medicine)

H. The program must provide the environment and resources for
residents to develop expertise in monitoring and supervising spe-
cial services, including:

1. Critical care units

2. Pulmonary function laboratories _

‘3. Respiratory physical therapy and rehabilitation seivices
4. Respiratory care techniques and services

1. The program should provide the environment and resources for
the resident to develop clinical competence in performing the
following:

1. Inhalation challenge studies
2. Thoracostomy tube insertion and drainage

J. In addition to the educational experience listed above, the train-
ing program must provide opportunities for the residents to ac-
quire knowledge of and to develop clinical competence in critical
care medicine. Because critical care medicine deals primarily
with acutely life-threatening conditions in which multiple organ
failure is common, the curriculum must exhibit, as a minimum,
the following content areas:

1. Physiology, pathophysiology, molecular blology, diagnosis, and
therapy of disorders of the cardiovascular, respiratory, renal,
gastrointestinal, genitourinary, neurologic, endocrine, hema—'

tologic, musculoskeletal, and immune systems as well as of in-

fectious diseases

2. Electrolyte and amd base physmlogy, pathophysiology, diagno-
sis, and therapy

3. Metabollc nutritional, and endocrine effects of critical ill-
nesses

4. Hematologic and coagulation disorders secondary to critical
illnesses

5. Critical obstetric and gynecologic disorders

6. Management of the immunosuppressed patient

7. Management of anaphylaxis and acute allergic reactions

8. Trauma

9. Pharmacokinetics, pharmacodynamics, drug metabollsm and

excretion in crltlcal illness
10. Use of paralytic agents
11. Ethical, economic, and legal aspects of critical illness
12. Psychosocial and emotional effects of critical illnesses
13. Iatrogenic and nosocomial problems in critical care medicine
14. Personal development, attitudes, and coping skills of physi-
cians and other health-care professionals who care for criti-
cally ill patients
15. Biostatistics and experimental design
16. Occupational Safety and Health Administration (OSHA) regu-
lations and universal precautions and protection of health-
care workers
K. The training program must provide opportunltles for residents to
learn the indications, contraindications, limitations, and compli-
cations of the following critical care procedures and the techni-
cal skills necessary to perform them:
1. Parenteral nutrition
2. Monitoring/bioengineering
a. Utilization, zeroing, and calibration of transducers
b. Use of amplifiers and recorders
L. The program also must provide opportunities to learn the indica-

tions, contraindications, limitations, and complications of the fol-

lowing procedures. Practical experience is recommended.

1. Pericardiocentesis

2. Transvenous pacemaker insertion

3. Peritoneal dialysis

4. Peritoneal lavage

5. Aspiration of major joints

6. Percutaneous needle aspiration and/or cutting lung biopsy

7. Endobronchial laser therapy
8. Intracranial pressure monitoring
M.Experience also must be provided in the analysis of data pertain-
ing to the following:
. Cardiac output determinations by thermodilution and/or other
techniques
. Evaluation of oliguria
Management of massive transfusions
Management of hemostatic defects
. Interpretation of antibiotic levels and sensitivities ]
. Monitoring and assessment of metabolism and nutrition
. Calculation of oxygen content, intrapulmonary s shunt, and alveo-
lar arterial gradients
8. Pharmacokinetics

—

N T

V. Research Experience

See paragraphs K and L, Section V, Specific Program Content, Pro-
gram Requirements for ReSIdency Educatlon in the Subspecmltles
of Internal Medicine.

‘VI. Evaluation

See Section VI, Evaluation, Program Requirements for Residency
Education in the Subspecialties of Internal Medicine.

ACGME: June 1993 Effective: July 1995

Program Requireménts for
Residency Education in
Rheumatology (Internal Medlcme)

I. Educational Program

A subspecialty educational program in rheumatology must be organ-
ized to provide training and experience at a level sufficient for the
resident to acquire competence in the field. It must be 2 years in
duration.

II. Facylty

. See Section I1I, Faculty, of the Program Requirements for Resi-

dency Education in the Subspecialties of Internal Medicine. The
faculty must include individuals with sufficient knowledge of bio-
chemistry, molecular genetics, immunology, and pathology of
connective tissue and the immune system to provide a strong
background in basic science as well as competence in clinical
rheumatology.

lil. Facilities and Resources

A. Modern facilities to accomplish the overall educational program
must be available and functioning at the primary educational
site. These include inpatient facilities for acute and chronic care
at primary, secondary, and tertiary levels; imaging facilities, in-
cluding computerized tomography and magnetic resonance imag-
ing; and a fully equipped clinical laboratory providing service on
a 24-hour basis and equipped with a compensated polarized light
microscope for use by residents. Rehabilitation medicine facili-
ties and ambulatory care facilities also must be available. Re-
sources for specialized tests used by rheumatologists must be
available on the premises or by contract arrangement.

B. There must be a meaningful working relationship, including avail-
ability for teaching and consultation at the primary site, with fac-
ulty in radiology and orthopedic surgery and also with allied

12
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Program Requirements for Residency Education in Internal Medicine Sports Medicine

health professionals in physical therapy and ‘occupational
therapy.

IV. Specific Program Content

A. Clinical Experience

1. Clinical experience must include opportunities to manage both in-

patients and outpatients with rheumatic diseases and other ill-
nesses with rheumatologic manifestations as a member of a
multidisciplinary team.

2. The training program must provide the environment and re-
sources for the residents to gain experience in the diagnosis and
treatment of patients with:

Diffuse connective tissue diseases
Rheumatoid arthritis
Systemic lupus erythematosus
Scleroderma
Polymyositis
Spondyloarthropathies
Vasculitis
Crystal-induced synovitis
Osteoarthritis
Nonarticular rheumatic dlseases including ﬁbromyalgla
Nonsurgical, exercise-related (sports) injury
Systemic diseases with rheumatic manifestations
. Metabolic diseases of bone (including osteoporosis)
Infection of joints
Joint surgery
. Rheumatologic problems requiring rehabilitation therapy

Itis deSIrable that programs with the qualified faculty and facﬂltles

provide training in pediatric rheumatic disease.

B. Ambulatory Care
Each resident must have the equivalent of a full day of continuity
care experience each week for the first 12 months and at least 2
day a week for the second 12 months. During each Y4-day session,
one to three new patients and four to eight return patients must be
seen by each resident.
C. Technical and Other Skills
1. The program must provide sufficient experience for the resident
to acquire skill in the performance and interpretation of:
a. The use of nonsteroidal anti-inflammatory drugs, disease-modi-
~ fying drugs, biologic response modifiers, glucocorticoids, cyto-
toxic drugs, antihyperuricemic drugs, and antibiotic therapy
for septic joints
b. Examination of patients, to include a specific examination of
structure and function of all joints, both axial and peripheral,
as well as periarticular structure and muscle units
c. Construction of differential diagnosis for complexes of symp-
toms and signs related to rheumatologic diseases
d. Diagnostic aspiration and analysis by light and polarized light
microscopy of synovial fluid from diarthrodial joints, bursae,
and tenosynovial structures
e. Therapeutic injection of diarthrodial joints, bursae, teno-
synovial structures, and entheses
2. The program must provide sufficient experience for the resident
to acquire skill in the performance and/or interpretation of:
a. Biopsies of tissues relevant to the diagnosis of rheumatic
diseases
b. Bone and joint imaging techniques, including bone density
measurements
c. Nailfold capillary microscopy
d. Administration of controlled clinical trials in rheumatic
diseases

TeRBEIFTr SR A T

3. The program must provide residents with sufficient experience in
the indications for arthroscopy.

4. The program must provide opportunities for residents to acquire
skill in understanding electromyogram and nerve conduction
studies.

D. Formal Instruction
Additional specific content areas that, as a minimum, must be in-
cluded in the formal program (lectures, conferences, and seminars)
include:
1. Anatomy, genetics, immunology, biochemistry, and physiology
of connective tissue, bone, and muscle, including purine
metabolism
2. Pathologic aspects of rheumatic diseases and metabolic diseases
of bone, including osteoporosis
3. Nona.rtlcular manifestations of rheumatic diseases
4. Emotional factors that mﬂuence or result from rheumatic
diseases

5. The scientific basis of the methodology, indications, and interpre-

tations of laboratory tests and imaging procedures used in diag-
nosis and follow-up of patients with rheumatic diseases

6. Indications for and interpretation of electromyograms, nerve con-

duction studies, and muscle/nerve biopsy

7. Pharmacology, pharmacokinetics, drug metabolism, drug side ef-
fects, drug interactions, and costs of therapy of agents used in
the therapy of rheumatologic diseases

8. Principles of rehabilitation (physical therapy and occupational
- therapy) for patients with rheumatic dlseases and exercise-
related (sports) illnesses

9. Indications for surgical and orthopedic consultation in acute and .

chronic rlieumatic diseases

10. Basic principles of decision analysis relating to diagnostic tests
to define illness and recommend therapy

11. Principles of clinical epidemiology and health services research,
including biostatistics, medical information systems, informa-
tion sciences, critical literature review, and clinical trials and ex-
perimental protocol research design

12. Rheumatic problems in the geriatric population

13. Ethical and socioeconomic issues relating to the practice of
rheumatology

E. Research Experience

See paragraphs K and L, Section V, Specific Program Content, Pro-
gram Requirements for Residency Education in the Subspecialties
of Internal Medicine.

F. Evaluation

See Section VI, Evaluation, Program Requirements for Residency
Education in the Subspecialties of Internal Medicine.

ACGME: June 1993  Effective: July 1995

Program Requirements for
Residency Education in Internal
Medicine Sports Medicine

l. 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 Internal Medicine.
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Program Requirements for Residency Education in Internal Medicine Sports 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 1 year in duration.

The practice of sports medicine is the application of the phySl
cian’s knowledge, skills, and attitudes to those engaged in sports
and exercise. Thus, the program must provide training in the devel-
opment 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 prevention,
preparticipation evaluation, management of acute and chronic ill-
ness or injury,"and rehabilitation as applied to 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-enhanc-
ing, and mood-altering drugs; psychological aspects of exercise, per-
formance, and competition; ethical principles; and medical-legal
aspects of exercise and sports.

lil. 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
engaged 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
nutrition, pharmacology, pathology, exercise physiology, physical .
therapy, behavioral science, physical medicine and rehabilitation,
and clinical imaging also should be available to assist in the edu-
cational 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
residents 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 residents 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 to the assess-
ment and management of patients with health problems related to
sports and exercise.

C. 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 mean-
ingful patient responsibility.

D. Acute-Care Facility

There must be an acute-care hospital with a full range of services as-
sociated with and in proximity to the sponsoring residency. This fa-
cility 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, psychomo-
tor skills, interpersonal skills, professional attitudes, and practical
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
provided 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 augment the clinical experiences.

All educational activities must be adequately supervised while al-
lowing the resident to assume progressive responsibility for patient
care. The clinical activities in sports medicine should represent a
minimum of 50% of the time in the program. The remainder of the
time should be spent in didactic, teaching, and/or research activi-
ties and in the primary care or emergency medicine ambulatory
facility.

Residents must spend ¥4 day per week maintaining their skills in
their primary specialty.

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 examina-
tion programs.

B. Acute Care

The resident must have appropriate authorlty 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 observe repre-
sentative inpatient and outpatient operative orthopedic procedures.
C. 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 at least 