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PROGRAM REQUIREMENTSFOR
RESIDENCY TRAINING IN PSYCHIATRY

|. Introduction

A. Definition

An approved residency program in psychiatry mustprovide-an-educational
experience is designed to ensure that its graduates will possess sound

clinical judgment, requisite skills, and a high order of knowledge about the
diagnosis, treatment, and prevention of all psychiatric disorders, together
with other common medical and neurological disorders that relate to the
practice of psychiatry. Upon completion of training residents are expected

to be able to render effective professional care to psychlatrlc patlents

efieetwepmﬁ%eenal—eare%e—pa&ent& They also musi- iunhepmer:e have a

keen awareness of their own strengths and limitations, and recognize ef
the necessity for continuing their own professional development. The
didactic and clinical program must be of sufficient breadth and depth to
provide residents with a thorough and well-balanced presentation of
psychological, sociocultural, and neurobiological observations; and
theories relevant to the practice of psychiatry aong with the and
knowledge of major diagnostic and therapeutic procedures in the field of
psychiatry. The program must prepare residents to alse-providethe

edueation-and-trainkg-necessary-to understand the major psychiatric
literature, to evaluate the reliability and validity of scientific studies, and

to Heerperate appropriately incorporate new knowledge into the practice
of chhlatry med;eme

B. Duration and Scope of Education

1 Admission Requirements
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Physicians may enter psychiatry programs at either the first-year or
second- year postgraduate level. Physicians entering sray-enter
programs at the second-year postgraduate level must document
oenhy—after successful completion of one ef-thefelowing: clinical
year of training in an ACGME specialty requiring comprehensive
and continuols patient care, such as a program in internal
medicine, family practice, pediatrics, or transitional year program.
For physicians entering at the PG-2 level after completion of such
aprogram, the PG-1 year may be credited toward the 48 month

reguirement.

Length of the Program

a) A-corplete Training in psychiatry resideney-s requires 48
months: of whichtwelve ef-these months may be spent
completed in an ACGM E-approved accredited child and

adolescent psychlatry program resideney. AeeFedktaH-en-by

b)

eaeet_l#%iep%LGeney—trammgr A program may petltlon

the RC (Review Committee) to alter the length of training
beyond these minimum requirements by presenting a clear
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d)

educational rationale consistent with the Program
Requirements and objectives for residency training. The
program director must obtain the approval of the
sponsoring ingtitution and the Residency-Review

Committee{RRC) RC prior to implementation and at each
subsequent review of the program.

Prior to entry into the program, each resident must be
notified in writing of the required length of training for
which the program is accredited. The required length of
training for a particular resident may not be changed
without mutual agreement during his or her program,
unless there is a break in the+resident straining or untess
the resident requires remedial training.

Programs should meet all of the Program Requirements of
Residency Training in Psychiatry. Under rare and unusual

circumstances, 1 or 2 year programs of-either-one-year-or
2-year-duratien may be approved, even though they do not
meet aH-of the above requirements for psychiatry. Such
oene- 1 or 2-year programs will be approved only if they
provide some highly specialized educational and/or
research program. Alse,-such-programs-wit-be-approved
enly-H-they These programs may provide an aternative
specialized year or two but do not provide complete
Residency Training in Psychiatry. The traditional program
time and the specialized program must ensure that residents
will complete the didactic and clinical requirements
outlined in the Program Requirements.

3. Program-Format-by-Y-ear-of Training First Year of Training

The proqram d| rector of the psychlatry res dency proqram

must maintain contact with residents during the first
postgraduate-year while they are on services other than
psychiatry. A psychiatric first postgraduate-year must
include at least

1) (a) Neurclogy-rotations-may-not-be-used-to-fulfill-this
4-months reguirement. in internal medicine, family
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medicine, and/or pediatrics. This training must be
in aclinica setting that provides comprehensive
and continuous patient care. Neurology rotations
may not be used to fulfill this 4-month requirement.
1 month, but no more of this requirement may be
fulfilled by an emergency medicine or intensive
care rotation, provided the experienceis
predominantly with medical evaluation and
treatment and not surgical procedures.

6 but no more than 8 months in psychiatry.

2 or more FTE months of neurology, of which one
month may be inpatient or outpatient child
neurology. It is highly desirable that neurology is
completed during the first postgraduate-year.
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[l. Institutions

A.

Sponsoring I nstitution

One sponsoring institution must assume ultimate responsibility for
the program, asdescribed in the I nstitutional Requirements, and this
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responsibility extendsto resident assignments at all participating
institutions.

The administration of the sponsoring institution(s) should be
understanding of and sympathetic to the attainment of educational
goals, and should evidence its willingness and ability to support
these goals philosophically and financially. The latter includes a
commitment by the institution and by the program that embraces
appropriate compensation for faculty and residents, adequate
offices and educational facilities, support services, and
opportunities for research.

B. Participating Institutions

1. Thesponsoring ingtitution’s Designated I nstitutional Officer

2.

(DIO) must review and approve all participating institutions and
submit changesto the ACGME through the Accreditation Data
System.

Assignment to an institution must be based on a clear educational
rationale, integral to the program curriculum, with clearly-stated
activities and objectives. When multiple participating institutions are
used, there should be assurance of the continuity of the educational
experience.

Assignment to a participating institution requires a letter of
agreement with the sponsoring institution. Such a letter of
agreement should:

a) I dentify the faculty who will assume both educational
and supervisory responsibilities for residents;

b) specify their responsibilities for teaching, supervision,
and formal evaluation of residents, as specified later in
this document;

) specify the duration and content of the educational
experience; and

d) state the policies and proceduresthat will govern
resident education during the assgnment;;
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€)

f)

state the expected educational outcomes; and

specify the mechanism for formal evaluation of residents.

stateel The number and drstrl butr on of partr Cipati ng trar ning srtes
must not preclude satisfactory participation by residents in
teaching and didactic exercises. Geographic proximity will be one
factor in eval uatlng program cohesr on, contl nurty and p_

[11. Program Personnel and Resour ces

A. Chair of Psychiatry

The chair of psychiatry must be:

1.

licensed to practice medicine in the state where the

institution that sponsors the program is located. (Certain
federa programs are exempted.)

amember of the program'’s core teaching faculty:

qualified and have at least three years experience as a

clinician, administrator, and educator in psychiatry:;

certified in psychiatry by the American Board of Psychiatry

and Neurology or possess appropriate gualifications judged
to be acceptable by the RC;

actively involved in psychiatry through:

a) continuing medical education,

b) professional societies,
C) scholarly activities, and

6. capable of mentoring medical faculty, residents, administrators

and other health care professionals, and possess medical
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B.

leadership qualifications consistent with other physician chairs
within the sponsoring institution.

Program Director

There must be a single program director responsible for the
program. The person designated with this authority is
accountable for the operation of the program. In theevent of a
change of either program director or department chair, the
program director should promptly notify the executive
director of the Residency Review Committee (RRC) through
the Web Accreditation Data System of the Accreditation
Council for Graduate Medical Education (ACGME).

The program director, together with the faculty, isresponsible
for the general administration of the program, and for the
establishment and maintenance of a stable educational
environment. Adequate lengths of appointment for both the
program director and faculty are essential to maintaining such
an appropriate continuity of leader ship.

Qualifications of the program director are asfollows:

a) The program director must possess the requisite
specialty expertise, aswell as documented educational
and administrative abilities.

b) The program director must be certified in the specialty
by the American Board of Psychiatry and Neurology, or
possess qualifications judged to be acceptable by the
RRC.

) The program director must be appointed in good
standing and based at the primary teaching site.

Responsibilities of the program director are asfollows:

a) The program director must oversee and organize the
activities of the educational program in all institutions
that participate in the program. Thisincludes selecting
and supervising the faculty and other program
personnel at each participating institution, appointing a
local site director, and monitoring appropriate resident
supervision at all participating institutions.
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b)

d)

The program director isresponsible for preparing an
accur ate statistical and narrative description of the
program asrequested by the RRC, aswell as updating
annually both program and resident records through
the ACGME’s Accreditation Data System.

The program director must ensurethe implementation
of fair policies, grievance procedures, and due process,
as established by the sponsoring institution and in
compliance with the I nstitutional Requirements.

The program director must seek the prior approval of
the RRC for any changesin the program that may
significantly alter the educational experience of the
residents. Such changes, for example, include:

@ the addition or deletion of a participating
institution;

2 a changein the format of the educational
program;

3 a changein the approved resident
complement for those specialtiesthat
approveresident complement.

On review of a proposal for any such major changein a program, the RRC
may determinethat a site visit is necessary.

5. The Program Director must be provided a minimum of 50% protected

time to fulfill program leadership responsibilities that include:

a)

oversight and organization of didactic and clinical

b)

education in all institutions that participate in the program;

supervision of the faculty and other program personnel at

C)

each participating institution;

authority to appoint alocal site director who is accountable

d)

for resident experience at the participating site;

supervision of residents at all participating institutions;
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f)

9

provision of input in the selection of program faculty as
appropriate

compliance with grievance and due process procedures as
set forth in the Institutional Requirements and implemented
by the sponsoring institution; and,

Obtaining the prior approval of the DIO and the RC for any
changes in the program that may significantly alter the
educational experience of the residents. Significant
program changes may result in an immediate site visit and
program review.

C. Associate Program Director

An Associate Program Director is a member of the teaching faculty who assists

the program director in the administrative and clinical oversight of the educational

program. The sponsoring | nstitution must provide Associate Program Directors

based on program size. At a minimum, one Associate Program Director is

required for an approved complement of 24 and 40 residents, and two Associate

Program Directors for an approved complement of 41 to 79 residents. When a

program is approved for 80 or more residents, there must be additional support for

athird Associate Program Director. Associate Program Directors must be

provided a minimum of 25% protected time to fulfill program responsibilities.

D. Faculty

1

At each participating institution, there must be a
sufficient number of faculty with documented
gualificationsto instruct and supervise adequately all
residentsin the program. . Programs with large patient
populations, multiple institutions, and large resident
complements will be expected to have the number of
physician faculty appropriate to the program’s size and
Structure.

Thefaculty, furthermore, must devote sufficient timeto
the educational program to fulfill their supervisory and
teaching responsibilities. They must demonstrate a
strong interest in the education of residents, and must
support the goals and objectives of the educational
program of which they are a member.

Qualifications of the physician faculty are asfollows:

10
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a) The physician faculty must possess the requisite
specialty expertise and competencein clinical care
and teaching abilities, aswell as documented
educational and administrative abilitiesand
experiencein their field.

b) Thephysician faculty must be certified in the
specialty by the American Board of Psychiatry and
Neurology, or possess qualifications judged to be
acceptable by the RRC.

¢) The physician faculty must be appointed in good
standing to the staff of an institution participating in
the program.

d) In addition, the faculty must

(1) devote sufficient time to the educational
program to fulfill their supervisory and teaching
responsibilities;

(2) demonstrate a strong interest in the education of
residents by supporting the goals and objectives
of the educationa program of which they are
members, and

(3) participate in the planning, organization, and
presentation of conferences as well asin clinical
teaching and supervision

The responsibility for establishing and maintaining an
environment of inquiry and scholar ship rests with the
faculty, and an active resear ch component must be
included in each program. Scholarshipisdefined asthe
following:

a) thescholarship of discovery, as evidenced by peer-
reviewed funding or by publication of original
research in a peer-reviewed journal;

b) the scholarship of dissemination, asevidenced by
review articles or chaptersin textbooks; and,

¢) thescholarship of application, as evidenced by the
publication or presentation of, for example, case
reportsor clinical seriesat local, regional, or
national professional and scientific society meetings.

11
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Complementary to the above scholarship isthe regular
participation of the teaching staff in clinical discussions,
rounds, journal clubs, and resear ch conferencesin a
manner that promotesa spirit of inquiry and
scholarship (e.g., the offering of guidance and technical
support for residentsinvolved in research such as
resear ch design and statistical analysis); and the
provision of support for residents participation, as
appropriate, in scholarly activities, as evidenced by the

following:

1. peer-reviewed funding or publication of origina
research in peer-reviewed journals or review articles or
chapters in textbooks;

2. publication or presentation of case reports or clinical
series at local, regional, or national professional and
scientific society mestings,

3. regular participation in organized clinical discussions,
rounds, journal clubs, and research conferences; and

4. provision of support for resdents’ participation in
scholarly activities.

5. Qualifications of the nonphysician faculty are as
follows:

a) Nonphysician faculty must be appropriately
qualified in their field.

b) Nonphysician faculty must possess appropriate
institutional appointments.

Other Program Personnel

Additional necessary professional, technical, and clerical personnel
must be provided to support the program.

Resour ces

1) Theprogram must ensure that adequate resources (e.g.,
sufficient laboratory space and equipment, computer and
statistical consultation services) are available. The percent of
dedicated time for a residency coordinator should be adequate for
the size and complexity of the training program.

12
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553 2) Other Resource Support

554

555 a Training programs must have available to them adequate
556 inpatient and outpatient facilities and other suitable clinical
557 placements where the residents can meet the educationa
558 objectives of the program. The program should specify the
559 facilities in which the goals and objectives are to be

560 implemented.

561

562 b. All residents must have available to them offices adequate
563 in size and decor to allow them to interview patients and
564 accomplish their duties in a professional manner. The
565 facility must also provide adequate and specifically-

566 designated areas in which residents can perform basic
567 physical examination and other necessary diagnostic

568 procedures and treatment interventions.

569

570 c. Theadministration of the facility where the program is
571 located must provide ample space and equipment for

572 educational activities. There must be adequate space and
573 equipment specifically designated for seminars, lectures,
574 and other teaching exercises.

575

576 d. Theprogram must have available audiovisual equipment
577 and teaching material such asfilms, DVD, audio cassettes,
578 and/or videotapes, as well as the capability to record and
579 play back educational technology.

580

581 E Medical Information Access

582

583 Residents must have ready access to specialty-specific and other

584 appropriate reference materia in print or electronic format and to

585 computerized literature search capabilities and electronic medical

586 databases in each participating institution at all times.

587

588

589

590
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V.

Resident Appointments

A.

Eligibility Criteria

The program director must comply with the criteria for resident
eligibility as specified in the Institutional Requirements.

Number of Residents

The RRC may approvethe number of residents based upon
established written criteria that include the adequacy of resour cesfor
resident education (e.g., the quality and volume of patients and
related clinical material available for education), faculty-resident
ratio, institutional funding, and the quality of faculty teaching.

To promote an educationally sound, intellectually stimulating atmosphere
and effective graded responsibility, programs must maintain a critical
mass of at least three residents at each level of training, except at the PG4
level when critical massis less than three owing to residents entering child
and adolescent psychiatry.

16
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Resident Transfers

To determine the appropriate level of education for residentswho are
transferring from another residency program, the program director
must receive written verification of previous educational experiences
and a statement regar ding the performance evaluation of the
transferring resident prior to their acceptance into the program. A
program director isrequired to provide verification of residency
education for residents who may leave the program prior to
completion of their education.

1) Thelevel at which atransferring resident will enter the receiving
program is based upon written verification of previous educational
experiences and the performance evaluation of the resident from
the program he or sheis leaving. Thisinformation must be
received in writing prior to acceptance into the receiving program.
A program director will provide timely verification of residency
education for residents who |leave the program prior to completion

of training.

2) A documented procedure must be in place for evaluating the
credentials, clinical training experiences, past performance, and
professional integrity of residents transferring from one program to
another, including from a genera psychiatry to a child and
adolescent psychiatry program.

Appointment of Fellows and Other Students

The appointment of fellows and other specialty residentsor students
must not dilute or detract from the educational opportunities
available to regularly appointed residents.

17
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V. Educational Program

A. Program Design

All programs must have an adequate number of teaching faculty and patient
populations for each mode of required training and, minimally, must include
organized clinical services in inpatient, outpatient, emergency psychiatry,
consultation/liaison, and child and adolescent psychiatry.

1. Goals and Objectives

The program must possess a written statement that outlinesits
educational goalswith respect to the knowledge, skills, and
other attributes of residentsfor each major assignment and for
each level of the program. This statement must be distributed
to residents and faculty, and must be reviewed with residents

prlor tothe|r assugnments—NJ—edueaﬁenal—eenﬁlpenentsef—a
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B. Specialty Curriculum

The program must possess a well-or ganized and effective curriculum, both
didactic and clinical. The curriculum must also provide residents with direct
experiencein progressive responsibility for patient management.
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ACGME Genera Competencies

The following ACGME competencies must be integrated in an Educational Plan

a Patient Care

1

[N

Each resident must have supervised experience in the

evaluation and treatment of patients of different ages and

gender throughout the life cycle and from a variety of

ethnic, racial, sociocultural, and economic backgrounds.

Residents should be familiar with Axis |11 conditions that
can affect evaluation and care (CNSlesions, HIV/AIDS, Gl

effects, etc).

Clinical training should be organized to provide patient care

experience in the following activities to facilitate traine€’ s
ability to develop competencein:

a) formulating a clinical diagnosis for patientsin all
age groups (of both sexes, to include some ethnic
minorities) by conducting patients interviews,
conducting a clear and accurate history; physical,
neurological, and mental status examination; and
completing a systematic recording of findings;
relating history and clinical findings to the relevant
biological, psychological, behavioral, and
sociocultural issues associated with etiology and
treatment;
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b) formulating a differential diagnosis and treatment plan for
all psychiatric disorders in the current standard
nomenclature, i.e., DSM, taking into consideration all
relevant data;

C) using pharmacological regimens, including concurrent use
of medications and psychotherapy;

d) Understanding the indications and uses of
electroconvulsive therapy:;

e) applying supportive, psychodynamic, and cognitive-

behavioral psychotherapies (including brief and long-term
individual practice), and exposure to other evidenced
based individual-based psychotherapies, family/couples,
group therapies,
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f)

backgreunds- Providing an understanding of cultural
diversity by devoting sufficient didactic training to
residents whose cultural backgrounds are different from
those of their patients, and provide a suitable educational
program for them as well.

providing continuous care for a variety of patients from
different age groups, seen reqularly and frequently for an
extended time, in a variety of treatment modalities;

o)

h)

providing psychiatric consultation in a variety of medical
and surgical settings;

providing care and treatment for the chronically- mentally

ill with appropriate psychopharmacologic,
psychotherapeutic, and socia rehabilitative interventions;

participating in psychiatric administration, especially

leadership of interdisciplinary teams, including supervised
experience in utilization review, quality assurance and
performance improvement;

providing psychiatric care to patients who are receiving

treatment from nonmedical therapists and coordinating
such treatment
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k)

recognizing and appropriately responding to family

violence (e.q., child, partner, and €l der physical, emotional,
and sexua abuse and neglect) and its effect on both victims
and perpetrators

4. Other Patient Care Experiences and Rotations

Clinical services must be organized to allow residents to
have major responsibility for the care of a significant
number of patients with acute and chronic psychiatric
illnesses.

Patient care assignments must permit residents provide

appropriate treatment, and to have sufficient time for other
aspects of their educational program. The total number of
patients assigned must be large enough to provide a variety
of clinical experiences.

Residents must be provided structured clinical experiences
that are organized to provide opportunities to conduct
initial evaluations, to participate in the subsequent
diagnostic process, and to follow patients during the
treatment phase. and/or evolution of their neurological
disorders/conditions. Reguired experiences include the

following:
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(@

Neurology: Two FTE*® months of supervised clinical

(b)

experience in the diagnosis and treatment of patients with
neurological disorders/conditions.

Inpatient Psychiatry: A program may provide up to 16

(©

months of inpatient psychiatry of which there must be a
minimum of six months of significant respongibility for the
assessment, diagnosis, and treatment of general psychiatric
patients who are admitted to traditional psychiatry units,
day hospital programs, research units, residential treatment
programs, and other settings that meet the following
criteria

(1) The patient population is acutely ill and represents a

diverse clinical spectrum of diagnoses, ages, and gender;

and,

(2) Patient services are comprehensive and continuous and
alied medical and ancillary staff are available for backup

support (24/7)

Outpatient Psychiatry: A 12-month FTE organized,
continuous, and supervised clinical experience in the
assessment, diagnosis, and treatment of outpatients with a
wide variety of disorders, patients, and treatment
modalities, with experience in both brief and long-term
care of patients. During the outpatient psychiatry
experience at least 80% of the patient population must be
adults, and aminimum of 1 of every 5 patients must be
seen longitudinally for at least one year. This longitudinal
experience should include:

(D evaluation and treatment of ongoing individua
psychotherapy patients, some of whom must be
seen at least weekly under supervision

All timed full time equivalent (FTE) experiences may be completed on afull or part-time basis so long as
the stated full-time equivalent experience is met.
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(2) exposure to multiple treatment modalities that
emphasi ze developmental, biological, psychologica
and socia approaches to outpatient treatment, and

3) opportunities to apply psychosocia rehabilitation
techniques, and to evaluate and treat differing
disordersin a chronicaly ill patient population

Up to 20% of the patients seen may be children and
adolescents. This portion of training may be used to fulfill
the 2-month Child and Adolescent Psychiatry requirements,
s0 long as this component of outpatient psychiatry V.B.3
below.

Child and Adolescent Psychiatry: A two-month FTE

organized clinical experience in which the residents are:

@ supervised by child and adolescent psychiatrists
who are certified by ABPN or judged by the RC to

have equivalent qualifications,

2 provided opportunities to assess development and to

evaluate and treat both children and adol escents of

both genders and their families with a variety of

diagnoses and interventional modalities,

Geriatric Psychiatry: A one-month FTE organized

experience focused on the evaluation, diagnosis and
treatment of patients with late-life mental disorders.
Training may occur in avariety of settings ranging across
inpatient services, outpatient clinics and long term care
facilities.

Addiction Psychiatry: A 1-month FTE organized

experience focused on the evaluation and clinical
management of patients with substance abuse/dependence
problems, including dual diagnosis. Treatment modalities
should include detoxification, management of overdose,
maintenance pharmacotherapy, use of the psychological
and socia consequences of addiction in confronting and
intervening in chronic addiction rehabilitation technigues
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used in recovery stages from pre-contemplation to
maintenance, and the use of self- help groups.*

Consultation/Liaison: A 2-month FTE organized

experience focused on exposing residents to adult patients

on other medical and surgical services. On-call

experiences may be apart of thistraining. One month of

pediatric consultation/liaison psychiatry is an acceptable

equivaent for meeting 1 month of the 2- month
reguirement.

Forensic Psychiatry: This un-timed experience must

expose residents to the evaluation of patients with forensic

problems, such as patients who face crimina charges,

competency to stand trial, criminal responsibility,

commitment, assessment of dangerousness and/or writing a

forensic report. Giving testimony in court where feasibleis
highly desirable.

Emergency Psychiatry: This un-timed experience must be

conducted in an organized, 24- hour psychiatric emergency
service, aportion of which may occur in ambulatory
urgent-care settings, but not as part of the 12- month
outpatient requirement. Residents must be provided
experiences in evaluation, crisis evaluation and
management, and triage of psychiatric patients. On-call
experiences may be apart of this training (no more than

Community Psychiatry: This un-timed experience must
expose residents to persistently- and chronically-ill patients
in the public sector, (e.9., community mental health centers
and public hospitals and agencies, or other community-
based settings). Opportunities should exist to consult with,
learn about, and use community resources and servicesin
planning patient care, and to work collaboratively with case

4 Addiction, Community, Forensic, and Geriatric psychiatry can be met as part of the inpatient requirements above the

minimum six months, and/or part of the outpatient requirement.
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managers, crisis teams, and other mental health
professionas

b. Medical Knowledge

Residents must demonstrate knowledce of established and evolving
biomedical, clinical, epidemiological, and social-behavioral sciences,
as well as the application of this knowledge to patient care. The
medica knowledge curriculum must:

1. provide didactic instruction that is systematically

organized, thoughtfully integrated, based on sound

educational principles, and include prepared lectures,

seminars, and assigned readings that are carried out on

areqularly- scheduled basis;

2. incorporate systematic instruction in neurobioloqgy;

psychopharmacol ogy, genetics, and other clinical

sciences relevant to psychiatry, child and adult

development; major psychological theories, including

learning theory, psychodynamic theory, and

appropriate material from the sociocultural and

behaviora sciences suchas sociology and

anthropology;
3. address devel opment, psychopathol ogy, and topics

relevant to treatment modalities employed with

patients with severe psychiatric disorders/conditions;

4. provide residents with instruction about American

culture and subcultures, particularly those found in the

patient community associated with the training

program;
5. review cultura variables (e.q. gender roles,

hierarchies, kinship patterns, value systems, religious/
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spiritual beliefs, indigenous medical beliefs) that shape
human devel opment, psychopathology and treatments;

. providetraining in cultural diversity as an essentid

characteristic of rendering competent care, especialy

for those residents with cultural backgrounds that are

different from those of their patients, and provide a

suitable educational program for them as well; and,

. involve experiences in integrative case formulation

that includes neurobiological, phenomenological,

psychological, and sociocultural issues involved in the

diagnosis and management of cases presented. The

didactic program must include presentation of the

following:

a) the mgor theoretical approaches to

understanding the patient-doctor

relationship
b) thebiological, psychological,

sociocultural, economic, ethnic, gender,

religious/spiritual, sexual orientation,

and family factors that significantly

influence physical and psychological

development throughout the life cycle;

¢) thefundamental principles of the
epidemiology, etiologies, diagnosis,
treatment, and prevention of all major
psychiatric disorders in the current
standard diagnostic statistical manual,
including the biological, psychological,
sociocultural, and iatrogenic factors that
affect the prevention, incidence,
prevalence and long-term course and
treatment of psychiatric disorders and
conditions;
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d)

€)

comprehensive discussions of the
diagnosis and treatment of neurologic
disorders commonly encountered in
psychiatric practice, such as neoplasm,
dementia, headaches, traumatic brain
injury, infectious diseases, movement
disorders, multiple sclerosis, seizure
disorders, stroke, intractable pain, and
other related disorders;

the use, reliability, and validity of the

f)

generally-accepted diagnostic
techniques, including physical
examination of the patient, laboratory
testing, imaging, neurophysiologic and
neuropsychological testing, and
psychological testing;

the history of psychiatry and its

s)

rel ationship to the evolution of medicine

the legal aspects of psychiatric practice;

h)

and when and how to refer

the use and interpretation of psychologica

testing (under the supervision and guidance
of aqudlified clinical psychologist, residents
should have experience with the
interpretation of the psychological tests most
commonly used, some of which experience
should be with their own patients),

supervised, active collaboration with

psychologists, psychiatric nurses, socia
workers, and other professional and
paraprofessional mental health personnd in
the treatment of patients.

learning research methods in the clinical,

biological, and behaviora sciences related to
psychiatry, and appraising the professiona
and scientific literature and applying
findings to patient care.

Each program must provide the following:
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Teaching, for all residents, of
research literacy. Research literacy
is the ahility to critically appraise
and understand the relevant research
literature and to apply research
findings appropriately to clinica
practice. The concepts and process
of Evidence Based Clinical Practice
include skill development in question
formulation, information searching,
critical appraisal, and medica
decision making, thus providing a
structure for teaching research
literacy to psychiatry residents. The
program must promote an
atmosphere of scholarly inquiry,
including the provision of accessto
ongoing research activity in
psychiatry Residents must be taught
the design and interpretation of data.

A plan to provide research
opportunities and the development of
research skills for residents
interested in conducting research in
psychiatry or related fields. The
program must provide interested
residents access to and the
opportunity to participate actively in
ongoing research under a mentor.
When unavailable in the local
program, efforts to establish distant
mentoring progr ams are encouraged.

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
indepth understanding of basic
mechanisms of normal and abnormal
states, and the application of current
knowledge to practice.

Participation of residents and faculty
in journa clubs, research




1740
1741
1742
1743

1744 |
1745

1746

1747
1748
1749
1750
1751
1752
1753
1754

1755
1756
1757

1758
1759
1760
1761
1762
1763

1764
1765
1766
1767
1768
1769
1770

1771
1772
1773
1774
1775
1776
1777

conferences, didactics, and/or other
activities that address critical
appraisal of the literature and
understarding of the research

process.

Practice-based L earning and I mprovement

Residents must demonstrate the ability to investigate and

evaluate their care of patients, to appraise and assimilate

scientific evidence, and to continuously improve patient care

based on constant self-evaluation and life-long learning.

Specific knowledge, skills, and attitudes in Practice-based

Learning and Improvement should include:

1) taking primary responsibility for lifelong learning to
improve knowledge, skills, and practice performance
through familiarity with general and rotation specific
goals and objectives and attendance at conferences,

2) analyzing practice experience to recognize one's

strengths, deficiencies, and limits in knowledge and

expertise through participaion in a quality improvement

activity;

a) There must be arecord that demonstrates that

b)

each resident has met the educationa

requirements of the program with regard to

variety of patients, diagnoses, and treatment

modalities. In the case of transferring

residents, the records should include the

experiences in the prior as well as the current

program.
this record must be reviewed periodically with

the program director or a designee, and must be
made available to the surveyor of the program.
The record may be maintained in a number of
ways and is not limited to a paper driven

patient log.
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3) using evaluations of performance provided by peers,
patients, superiors, and junior colleagues to improve
practice;

4) locating, appraising, and assimilating evidence from
scientific studies related to their patient’s health
problems;

5) using information technology to optimize lifelong
learning; and

6) actively participating in the education of patients,

families, students, residents and other health

professionas, which should be documented by

evaluations of aresident’ s teaching abilities by faculty

and/or learners.

I nter per sonal and Communication Skills

Residents must demonstrate interpersonal and

communication skills that result in the effective exchange

of information and teaming with patients, their families,

and professional associates. Specific knowledge, skills,

and attitudes in Interpersonal and Communication Skills

should include;

1) communicating effectively in a developmentally-

appropriate manner with patients and families to

create and sustain a professiona and therapeutic

relationship across a broad range of socioeconomic

and cultura backgrounds;

2) demonstrating sensitivity and responsiveness to a

diverse patient population, including but not limited
to, diversity in gender, age, culture, race, religion,
disahilities, and sexual orientation;
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3 communicating effectively with physicians, other
health professionals, and health related agencies;

4) working effectively as a member or leader of a
health care team or other professiona group:;

5) acting in a consultative role to other physicians and

health professionals,

6) maintaining comprehensive, timealy, and legible

medical records, and

7)  Interviewing patients and family that results in

effective diagnosis and biological, psychological

and socia formulation

Pr ofessionalism

Residents must demonstrate a commitment to carrying out
professional responsibilities, adherence to ethical

principles, and sengitivity to diversity. Specific knowledge,
skills, and attitudes in Professionalism should include

demonstrating:

1) respect, compassion, integrity, and honesty; a
responsiveness to the needs of patients and society
that supersedes salf-interest; accountability to
patients, society, and the profession;

2) high standards of ethical behavior which include
respect for patient privacy and autonomy, and
maintaining appropriate professional boundaries,
understanding the nuances specific to psychiatric
practice. Programs are expected to operatein
accordance with the AMA Principles of Ethics,”
with “ Specia Annotations for Psychiatry,” as
developed by the American Psychiatric Association
to ensure that the application and teaching of these
principles are an integral part of the educational

process,

3) sensitivity and responsiveness to a diverse patient
population, including but not limited to, diversity in
gender, age, culture, race, religion, disabilities, and
sexual orientation.
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Systems Based Practice

Residents must demonstrate an awareness of and

responsiveness to the larger context and system of health

care, aswdll asthe ahility to call effectively on other

resources in the system to provide optimal health care.

Specific knowledge, skills, and attitudes in Systems-based

Practice should include;

1) knowing how types of medical practice and delivery

systems differ from one another, including methods
of controlling hedth care cost, assuring quality, and
alocating resources;

2) practicing cost-effective health care and resource

allocation that does not compromise quality of care;
including an understanding of the financing and
regulation of psychiatric practice, including
information about the structure of public and private
organizations that influence mental hedth care;

3 advocating for quality patient care and assisting
patients in dealing with system complexities;

4) partnering with health care managers and health
care providers to assess, coordinate, and improve
health care;

5) knowing how to advocate for the promotion of
health and the prevention of disease and injury in
populations; and

6) acknowledging the importance of medical errors
and examining systems to prevent them.

7) The program must establish a mechanism to ensure that
charts are appropriately maintained and readily
accessible for regular review for supervisory and
educational purposes. This must include aformal annua
review to monitor residents in history taking, clinical
evaluation, treatment, and medication management.

8) Clinical records must also be reviewed to assess resident
competencies to:
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document an adequate history and perform
mental status, physical, and neurologica
examinations;

. organize acomprehensive differentia

diagnosis and discussion of relevant
psychological and sociocultural issues;
proceed with appropriate |aboratory and
other diagnostic procedures;

develop and implement an appropriate
treatment plan followed by reqular and
relevant progress notes; and,

prepare an adeguate discharge summary and
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VI.

Resident Duty Hours and the Working Environment
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Providing residents with a sound didactic and clinical education must be
carefully planned and balanced with concerns for patient safety and resident
well-being. Each program must ensurethat the learning objectives of the
program are not compromised by excessive reliance on residentsto fulfill
service obligations. Didactic and clinical education must have priority in the
allotment of residents time and energy. Duty hour assignments must
recognize that faculty and residents collectively have responsibility for the
safety and welfare of patients.

A.

B.

Supervision of Residents

1.

Duty Hours

1.

All patient care must be supervised by qualified faculty.
Theprogram director must ensure, direct, and
document adequate supervision of residents at all times.
Residents must be provided with rapid, reliable systems
for communicating with supervising faculty.

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

Faculty and residents must be educated to recognize the
signs of fatigue, and adopt and apply policiesto prevent
and counteract its potential negative effects.

Duty hours are defined as all clinical and academic
activitiesrelated to the residency program; i.e., patient
care (both inpatient and outpatient), administrative
dutiesrelative to patient care, the provision for transfer
of patient care, time spent in-house during call
activities, and scheduled activities such as confer ences.
Duty hoursdo not include reading and preparation
time spent away from the duty site.

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

Residents must be provided with 1 day in 7 free from all
educational and clinical responsibilities, averaged over
a4-week period, inclusive of call. One day isdefined as
1 continuous 24-hour period free from all clinical,
educational, and administrative duties.
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Adequate time for rest and personal activities must be
provided. Thisshould consist of a 10-hour time period
provided between all daily duty periods and after in-
house call.

On-call Activities

The objective of on-call activitiesisto provideresidentswith
continuity of patient care experiences throughout a 24-hour period.
In-house call is defined as those duty hour s beyond the normal work
day, when residents are required to be immediately available in the
assigned institution.

1.

In-house call must occur no more frequently than every
third night, averaged over a 4-week period.

Continuous on-site duty, including in-house call, must
not exceed 24 consecutive hours. Residents may remain
on duty for up to 6 additional hoursto participatein
didactic activities, transfer care of patients, conduct
outpatient clinics, and maintain continuity of medical
and surgical care.

No new patients may be accepted after 24 hours of
continuous duty.

At-home call (or pager call) isdefined asa call taken
from outside the assigned institution.

a) Thefrequency of at-home call isnot
subject to the every-third- night
limitation. At-home call, however, must
not be so frequent asto precluderest and
reasonable personal time for each
resident. Residentstaking at-home call
must be provided with 1 day in 7
completely freefrom all educational and
clinical responsibilities, averaged over a
4-week period.

b) When residents are called into the
hospital from home, the hoursresidents
spend in-house are counted toward the
80-hour limit.
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D.

E.

Moonlighting

1.

Oversight

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

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

The program director must comply with the sponsoring
institution’swritten policies and proceduresregarding
moonlighting, in compliance with the ACGME

I nstitutional Requirements.

Any hoursaresident worksfor compensation at the
sponsoring institution or any of the sponsor’s primary
clinical sitesmust be considered part of the 80-hour
weekly limit on duty hours. Thisrefersto the practice
of internal moonlighting.

Each program must have written policies and
procedures consistent with the I nstitutional and
Program Requirements for resident duty hours and the
working environment. These policies must be
distributed to the residents and the faculty. Duty hours
must be monitored with a frequency sufficient to ensure
an appropriate balance between education and service.

Back-up support systems must be provided when
patient careresponsibilitiesare unusually difficult or
prolonged, or if unexpected circumstances create
resident fatigue sufficient to jeopardize patient care.

Duty Hours Exceptions

An RRC may grant exceptions for up to 10% of the 80-hour limit to

individual programs based on a sound educational rationale. Prior

permission of

theinstitution’s GMEC, however, isrequired.
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2131
2132  VII. Evaluation

2133

2134 A. Resident

2135

2136 1 Formative Evaluation

2137

2138 The faculty must evaluate in a timely manner the residents
2139 whom they supervise. In addition, the residency program must
2140 demonstratethat it has an effective mechanism for assessing
2141 resident performance throughout the program, and for

2142 utilizing the results to improve resident performance.

2143

2144 a) Assessment should include the use of methods that
2145 produce an accur ate assessment of residents

2146 competence in patient care, medical knowledge,

2147 practice-based lear ning and improvement,

2148 inter per sonal and communication sKills,

2149 professionalism, and systems-based practice.

2150

2151 b) Assessment should include theregular and timely
2152 per formance feedback to residentsthat includes at least
2153 semiannual written evaluations. Such evaluationsareto
2154 be communicated to each resident in a timely manner,
2155 and maintained |n arecord that IS access bleto each
2156 resident. Se

2157

2158

2159

2160

2161

2162

2163

2164

2165

2166

2167

2168 B. The program must formally examine the

2169

2170 1. cognitive knowledge of each resident at |east annually in the
2171 PG-2 through PG-4 years, and

2172 2. conduct a clinical examination at least annually in the PG-2
2173 through PG-4 years of clinical skills across biological,

2174 psychological and socia spheres. A required component of
2175 this assessment is an annual evaluation of the resident’s
2176

49



2177
2178
2179
2180
2181
2182
2183
2184
2185
2186
2187
2188
2189
2190
2191
2192
2193
2194
2195
2196
2197
2198
2199
2200
2201
2202
2203
2204
2205
2206
2207
2208
2209
2210
2211
2212
2213
2214
2215
2216
2217
2218
2219
2220
2221
2222

a) interviewing skills and his/her

b) ability to elicit an appropriate present and past
psychiatric, medical, social, and developmental
history,

C) assess mental status, and provide arelevant
formulation, differential diagnosis and provisional

treatment plan.

Performance on this evaluation must be guantified and provided to
the resident and, where necessary, remediation opportunities must
be provided. Residents must not advance to the next year of
training, or graduate from the program, unless the competence for
their level of training in each areais documented. Demonstration
of competence in psychiatric interviewing must be attained prior to
compl etion of the program.
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2223
2224
2225
2226
2227
2228
2229
2230
2231
2232
2233
2234
2235
2236
2237
2238
2239
2240
2241
2242
2243
2244
2245
2246
2247
2248
2249
2250
2251
2252
2253
2254
2255
2256
2257
2258
2259
2260
2261
2262
2263
2264
2265
2266
2267
2268
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2269
2270
2271
2272
2273
2274
2275
2276
2277
2278
2279
2280
2281
2282
2283
2284
2285
2286
2287
2288
2289
2290
2291
2292
2293
2294
2295
2296 2. Final Evaluation

2297

2298 a. Theprogram director must provide a final evaluation
2299 for each resident who completesthe program. This
2300 evaluation must include areview of theresident’s
2301 performance during the final period of education, and
2302 should verify that the resident has demonstrated

2303 sufficient professional ability to practice competently
2304 and independently. Thefinal evaluation must be part of
2305 the resident’s permanent record maintained by the
2306 institution.

2307 b. The Program Director must provide a summative

2308 evaluation for each resident who completes the program.
2309 This evaluation must:

2310

2311 1. review the resident’s performance during the final
2312 period of education,
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2313
2314
2315
2316
2317
2318
2319
2320
2321
2322
2323
2324
2325
2326
2327
2328
2329
2330
2331
2332
2333
2334
2335
2336
2337
2338
2339
2340
2341
2342
2343
2344
2345

2. veify that the resident has demonstrated sufficient

professional ability to practice competently and
independently, ad

become a part of the resident’s permanent record
maintained by the ingtitution.

include a summary of any documented evidence of
unethical behavior, unprofessional behavior, or
clinica incompetence or a statement that none such
have occurred. Where there is such evidence, it
must be comprehensively recorded, along with the
responses of the resident

c. Upon any resident's departure from a program (including

by graduation), the program director must prepare a letter

to:

Describe the nature and length of the rotations for
which the resident has been given credit.
Document credit granted for all educational
experiences that have been successfully completed
List reasons for experiences completed for which no
credit is granted

Delineate all remaining psychiatry residency
requirements that are outstanding and must be
completed prior to finishing psychiatry training
Inform each resident, especially those transferring
into Child and Adolescent Psychiatry that the
qualifications for certification by the American
Board of Psychiatry and Neurology require that
general psychiatry program reguirements are met,
even if the resident complete training in child and
adolescent psychiatry.®

6 For residentsentering child and adolescent psychiatry, certain clinical experienceswith children adolescents

and familiestaken during the period when the person isdesignated as a child and adolescent psychiatry resident

may be counted toward general psychiatry requirements aswell as child and adolescent requirements, ther eby

fulfilling Program Requirementsin both general and child and adolescent psychiatry. Thefollowing

reguirements must be met for these experiences:

limited to child and adolescent psychiatry patients

up to a maximum of 12 monthsthat can be double counted
documentation by CAP PD of all areasfor which credit isgiven
in both programs

no reduction in total length of time devoted to training in child
and adolescent psychiatry, which must remain at 2 years
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2346
2347
2348
2349
2350
2351
2352
2353
2354
2355
2356
2357
2358
2359
2360
2361
2362
2363
2364
2365
2366
2367
2368
2369

Faculty

The performance of the faculty must be evaluated by the program no
less frequently than at the midpoint of the accr editation cycle, and
again prior to the next sitevisit. The evaluations should include a
review of their teaching abilities, commitment to the educational
program, clinical knowledge, and scholarly activities. This evaluation
must include annual written confidential evaluations by residents.

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

1 Representative program personnel (i.e., at least the program
director, representative faculty, and one resident) must be
organized to review program goals and objectives, and the
effectiveness with which they are achieved. This group must
conduct a formal documented meeting at least annually for this
purpose. In the evaluation process, the group must takeinto
consideration written comments from the faculty, the most

V. Only thefollowing experiences can be used to meet reguirements

in both general and child and adolescent psychiatry training:

a) 1 month FTE of child neurology

b) 1 month FTE of pediatric consultation

) | month FTE of addiction psychiatry

d) forensic psychiatry experience

e) community psychiatry experience

f) Up to 20% of outpatient experience of the Program

Requirementsfor Psychiatry



2370
2371
2372
2373
2374
2375
2376
2377
2378
2379
2380
2381
2382
2383
2384
2385
2386
2387
2388
2389
2390
2391
2392
2393
2394
2395
2396
2397
2398
2399
2400
2401
2402
2403
2404
2405
2406
2407
2408
2409
2410

recent report of the GMEC of the sponsoring institution, and
theresidents confidential written evaluations. If deficiencies
are found, the group should prepare an explicit plan of action,
which should be approved by the faculty and documented in
the minutes of the meeting.

3. The program should use resident performance and outcome
assessment in its evaluation of the educational effectiveness of
the residency program. Performance of program graduates on
the certification examination should be used as one measur e of
evaluating program effectiveness. The program should
maintain a process for using assessment resultstogether with
other program evaluation resultsto improve the residency

program.

4, Programs must demonstrate that they have an ongoing mechanism
to evaluate the effectiveness of their didactic and clinical teaching.

VI11l. Experimentation and I nnovation

Since responsible innovation and experimentation ar e essential to improving
professional education, experimental projects along sound educational
principles are encouraged. Requestsfor experimentation or innovative
projectsthat may deviate from the program requirements must be approved
in advance by the RRC, and must include the educational rationale and
method of evaluation. The sponsoring institution and program arejointly
responsible for the quality of education offered to residentsfor the duration
of such a project.

IX. Certification

Residents who plan to seek certification by the American Board of Psychiatry and
Neurology should communicate with the office of the board regarding the full
requirements for certification.

7 In its evaluation of residency programs, the RRC will take into consider ation the information provided by the
American Board of Psychiatry and Neurology regarding resident performance on the certifying examinations
duringthe most recent 5 years. The expectation isthat therate of those passing the examination on their first
attempt is 50% and that 70% of those who complete the program will take the certifying examination.
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2411
2412
2413
2414
2415
2416
2417

Minor Revision: ACGME: September 2004 Effective: November 12, 2004
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