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PREFACE

This 1981-1982 Directory of Residency Training
Programs, popularly known as the “The Green Book,”
is the 67th edition, published by ‘the AMA, of a list of
post M.D. training opportunities in the United States.
The original purpose of this publication is still its primary
function: to provide medical students with information
on “acceptable” programs offering training in specialty
areas.

When the first list was published in 1914, the “ac-
ceptable” training sites had been identified by a panel of
prominent physicians. In 1981, “acceptable” training
programs are formally accredited by the Accreditation
Council for Graduate Medical Education (ACGME},

composed of representatives of five national associa- -

tions interested in medical education.

Over the years, the DIRECTORY has gained recogni-
tion as an official list of accredited graduate training
programs. State licensing boards and specialty societies
refer to this DIRECTORY to verify the authenticity of
training programs presented by physicians' who wish to
qualify for licensure and certification. The DIRECTORY
is also the historical record of graduate medical educa-
tion in the United States. It is a source for national
statistics on medical manpower in training.

Current Directory

The 1981-1982 Directory of Resxdency Training
Programs contains five sections and six appendices.

Section | contains important information including a
summary of the accreditation process; information
about regulations for entry of foreign medical graduates
to the U.S. and admission to U.S. residency programs,

" and a brief description of the National Residency Match-
ing Program. This section also includes the addresses
for obtaining more detailed information, on these sub-
jects.

Section II contains the “General Requirements for
Accredited Residencies” currently in effect, together
with the Special Requirements for training programs in
each specialty. The General Requirements in this sec-
tion are in effect until June 30, 1982. The ACGME has
adopted a NEW General Requirements document
which will become effective July 1, 1982. Program
directors and others responsible for training programs
should refer to Appendix B of this DIRECTORY for a
copy of the NEW General Requirements document.
Residency programs reviewed after June 30, 1982 will
be judged according to the new requirements. The
Special Requirements for each-specialty are current as
of the May 1981 ACGME meeting.

Section III contains statistical data on the 1980 train-
ing year with some comparative data for 1978 and
1979. Information on number of accredited programs,
number of positions, number of trainees, and selected
characteristics of trainees is provided. Information on

Y

. the 1981-1982 edition of the DIRECTORY. Program

institutions and agencies participating in residency train-
ing, and number of subspecialty fellowships is also in-
cluded.

Section IV is the list of Accredited Residency Pro-
grams for each specialty. Only those programs accre-
dited as of July.1, 1981 are included. The programs \
within each discipline are listed by state and city, with :
the name and address of the program director. Persons
wishing detailed information about a residency pro-
gram should write to the program director. A list of
Flexible First-Year Programs offered by hospitals or
groups.of hospitals is included in this section.

Section Vis a “Directory of Institutions and Agencies”
participating to a significant extent in residency training.
The institutions are listed alphabetically by state and
city. In addition to the name of the institution, is given
the name and address of the Director of Medical Educa-
tion; the type of administrative contrdl of the institution;
medical school affiliations of the institution as provided
by the deans of accredited U.S. medical schools; the
total number of medical staff; the number of beds; the
average daily census; the percentage of necropsies; and
a list of the specialties in which this institution prowdes
training.

As a service to the reader, a list of Emergency
Medicine training programs is provided in' Appendix A.
These programs have been reviewed by the Liaison
Residency Endorsement Committee. When a resi-
dency review committee for emergency medicine has
been organized and essentials for training programs
have been adopted, the ACGME will assume responsi-
bility for accrediting programs in this specialty.

Appendix B contains the NEW General Require-
ments for Residency Training which will go into effect
July 1, 1982.

Appendix C contains the “Requirements for Certifi-
cation” in each specialty. These documents have been
provided by the specialty boards and are published as
information. Questions concerning these documents
should be directed to the particular board office. -

Appendix D contains a summary of licensure re-
quirements Yor each state. Inquiries conceming licen-
sure should be directed to the individual state offices.

Appendix E contains a list of U.S. medical schools
accredited by the Liaison Committee on Medical Edu-
cation. Appendix F provides the key to abbreviations
used in the DIRECTORY.

Many people have made possible the publication of

directors and the staffs of offices of medical education

and of house staff affairs have been most cooperative in
providing updated information on the trianing pro- /
grams they administer. Information on institutions and
agencies participating in the training programs was
vided by the chief executive officers and their

/
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The work of the twenty-three Residency Review
Committees which review, evaluate, and make recom-
mendations regarding the status of programs, provides
the basis for this DIRECTORY. Particular mention
should be made of the contributions of the Committee
Secretaries who have provided corrected copy of re-
vised Special Requirements and notification of the most
recent actions of the Residency Review Committees
and the Accreditation Council for Graduate Medical
Education. Information on the National Resident
Matching Program has been provided by John Graet-
tinger, M.D., Executive Director of that organization.

The individuals who staff the specialty boards have
provided up-to-date documents on the Requirements
for Certification in each of the specialties (see Appendix
C). Information on licensure was provided by the state
medical boards and the Department of Survey Re-
search of the American Medical Association (see Ap-
pendix D}. B

The task of recording and verifying the vast amount
of information included in the DIRECTORY was per-
formed by the staff of the Department of Educational
Directories. The Editor wishes to acknowledge the ex-
cellent daily attention to the detail of each program

listing provided by Sylvia Etzel, Geraldine Holder, and
Barbara Smith. Bessie Fong provided clerical assistance
by maintaining the file of returned survey forms.

The Editor expresses appreciation for the electronic
data processing services provided by the Division of
Computer and Information Services. Particular
gratitude is due John Muellner and his staff who have
maintained the data bases and helped resolve prob-
lems. The Division of Publication Services, particularly
David Kanyer, Director, provided valuable advice and
service in regard to typesetting and printing. The staff of
the Department of Creative Services, particularly Ralph
Linnenberger, designed the cover and provided other
support services. Administrative support from Dr.
Jackson Riddle, Division of Educational Policy and De-
velopment, has facilitated the publication of this DI-

_ RECTORY,
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Communications conceming the content of this DI-
RECTORY should be addressed to the Director, De-
partment of Educational Directories, 535 North Dear-
bom Street, Chicago, IL 60610.

Anne E. Crowley, Ph.D., Editor
Director, Department of Educational Directories




Section 1

INFORMATION ITEMS: Accreditation Process

Foreign Medical Graduates
_National Resident Matching
Program

PROCESS OF REVIEW AND v
ACCREDITATION OF EDUCATIONAL
PROGRAMS IN GRADUATE MEDICAL
EDUCATION

Residency training programs are accredited by the Accredi-
tation Council for Graduate Medical Education, upon rec-
ommendation of the appropriate Residency Review Commit-
tee. Accreditation by the Accreditation Council for Graduate
Medical Education indicates that the program meets the
“General Requirements” of the “Essentials of Accredited
Residencies,” as well as; the “Special Requirements” of the
specialty or subspecialty of training.

The Accreditation Council for Graduate Medical Education
is composed of representatives of the American Board of
Medical Specialties, the American Hospital Association, the
American Medical Association, the Association of American

Medical Colleges, the Council on Medical Specialty Societies.

The Federal Government names a representative to serve as a
nonvoting member of the Council and the Council chooses
one public member. The Residency Review Committees
consist of representatives appointed by the Council on Medi-
cal Education of the AMA, by the specialty boards concerned,
and, in some cases, by a national professional association of
the specialty field. The Residency Review Comimittees make
recommendation on individual programs to the Accreditation

Council for Graduate Medical Education. The Accreditation

Council acts upon the Residency Review Committee’s rec-

ommendations. '

The steps in the accreditation process are as follows:

1. Application for accreditation is made by the director of a
residency training program who supplies detailed informa-
tion about the program in relation to the requirements for
each specialty.

This information is a. principal basis for evaluation of the

program.
Programs may be designated as:

a. Independent (Intramufal): A program conducted
within a single institution. The assignment of residents
is limited to that institution.

b. Affiliated: When two or more institutions develop for- .

mal agreements and conjoint responsibilities to provide
complementary facilities, teaching staff, and- teaching
sessions.

c. Integrated: When a single program director assumes

the responsibility for the residency program which in--

volves more than one institution and the program
director is responsible for all appointments of the resi-
dents and of the teaching staff.

2. Staff of the Residency Review Committees and of the
Accreditation Council for Graduate Medical Education,
provided by the Department of Graduate Medical Evalua-
tion of the American Medical Association, reviews the

application for completeness and general content, and

schedules an on-site visit,

3. The on-site surveyor reviews the information and the
program at the institution, organization or agency which
offers the program, and reports his findings.

‘ory may be made for currently accredited programs which

4. All information is compiled and placed on the agenda for
the appropriate Residency Review Committee.

5. The Residency Review Committee reviews the program in
detail, determining its content and the degree to which it
meets the published educational standards. On the basis .
of its evaluation, the Residency Review Committee makes
recommendations to the Accreditation Council for
Graduate Medical Education regarding the quality of the
program, its deficiencies (if any) and whether or not the
program should be accredited. The Committee may make
the following recommendations to the ACGME:

Fullapproval . . . Recommendations to this category may be

made in three circumstances: ' '

a) Programs holding Provisional Approval which have
continued to meet the “General” and “Special Re-
quirements” for approval. ;

b} Programs holding Full Approval which, following resur-
vey and review, continue to meet the “General” and
“Special Requirements” necessary to Full Approval.

c) Programs which had been placed on Probation and are
subsequently judged to meet the “General” and “Spe-
cial Requirements” and thereby justify a restoration to

. the category of Full Approval.

Approval Withheld ... Recommendation to this catego
may be made when the Residency Review Committee finds
that a new program seeking approval does not satisfy the
“General” and “Special Requirements” of the “Essentials of
Accredited Residencies.” Co

Provisional Appfoual . . . Recommendation to this category
may be made for new programs, not previously approved or
upon reapplication by a previously approved program which
has had its approval withdrawn and is judged to satisfy the
“General” and “Special Requirements” of the “Essentials of
Accredited Residencies.” Provisional Approval may also be
recommended in the unusual circumstance in which a fully
approved program has been so altered that in the view of the
Residency Review Committee it is the equivalent of a new
program. In each event, the effective date of Provisional
Approval will be stipulated. In general it should coincide with
.éhe beginning of the current year of service for enrolled resi-

ents.

All programs with provisional accreditation, whether or not
they have residents should be resurveyed and evaluated by
RRC’s at a time no longer than three years after the initial
notification of provisional accreditation. Provisional acccredi-
tation may not exceed a time equivalent to the minimum
length of the program plus one year. Special exception may
be made. If Full Approval is not recommended within this
time, provisional approval will be withdrawn, providing a
resurvey has been made and the program has been reviewed
by the Residency Review Committee. - .

Probationary Approval . .. Recommendation to this categ-

probation for more than four consecutive years. If resurvey
and review by the Residency Review Committee finds the
stipulated deficiencies corrected, reinstatement to Full .#
proval may be recommended. When the ACGME tal”

upon evaluation show specific deficiencies which are
considered to be correctable. Such programs may not be on / 5



tion to accredit a program on a probationary basis, program
directors are required to apprise in writing all current residents
and applicants of the ACGME action, whether or not the
action is being appealed. The effective date of probation shall
be the date of ACGME action to accredit the program on a
probationary status.

Approval Withdrawn . . . Recommendation to this category

is appropriate when any one of four conditions prevail:

a) A program holding Provisional Approval has failed to
meet the criteria for Full Approval.

b) A program holding Probationary Approval has failed to
correct its deficiencies and thus cannot meet the criteria
required for Full Approval. -

¢) Granted without prejudice to a program which voluntar-
ily withdraws from resident training.

d) The merger of two or more programs into a single new
program should result in the early evaluation of the new
program with subsequent withdrawal of approval of the
separate programs, once accreditation of the new pro-
gram is achieved.

When accreditation is withdrawn, the effective date of that
withdrawal shall be not less than one year from the date of the
ACGME action; or when the action is appealed and said
action is sustained, shall be not less than one year from the
date the action is sustained. In either case, the effective date of
withdrawal shall permit the completion of the training year 1n
which the action becomes effective.

Once notification has been made of withdrawal of ap-
proval, no residents may be appointed to thie program.

When the ACGME takes action to withdraw accreditation
of a program, program directors are required to apprise in
writing all current residents and applicants of the ACGME
action, whether or not the action is appealed.

6. The Accreditation Council for Graduate Medical Educa-
tion reviews the program in light of the recommendations
of the Residency Review Committee to determine
whether the recommendations are in keeping with the
“General” and “Special Requirements,” and whether the
recommendations of the Residency Review Committee
are supported by the evidence in the record (or file) of the
program.

7. The Accreditation Council for Graduate Medical Educa-
tion acts on the recommendations of the Residency Re-
view Committees. Following its action, letters of notifica-
tion are sentimmediately to program dlrectors with copies
to hospital administrators, deans of medical schools where

applicable, and to the parent bodies of the Residency -

Review Commiittees.

8. In case of adverse decisions, the program director may
request reconsideration or appeal the action of the Resi-
dency Review Committee and the Accreditation Councit
for Graduate Medical Education. The request for recon-

sideration or for appeal is heard and acted upon according -

to the procedure adopted by the Accreditation Council for
Graduate Medical Education.

PROCEDURES FOR
RECONSIDERATION AND FOR
APPEAL OF ADVERSE ACTIONS
Approved Fetéruaiy 24,1981

ACGME

The Accreditation Council for Graduate Medical Education
procedures for reconsideration and for appeal of adverse
actions regarding the accreditation status of programs in
graduate medical education provides for two steps of review.!
I. RECONSIDERATION

A. A draft letter containing the recommendation by a

" Residency Review Committee to deny or withdraw accredita-
tion or to place or continue a program on probation or. to
recommend a reduction in the number of residents in a

. program shall be mailed to program directors whose program

INFORMATION ITEMS ’

has received such adverse recommendation as soon as possi-
ble following the Residency Review Committee meeting. The
draft letter of recommendation when transmitted to the pro-
gram involved shall include the basis for the decision and
inform the program director of hlS right to request reconsidera-
tion.

B. Adraftletter containing the RRC’s recommendation will
be mailed only to the program director. Final letters of notifica-
tion will be sent to program directors, hospital administrators
of participating institutions as indicated in the program listing,
medical school dean where the program is affiliated with a
medical school and the sponsoring organizations of the RRC
after the action becomes final. The action of the RRC be-
comes final upon concurrence by the ACGME.

C. Each time the ACGME takes action regarding the ac-
creditation status of a program, program directors must notify
all current residents; each time the ACGME takes adverse

‘action regarding the accreditation status of a program, pro-

gram directors must notify all current residents and applicants
to the program in writing of the current accreditation status of
the residency program whether or not the action is appealed.

D. Written requests for reconsideration shall be submitted
to the Secretary of the appropriate RRC by certified mail,
return receipt requested, within thirty (30) days following
receipt of the draft letter and shall specify reasons for request-
ing reconsideration.

E. When a written request for recon51deratlon is recelved _
the program shall revert to its status prior to the recommenda-
tion of an adverse action by the RRC.

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

G. The information upon which reconsideration is based
must be that which pertains to the program at the time of a
field survey and the initial evaluation by the RRC. New
information based on data subsequent to the survey and the

"initial review or representing changes in the program following

aerl% %dverse decision cannot be conSIdered at this time by the

H. Programs in which substantial changes have occurred
subsequent to the action of the RRC should be submitted by
the program director as part of a new application for evalua-
tion and accreditation of the program.

I. When the RRC sustains its previous action, the ACGME
will either sustain the action of the RRC, at which time the
reconsideration phase of appeals is completed, or refer the
program back to the RRC for further consideration. The
ACGME will notify the program of its decision and indicate the
further right to appeal an adverse decision.

J. When the RRC sustainsits previous action, official letters
of notification shall be sent as outlined in 1. B. above.

II. APPEAL HEARING :

A. If, following reconsideration, the RRC sustains its previ-
ous recommendation, and the ACGME concurs in this deci-
sion, the program director may request a hearing before a
Board of Appeals. This Board will be appointed according to
the following procedures by the Chairman of the ACGME. If a
written request for-such a hearing is not received by the
Chairman of the ACGME within thirty (30) days following
receipt of the notification of the action of the RR¢, the action
of the RRC will be deemed not subject to further appeal from
the program director.*

l. The Chairman of the ACGME, using the Directory of

'All correspondence relating to reconsideration should be sent by certified
mail, return receipt nequestezf in care of The Secretary, Residency Review
Committee for (name of specialty), 535 North Dearborn Street, Chicago,
lllinois 60610. Correspondence relating to an appeal of an adverse action
should be sent by certified mail, return receipt requested, in care of The

‘Secretary, ACGME, 535 North Dearborn Street, Chicago, lllinois 60610.
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Residency Training Programs, will develop a list of

panelists made up of program directors from fully accre-

dited programs (not to include programs on probation or

provisionally approved status) who have agreed to serve

on a hearing panel. The list of names of directors of fully

approved programs shall be drawn from residency pro-
* grams in the specialty under consideration.

2. For a given appeal, the Chairman of the ACGME wil}
mail one copy to the program director and one copy to
the Chairman of the appropriate RRC. The appellant
and the Chairman of the RRC will have fifteen (15)
calendar days to select one name each plus two alter-
nate names ranked in order of preference, and submit
them to the Chairman of the ACGME.

3. After these two lists are received, the Chairman of the
ACGME will select two panelists from these lists and ask
them to select a third panel member from the list
developed by the Chairman of the ACGME. A confer-
ence telephone call will be held between the two
panelists to select the third member, plus two alternate
names ranked in order of preference. If both parties are
unable to agree upon a third name, the Chairman of the
ACGME will select the third member.

B. Hearings requested in conformity with these proce-

dures will take place no later than ninety (90) days following
the appointment of the Board of Appeals. At least twenty-five

(25) days prior to the hearing the program director and the .

institution shall be notified of the time and place of the
hearing. Once the Appeals Board is formed, the program
director and institution have the right to request and obtain
information in the program file on which the Residency
Review Committee’s recommendations and actions were
taken, including reports of field staff and specialist surveys,
progress reports, additional clarifying information which was
provided by the program director during the Reconsideration
phase of the appeal. This additional information must be for
purposes of clarification only and cannot describe néew com-
ponents of the program or changes made subsequent to the
initia] action {as defined above). Written briefs may be submit-
ted to the Board of Appeals no later than two (2) weeks
following the hearing providing that formal request to submit
such briefs is made to the Board of Appeals at the time of the
hearing. ;

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

D. Atany hearing before the Board of Appeals, the institu-
- tion may be accompanied by counsel, make oral presenta-
tion, offer testimony and request that representative(s) of the
bodies involved in the evaluation of the program appear to
present testimony, The institution, at least fifteen (15) days
prior to any such hearing, shall request in writing the presence
of such representative(s) whom it wishes to examine. Pro-
ceedings before a Board of Appeals are not of an adversary
- nature as is typical in a court of law, but rather, provide an
administrative mechanism for peer review of an accreditation
decision about an educational program. Since a Board of
Appeals is not a court of law, it shall not be bound by technical
rules of evidence usually employed in legal proceedings but
may accept any information it deems appropriate and perti-
nent on the content of the program and the degree to which it
meets the published educational standards. The institution,
through its representatives, shall have the opportunity to be
present at the hearing to attempt to rebut the prior findings
and defend the program. Although there is no subpoena
power to compel the attendance of any individual at a Board
of Appeals hearing, a request by the institution for the pres-
ence of any individual shall be sent to that individual by the
Secretary of the ACGME if it is received in a timely manner
pursuant to these procedures.. :
The Board of Appeals is charged with determining whether

‘pated that the processing of an application will require 6 to 12

there is substantial, creditable evidence to support the action
taken by the RRC regarding the action that is being appealed.
The Appeals Board, in addition, will make a determination as
to whether there has been substantial compliance with the

-published administrative procedures goveming accreditation

of graduate medical education programs. -

Any recommendation of the Board of Appeals regarding
accreditation status shall be limited to the alternatives set forth
in the Manual of Structure and Functions. The Appeals Board

" shall not re-evaluate the entire program, nor shall it cite any

“new” deficiencies that were not previously cited by the RRC.

E. Following the hearing or submission of briefs, the Board
of Appeals shall submit within fifteen (15} days a recom-
mendation on the status of the program for consideration to a
subcommittee of the ACGME at its first meeting following the
hearing and report of the Board of Appeals.

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

G. The Subcommittee on Appeals shall make its recom-
mendation .to the plenary session of the ACGME for final
action.

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

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

CHARGES FOR EVALUATION AND
ACCREDITATION OF PROGRAMS .

Fees charged for the accreditation of programs may be
changed from time to time by decision of the Accreditaiton
Council for Graduate Medical Education. As of December 1,
1981, the following fee structure is in effect.

A. Administrative Review

A fee is charged for the following:

a} New applications.

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

The charge for administrative review is $100.00. It is
normally billed at the time requests are received.

B. Program Survey .

Fees charged for the following on-site inspections of pro-
grams:;

a) Survey by an ACGME Field Surveyor:-$850.00.

b) %urvgy by a Specialist in the appropriate discipline:

1,100.
C. Annual Per Resident Fee

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

Program directors should be aware that processing of an
application for a new program requires several steps and is
dependent on the meeting times of both the appropriate )
Residency Review Committee and the Accreditation Council /

for Graduate Medical Education. Thus, it should be antici-

months from the time it is received in the office of the secre,’taf'
until action is taken by the Accreditation Council for Gra~’
Medical Education. : -




WHERE TO WRITE FOR INFORMATION -

Inquiries regarding any aspect of the accreditation process
should be directed to the secretary of the appropriate Resi-
dency Review Committee at the following address: 535 N.
Dearborn St., Chicago, IL 60610.

Any inquiries regarding certification of individual candi-
dates in any specialty should be directed to the appropriate
board in that specialty. (See Appendix.C, Table 2 for address. )

Inquiries regarding the Match Program should be directed
to the National Resident Matching Program, 1603 Orrington
Avenue, Evanston, lllinois 60201.

ENTRY OF FOREIGN-BORN MEDICAL
GRADUATES TO THE UNITED STATES

The entry of foreign-bom medical graduates to the United
States is governed by the Immigration and Nationality Act. In
practical terms, this means that program directors considering
foreign-born foreign medical graduates should appoint only
those who hold an appropriate visa. There are two appro-

priate visas, the exchange visitor (J-1) visa, and the immigrant .

visa. These foreign-bom foreign medical graduates would, in
addition, of course, hold the standard ECFMG cettificate.
Forergn medical graduates who hold exchange visitor visas
can be appointed only to residency programs in a medical
school hospital, or in a hospital affiliated with a medical
school; and the medical school must agree in writing to pro-
vide the training for which the medical graduate is coming to
the United States. An exchange visitor can remain in the
United States- for only two years, with the exception that his
stay can be extended by one year if the request is made in
writing by the medical graduate’s government, if the medical
school agrees, and if the extension is for the purpose of

continuing the training for which the medical graduate came

to the United States.

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

Summary of Requirements
. for Waiver of the VQE?:

Through December 31, 1981, residency programs can
apply for a waiver of the requirements that the residency
training be provided by medical school hospital, or that the
exchange visitor foreign medical graduate have passed the
Visa Quahfymg Examination. This waiveris called a “substan-
tial disruption” waiver; the name derives from a provision of
Public Law 94-484 to the effect that such waivers would be
provided to institutions when necessary to prevent a “substan-

tial disruption” of health services. Information about “substan-

tial disruption” waivers is available’ from the Educational
Commission for Foreign Medical Graduates. There are four
categories of eligibility criteria for the waivers:
CATEGORY A: Accredited graduate medical education
training programs in anesthesiology, child
psychiatry, general practice, nuclear
medicine, pathology, pediatrics, physical
medicine, psychiatry, or therapeutic radiol-

2At the time the Directory went to press it was not certain whether the waiver
provisions would be extended to include residency appointments for the year
beginning July 1, 1982. Inquiries concerning such an extension should be
addressed to ECFMG.
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ogy, which had more than 25 percent of all
their positions occupied by foreign-born
medical graduates on January 10, 1978;

CATEGORY B: Accredited graduate medical education
training programs in specialties other than
those described in Category A above which
a) had more than 25 percent of all their
positions occupied by foreign-born medical
graduates on January 10, 1978, and which
b) provide 50 percent or more of their
full-time equivalent training in a facility lo-
cated in a primary medical care manpower
shortage area, or had more than 25 percent
Medicaid patients in calendar year 1977,

CATEGORY C: Accredited graduate medical education
training programs which are in specialties or
locations other than those described in
Categories A and B and had more than 50
percent of all of their positions occupied by
foreign-born foreign medical graduates on
dJanuary 10, 1978,

CATEGORY D: A hospital .{a) which had more than 25
percent foreign-born foreign medical
graduate physicians, in total, in its training
programs conducted solely within its
facilities, on January 10, 1978, and (b)
which is located in a primary medical care
manpower shortage area or had more than
25 percent Medicaid patients in calendar
year 1977.

Training programs which do not qualify for Categories A, B,

C, or D, may appeal for waivers. Contact ECFMG for details.

It should be noted that programs which are provided with
waivers are required subsequently to reduce the number of
foreign medical graduates in the program each year according

. to a schedule set forth in the waiver provisions.

Immigrant Foreign Medical Graduates

Foreign-bom foreign medical graduates who immigrate fo
the United States similarly are subject to regulations. Program
directors should determine that such individuals have an im-
migrant’s visa and an ECFMG certificate or a full and unre-
stricted state license to practice medicine. Foreign-born
foreign medical graduates may immigrate to the U.S. in a
number of different ways. The most common way is to enter
*on a third-preference visa, that is, as a professionally trained
physician or surgeon coming to the United States to practice
medicine. A foreign medical graduate may immigrate to the
U.S., however, as a political or religious fefugee or as the
ﬁrst~degree relative of a U.S. citizen or a U.S. permanent
resident without taking the VQE. Those physicians who apply
for a third-preference visa must take the Visa Qua]rfyrng
Examination and satisfy other immigration rules, which in-
. clude obtaining a U.S. Department of Labor certificate indicat-
ing that they are not being appointed to a position that an
equally qualified U.S. citizen or permanent resident has
sought. The Visa Qualifying Examination can lead to the .
ECFMG certificate; consequently, a foreign medical graduate
does not need to take both the VQE and the ECFMG exami-
nation. Program directors who are contacted by foreign-born
medical graduates with questions about immigration should
refer the inquirer to a U.S. Consul General (if the inquiry
comes from abroad) or to the Immigration and Naturalization
Service (if the inquiry comes from within the U.S.). Only a
U.S. Consul or the Immigration and Naturalization Service
can rule whether or not a foreign-born foreign medical
graduate must take the VQE in order to be eligible to immi-
grate. The concem of the residency program director is to
determine that the foreign graduate has the standard ECFMG
certificate and a visa permitting him to work in the U.S.
Information booklets for. both the ECFMG and the VQE are
available from ECFMG at 3624 Market Street, Phrladelphra
PA 19104.
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Rules and Regulétions for Public Law 94-484, published in

the Federal Register, Volume 43, Number 63 on Friday,
March 31, 1978, pages 13504 and following, indicate that a
foreign-born foreign medical graduate can be admitted to the
United States for the purpose of “observation, consultation,
teaching, or research” (not involving patient contact) without
having passed the VQE. A U.S. university or academic medi-
cal center which has been designated as an Exchange Visitor
Program is authorized to issue Form IAP-66 (formerly DSP-

. 66) in such circumstances. A university or academic medical

center, as a designated Exchange Visitor Program, can simi-
larly issue a IAP-66 form to a foreign-born foreign medical
graduate who is entering the U.S. for observation, consulta-
tion, teaching, or research, when the activity involves inciden-
tal patient contact which occurs under the direct supervision
of a physician who is licensed to practice in one of the states of
the United States. Such appointments should be discussed,
with ECFMG. .

REQUIREMENTS FOR APPOINTMENT OF -
FOREIGN

MEDICAL GRADUATES FOR RESIDENCY
TRAINING .

It should be emphasized that in order to maintain accredita-
tion of a residency program, foreign medical school graduates
admitted to the program should meet one of the following
conditions: ]

a. Certification by ECFMG on the basis of satisfying the
ECFMG educational requirements, as well as passing
the ECFMG examination; or

b. Obtaining a full and unrestricted license to practice
medicine, issued by a state or other United States juris-
diction authorized to license physicians; or

c. Inthe case of United States citizens, successfully passing
the complete licensure exammatxon in any state or other
licensing jurisdiction in which the law or regulations
provide that a full and unrestricted license to practice
medicine in that state or jurisdiction will be issued to the
physician after satisfactory completion of his infernship
or residency in that state, without further examination.
To be eligible for this route the foreign medical graduate
must have completed all educational requirements that
would make him eligible for ECFMG certification should
he choose to apply; or

d. Obtaining a “Fifth Pathway” cemﬁcate as described
below.

The Fifth Pathway

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

following conditions:

a. Have completed, in an accredited U.S. college or uni-
versity, undergraduate premedical work of the quality
acceptable for matriculation in an accredited U.S. medi-
cal school,

b. Have studied medicine in a medical school located out-
side the United States, Puerto Rico, and Canada, which
is listed in the World Directory of Medical Schools, pub-
lished by the World Health Organization;

c. Have completed all of the formal requirements of the
foreign medical school except internship and social serv-
“ice. Those who have completed all of these require-
ments including internship and *social service are not
eligible.

Persons who have completed the academic curriculum of a
foreign medical school and who have fulfilled the above
conditions may be offered an opportunity to substitute for an
internship or first-year of graduate education required by a
foreign medical school, an academic year of supervised clini-
cal training (such as a clinical clerkship or what was formerly
called ajunior internship) prior to entrance into the first year of
approved graduate medical education. The supervised clini-
cal training must be under the direction of a medical school
approved %y the Liaison Committee on Medical Education.

Before the beginning of the supervised clinical training,
such persons must have their academic records reviewed and
approved by the medical school supervising the clinical train-
ing and must attain the score satisfactory to the sponsoring
medical school on a screening examination or procedure
acceptable to the Council on Medical Education, such-as the
ECFMG examination. The Council on Medical Education will
consider the acceptability of any other screening examination
or procedure proposed by a sponsoring medical school.

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

The Council on Medical Education has recommended to all
state boards of medical examiners that they consider for
licensure all candidates who have completed successfully the
supervised clinical training program on the same basis as they
now consider foreign medical graduates who have received
ECFMG certification. .

The National Resi'dren't Matckhi‘ng Program

The Directory of Residency Training Programs lists all of the

hospitals with resident training programs accredited by the -

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

Because essentially all specialty boards have made signifi-
cant modifications in their requirements, it is now possible for
redical students to apply for a first year of graduate medical
education or a first year of residency ih most specialties. These
recent policy changes have made it possible for new medical
graduates to select their first year of graduate medical educa-
tion from a much broader program base. Medical students, as
well as the organizations sponsoring the NRMP, are of the
opinion that the first year of graduate medical education
should be included in tKe matching program.

In the NRMP List the federal services, except for the Vete-

-
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rans Administration, are listed first. Essentially all Veterans
Administration hospitals that offer graduate medfcal educa-
tion participate as components of integrated programs. The
Army, Nawy, Air Force do not participate in the Matching
Program. Persons applying for training in the Public Health
Service should apply directly to the hospital involved. Match-
ing will take place to a specific Public Health Service Hospital
rather than to the Federal Service itself. The government
services do not issue contracts. Following the listings of the
federal services, all participating hospitals are listed alpha-
betically by state, within each state by city, and within the city
by the name of the hospital. In writing to a hospital the student
should address the Program Director.

The Directory of Residency Training Programs includes’
additional information of a statistical nature and also lists the
name and address of the program director.

The NRMP List of Pamc1pahng Programs is sent to students
in the program by the NRMP in October. A six-digit number
designates each specific hospital and type of program, or track



within a program, at each individual hospital. It is to be used
by the students on the confidential rank order list they send to
NRMP to indicate their choice among the programs for which
they have applied. Several special tracks may be offered
within some types of residency programs for the Matching
Program. These may include tracks that designate particular
kinds or locations of training within the accredited program. It
is essential that students use the specific, six-digit code
number for each of their selections on their rank order lists.

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

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

Because of the intense desire of some hospitals to secure
candidates, and because of an equally strong desire of some

INFORMATION ITEMS

students to serve at a particular hospital, pressure may be
brought by either party in the other to force an early commit-
ment. Such demands are contrary to the NRMP Agreements,
that are signed by students, program directors, and hospitals.

Moreover, in the matching plan only the confidential rank .

order lists submitted by hospitals and students determine the
placement of students in programs. - '

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

‘Individuals who wish to,participate in the Matching Pro-
gram may obtain application materials and more detailed
information by writing to the National Resident Matching
Program, 1603 Orrington Avenue, Evanston, Illinois 60201.
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REQUIREMENTS FOR ACCREDITATION | ‘

OF PROGRAMS

This Section contains .documents which de-
scribe the General Requirements for all residency
training programs, and the Special Requirements

for training in the various branches of medicine.

The document, “Essentials of Accredited Re-
sidencies” has been adopted by the Accreditation
Council for Graduate Medical Education (ACGME)
on an interim basis. This document is currently
undergoing major revision.

The twenty-three sections of the document
which give the Special Requirements for training
‘programs in the various branches of medicine
have been approved by the appropriate Residency
Review Committee, the parent bodies of the Resi-
dency Review Committee, and the ACGME.

The Special Requirements documents specify in
general terms the curriculum content for an ac-
ceptable training program. These documents may
also address the general characteristics of the re-
sources and personnel necessary for the program,
as well as the duration of training and other

specifications for a program. The certification re-

quirements for each American Specialty Board,
formerly included in this Section, will be found in
Appendix C of this DIRECTORY.

The distinction between “accreditation of a
" training program” and “certification of an indi-
vidual physician is an important one. Accredita-

tion is the process whereby the Accreditation .

Council for Graduate Medical Education grants

1

public recognition to a specialized program which
meets certain established educational standards

~ as determined through initial and subsequent

periodic evaluations by the Residency Review
Commiittee. The primary purpose of the accredita-
tion process is to provide a professional judgment
as to the quality of the educational program. By

" this process the potential candidate to the pro-

gram is assured that the program meets the
standards set by professionals in that specialty.

Certiﬁcatlon is the process by which a specialty
board grants recognition to an individual physi-
cian who has met certain predetermined qualifica-
tions, as specified by the board.

Neither of the above should be confused with
licensure, which 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. A summary of medical
licensure requirements of the fifty states is given
in Appendix D of this DIRECTORY.

Individuals s¢eking further information -
concerning the requirements for certification by a
specialty board should correspond with the
Executive Secretary of the appropriate board. The
names and addresses of these individuals will be
found in Appendix C. Individuals seeking to be
licensed in a particular state should contact the
corresponding officer of the Board of Medical
Examiners for that state. The names and ad-
dresses ofthese officers are found in Appendix D.

_—
| Essentnals of Accrednted Residencies

REVISED TO MAY 20 1980
INTRODUCTION

+

‘Residencies in the clinical divisions of medicine, surgery,
and other special fields provide advanced training in prepara-
tion for the practice of a specialty. Approval for residency
training in the clinical specialties is limited to programs

conducted in general or special hospitals. However, the term

residency training is also applied to certain non- clinical pro-
grams in graduate medical education which may be conduct-
ed in organized medical facilities outside of a hospital.

Itis desirable, for the purpose of clarification, to differentiate
between two terms commonly used in referring to higher
medical education. Graduate training, as used in these Essen-
tials, refers to the various recognized plans of training which
lead to qualification in a specialty. Postgraduate training in

contrast, refers to formally organized shorter courses, offered
by medical schools, hospitals, clinics and medical organiza-
tions which provnde advanced instruction in a limited field,

. primarily designed for physicians in practice. Residencies in

the following branches of medicine are approved by the Ac-
creditation Council for Graduate Medical Education
(ACGME).

1. Allergy and Immunology

2. Anesthesiology

. Colon and Rectal Surgery

. Dermatology
Dermatopathology

Famlly Practice

6. General Surgery
Pediatric Surgery

7. Intemal Medicine

8. Neurological Surgery

9. Neurology

10. Nuclear Medicine

-
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11. Obstetrics and Gynecology 18. Plastic Surgery

12. Ophthalmology 19. Preventive Medicine

13. Orthopedic Surgery . General Preventive
14. Otolaryngology Medicine

15. Patholo% Aerospace Medicine

! Blood Banking Occupational Medicine

Dermatopathology Public Health
Forensic Pathology ’ 20. Psychiatry and Neurology
Neuropathology 21. Radiology
16. Pediatrics . Diagnostic Radiology
Pediatric Allergy Therapeutic Radiology
Pediatric Cardiology Nuclear Radiology
17. Physical Medicine and 22. Thoracic Surgery
Rehabilitation 23. Urology

It is recognized that while some hospitals may be unable to
meet the educational standards for graduate training in the
specialties, as set forth in the Essentials, they may be able to
offer experience of value to young physicians. These hospitals
may well consider the appointment of paid house physicians
to assist in conducting the professionarwork of the hospital.
Experience of this type does not ordinarily carry credit to-

wards certification in the specialties or towards qualification .

for membership in special societies. \

I. GENERAL REQUIREMENTS .
Hospitals conducting or applying for, approved residency

programs should be accredited by the Joint Commission on*

Accreditation of Hospitals.

This implies that the hospital must be properly organized,
staffed, and equipped and that its activities are conducted
primarily for the welfare of the patient. While the educational
program is supplementary to the primary purpose -of the
hospital, i.e., the care and management of patients, it is di-

- rectly related to this function in that it serves to improve the
quality of medical care offered. :

Size and Type: The size of the institution is not a primary
consideration. The clinical material, however, should be of

, sufficient scope and diversity to enable residents to observe
the principal manifestations of the disease conditions, in the
understanding and management of which they are acquiring
additional experience. The number of service or ward beds,
rather than the total bed capacity, is of significance in this
connection. In hospitals admitting principally private patients,
the availability of these patients for teaching purposes is an
essential consideration.

Official approval is extended to general and special hospi-
tals offering acceptable programs in the various specialty
fields. Programs conducted in hospitals associated with medi-
cal schools are ordinarily of three or more years in duration
and offer special facilities for progressively graded, com-
prehensive training. A number of hospitals not directly af-
filiated with medical schools, have organized programs of
graduate training which comply with all the requirements of
the Essentials of Accredited Residencies. Some of these hospi-
tals, utilizing their own facilities to the fullest extent, have
developed acceptable, fully approved programs. Other lospi-
tals of this type, have supplemented their educational pro-
gram through affiliation with medical and graduate schools, or
with other hospitals which are able to augment the resident’s
training in those phases which might otherwise be considered
deficient. The rotation of residents from an approved hospital
to an affiliated institution which is able to provide experience
lacking to the patent hospital is often desirable, when properly
supervised.

Plant and Equipment: The phuysical plant should be
adequately constructed and planned to assure proper medical
and hospital care as well as safety and comfort for the patient.

- Equipment, appliances, and apparatus such as are commonly
employed in the practice of modern, scientific medicine,
should be available. In those departments in which residen-
cies are being offered, space and equipment should be made
available for the use of the resident staff in addition to that
ordinarily required by the service. . :

ESSENTIALS OF ACCREDITED RESIDENCIES

1. Staff
The teaching staff should be composed of physicians and

‘other health professionals' qualified on the basis of educa-

tional background and professional accomplishment,
oriented to the.requirements and responsibilities of the teach-
ing appointment and motivated to assign acceptable priority
to teaching duties. A well organized and well qualified staff is
one of the most important requisites in a hospital assuming
responsibility for residency training. It may well be the deter-
mining factor in the development and approval of a graduate
training program. There should be an educational committee
of the staff which is responsible for the organization of the
residency program, for the supervision and direction of the
residency program, and for correlating the activities of the
resident staff in various departments of the hospital. The
committee might well include the pathologist, the radiologist,
and other department heads who, because of the inherent
relationship of the departmental work will be called on to
assist in the training program.

The particular specialties in which residents are being
trained should be represented in the staff by well qualified,
experienced, and proficient physicians, whether or not they
hold membership in special societies and colleges or are
certified in their specialty. Adequate organization of the medi-
cal staff presupposes . careful selection of the head of the.
department and of the chiefs of the various services. In addi-
tion to their qualifications in the specialty, they should have
high professional standing, and possess the attributes of the
teacher. Being responsible for the training of residents, they
should be chosen on the basis of ability, aptitude, and interest.

Members of the attending staff should be assigned by the
department head to specific responsibility as far as the work of
the sefvices is concerned. The service of each attending
physician should include an adequate number of patients and
extend over a sufficient period to elicit his full interest and
attention while on service. .On the other hand the service
should not be so large as to be a burden to the attending staff
and thus result in reduced attention to the educational pro-
gram. In all instances, it is imperative that the head of the
department be available to assume full responsibility for
supervision of the work in the department.

The staff must hold an adequate number of regularly
scheduled clinical pathological conferences and other staff
conferences, in addition to meetings of the staff at which the
histories, clinical observations, laboratory studies, and
pathology of selected cases are reviewed. Scientific meetings
atwhich papers are presented by members of the staff or guest

- speakers are considered commendable but do not serve to

meet the requirements of these scheduled conferences. In
addition to meetings of the staff as a whole, it is expected that
departmental conferences will be conducted in which resi-
dents should take an active part, so that the quality of the
service given by that department to its patients may be recur-
ringly evaluated. Other educational activities requiring the full
support and cooperation of the staff are described under
Training Program, and Applied Basic Sciences (Section 1-7,
1-9) and under Special Requirements (Section VI).

2. Department of Radiology

The department of radiology should be under the direction
of a qualified radiologist proficient in the various functions of
his specialty. He must cooperate fully in the training of all
hospital residents and supervise any direct contact which they
may have with the work of the department. This supervision,

.if not full time, necessitates at least daily visits to' the hospital

during which thé radiologist is expected to be available for
consultation with the resident staff in addition to supervising
the work of the department.

The department should contain modern roentgenographic,

“roentgenoscopic, and where indicated, therapeutic equip-

ment and radium adequate for the needs of the hospital. The
department should be properly organized to carry out its
functions in an effective manner. It should keep adequately
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indexed records, including cross indices, to assure efficient
operation and to facilitate investigative work. These require-
ments are essential in institutions offering residency programs
in any field.

- 3. Department of Pathology

The department of pathology should be under the direction
of a qualified pathologist who shall be prepared to cooperate
fully in the training of all hospital residents and supervise any
direct contact they may have with the laboratory. There
should be continuous supervision of the laboratory by the
pathologist who, preferably, should have no responsibilities

- outside the hospital that would prevent his being available for
consultation and for guidance of the resident’s work.

The department should provide adequate space and
equipment for the resident’s use in addition to that required for
the proper functioning of the service. Apparatus, reagents,
and materials necessary for the operation of a modem clinical
and pathological laboratory should be available. The depart-
ment should be organized to provide a high quality of service
for the clinical departments and to permit of its active partici-
pation in the educational program. An efficient system of
records including cross indices should be maintained, to as-
sure proper functioning of the laboratory and to facilitate
investigative work. This department should assume much of
the responsibility for the clinical pathological conferences and
other educational activities of the staff.

THe facilities of the autopsy room should be ample enough
to permit participation by the resident staff. Thoroughness in
postmortem examination should be emphasized. Complete
necropsy records should be kept on file and each should
contain a summary of the clinical record and detailed descrip-
tion of both the gross and microscopic observations. Resi-
dents of all departments should attend postmortem exam-
inations unless other important duties prevent. They may,
with value, participate in the performance of necropsies, in-
cluding the preparation of the protocol, and in the review of
microscopic findings on materials derived from their own and
other services. ) )

It is expected that hospitals assuming responéibility for resi-
dent training will maintain a high autopsy rate. Itis felt that the
autopsy rate is a reliable gauge of the staff's interest in scientific
advancement. (A description of the special requirements for

an approved residency in pathology is given in Section V1)

4. Biomedical Information

Institutions offering approved residencies should provide
access to biomedical information including carefully selected,
authoritative medical textbooks and -monographs, recent edi-
tions of the Index Medicus, and current medical journals in the
various branches of medicine and surgery in which training is
being conducted, as well as other learning resources (e.g.
audiovisuals). The information resources should be properly
supervised. -

5. Medical Records Department

The record department should be adequately supervised,
preferably by a qualified medical record librarian. An efficient
record system should be maintained, including alphabetical
and diagnostic patient indices. Operative reports,
roentgenological, and pathological records should be prop-
erly classified, permitting a ready reference. The employment
of the Standard Nomenclature of Diseases and Operations is
recommended for all medical records, although Current Med-
ical Terminology may provide an additional useful tool in the
management and utilization of clinical records. For coding or
indexing, either the Standard Nomenclature of Diseases and
Operations (SNDO) or the Intemational Classification of Dis-
eases, Adapted for Indexing Hospital Records by Diseases
and Operations (ICDA) may be used. :

Clinical records must be completed and include the pa-
tient’s chief complaint, case history, physical examination on
admission, a provisional diagnosis, record of laboratory

- 1
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examinations, therapy employed, descriptions of operations if
performed, adequate progress notes, consultation remarks, a
final diagnosis, condition on discharge, necropsy observations
in case of death if postmortem examination is performed, and
an appropnate summary. The records should show by signa-
tures or at least initials, the names of all physicians writing the
record in whole or part, as well as the names of the staff
members by whom the records are verified. Each completed
record should-be verified by a responsible staff member.

In a hospital assuming responsibility for graduate training, it
is expected that the clinical records be sufficiently
comprehensive to permit of their use for teaching purposes.
While responsibility for the preparation of parts of the record,

, such as the admission work-up, may be delegated to the

intern or resident assigned to the case, the ultimate responsi-
b}i1lity for the completed record lies with the staff member in
charge.

There should be a records committee of the staff which will
meet periodically with the record librarian to review the clini-
cal charts and report their findings. This committee may be

- empowered to make recommendations conceming the discip-
linary measures necessary to assure the maintenance of
adequate clinical records on a current basis. Satisfactory rec-
ords can be maintained only through the continuous and
cooperative efforts of the staff, the medical records depart-

ment, and the hospital administration. ,

6. Selection of Residents

The development of a satisfactory program requires, first of
all, a careful selection of applicants for appointment to the
resident staff. The hospital administration and medical staff,
through appropriate review of credentials, should ascertain
that the personal and medical qualifications of applicants
selected for residency positions are satisfactory. There should
be .confidence that the residents appointed have the high
standards of integrity, motivation, industry, resourcefulness,
health and basic medical knowledge necessary to take full
advantage of the further educational experience offered. This
should include assignment of carefully graded and progres-
sive responsibility for patient care. The qualifications of the
resident staff should leave no doubt as to their competence to
accept this assignment, since the primary obligation of the

_hospital must be for the patients’ welfare. .

For those applicants who have had their prior medical
‘training in the United States or Canada, evaluation of qualifi-
cations is usually not difficult. Personality characteristics can
be assessed through interview, letters of recommendations,
and communication with the hospital where intemship was
served, and the dean’s office of the medical school. The
medical school accreditation and intemship review programs
of the Council on Medical Education of the American Medical
Association renders reasonable assurance in regard to medi-
cal qualifications which can be augmented through com-
munications with the hospital and school concerned. Such
candidates for appointment should be graduates of approved

¢ schools. {See pertinent sections under Special Require-
ments.) ’ .

Since similar sources and kinds of information have not
been readily available for graduates of foreign medical
schools, the Educational Commission for Foreign Medical
Graduates, 3624 Market St., Philadelphia, Pa., 19104, has
been established to provide as comparable knowledge of
qualifications as possible. The Council recommends that hos-
pitals considering foreign medical school graduates for resi-
dency positions acquire reasonable assurance in regard to
their medical qualifications through utilization of the program
of the Educational Commission. A ,

Beyond July 1, 1961, no hospital should expect to maintain
an approved residency program unless its appointees who are
graduates of foreign medical schools either:

1. Have a full and unrestricted state license to practice, or

2. Have secured a standard certificate from ECFMG.

3. In the case of United States citizens, have successfully
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passed the complete licensure examination in any state or
other licensing jurisdiction in which the law or regulations
provide that a full and unrestricted license to practice medicine
in that state or jurisdiction will be issued to the physician after
satisfactory completion of his intemship or residency in that
state, without further examination.

4. In the case of students who have completed, in an
accredited American College or university, undergraduate
premedical work of the quality acceptable for matriculation in
an accredited U.S. medical school, have studied medicine ata
medical school located outside the United States, Puerto
Rico, or Canada but which is recognized by the World Health
Organization, have completed all of the formal requirements
of the foreign medical school except intemship and social
service, may substitute for an intemnship required by a foreign
medical school, an academic'year of supervised clinical train-
ing (suchas a clinical clerkshlp or junior intemnship) on or after
July 1, 1971, prior to’entrance into the first year of AMA
approved graduate medical education. The supervised clini-
cal training must be under the direction of a medical school
approved by the Liaison Committee on Medical Education.
Before beginning the supervised clinical training, also known
as the “Fifth Pathway,” students must have their academic
records reviewed and approved by the medical schools
supervising their clinical training and must attain a score satis-
factory to the sponsoring medical school on a screening exam-
ination acceptable to the Council on Medical Education.

After July 1, 1961, the Cbuncil will recommend to the
Residency Review Committees the disapproval of those train-
ing programs whose rosters contain graduates of foreign med-
ical schools who do not satisfy requirement 1, 2, or 3 above.

Even though a foreign medical graduate may possess a full
and unrestricted state license, ECFMG certification may be
necessary if he expects to be licensed in another ‘state by

reciprocity or endorsement; furthermore, such certification

may be necessary as a requirement for qualification for spe-
cialty certification by the majority of American specialty
boards.

Graduates of schools of osteopathy who hold only the D.O.
degree are eligible for appointment to residencies only in
those specialties for which the corresponding specialty board
has established conditions under which the D.Q. will be ac-
ceptable to the Board for examination for certification. (Most,
but not all, specialty boards have an established policy under
which they will accept former Doctors of Osteopathy who
now hold an M.D. degree from the University of California
College of Medicine, Irvine.)

7. Training Program

Duration: Graduate training in the various branches of
medicine should be of sufficient duration and educational
content to enable the resident on completion of his training, to
begin the practice of his specialty in a scientific manner. With
the exception of a few specialties, e.g., pediatrics, a fully
organized, comprehensive program should include three or
more years of formal residency training. Not all hospitals,
however, are able to develop programs of this type. A given
approved residency may not provide complete training in a
specialty field but if properly organized can make a substantial
contribution to the resident’s advanced training. It is desirable
that hospitals, which cannot, for one reason or another, de-
velop a fully approved program, integrate théir training plan
with that of other approved hospitals to assure the resident of
the opportunity of completing his training, during which he i is
given progressively graded responsibility. -

Part-Time Programs: While intemship and residency pro-
grams have ordinarily been considered as full-time activities,
there are particular circumstances under which physicians can
undertake graduate medical education programs only on a

- part-time basis. It is highly desirable that these physicians be

encouraged to proceed as far as possible with the necessary

training to prepare them for licensure and medical practice.
It is incumbent upon the responsible program director to

arrange a program which meets the educational needs of the

~

trainee and at the same time includes in its total extent the sum
of clinical experience and responsibilities acquired by a trainee
on a normal schedule. Such a part-time plan must be fair to
the other trainees and fully compatible with the hospital’s
training ‘program and responsibilities in the care of patients.

The responsible program director must be prepared to
justify to the appropriate review committee, as well as to state
boards of licensure and specialty boatrds, the manner in which
the program will be arranged so as to provide the equivalent of
a full-time appointment, and the manner in which the
trainee’s experience and responsibilities will be documented.
Of great importance is documentation of the manner in which
the trainee’s patient-care responsibilities will be discharged
during those periods off duty. If two half-time trainees were to
assume responsibility for the care of the same group of pa-
tients, this would not be- unlike the manner in which patient
care is delivered in some private practice situations.

Supervision: The educational effectiveness of a residency
depends largely on the quality of its supervision and organiza-
tion. The responsibility for these important functions lies with
the department heads and a representative committee of the
medical staff. Heads of departments should be responsible for
their own services, the committee assuming a larger role in
directing and correlating the various aspects of the educa-
tional program. The department head shouild have qualifica-
tions and breadth of experience which.will enable him to carry
out an effective training program. Those members of the
attending staff who assist in supervising the resident's work
should also have had acceptable training in the specialty and
should demonstrate an interest and ability in teaching. In
some hospitals, where the number of men on the staff who
have had advanced training in the specialty is limited, it may
be desirable to assign responsibility for the supervision of the
training program to physicians recognized in their field on a
consulting basis. In such instance, it is expected that the
consultant assuming this responsnblhty will devote sufficient
time to the residency program to assure the close and continu-
ing supervision of all phases of the resident’s work.

Resident Responsibility: Aside from the daily contact with
patients and the attending staff, and participation,in the or-

ganized educational program, the' assumption of responsibil-
nty is a most important aspect of re51dency training. Accord-
ingly, as ability is demonstrated, an increasing amount of
reliance should be placed in the judgment of residents in
diagnosis and in treatment, as well as in the teaching of intems
and medical students. In surgery and the surgical specialties,
the resident should be given ample opportunity to perform .
major surgical procedures under supervision, particularly in
the later stages of his training, in order that he may acquire
surgical skill and judgment.

Methods of Instruction: It is important that methods of
instruction be employed in the training program which are
best suited to the special field. Emphasis should be placed on
personal instruction at the bedside, in the operating room and
in the delivery room, on related laboratory studies, teaching
rounds, departmental conferences or seminars, meetings for
each of several departments in order that all of the available
material may be presented properly. The program should
iriclude’ the demonstration of pathological material from the
operating room and from autopsies. The amount of material
to be reviewed will usually require a weekly meeting and
permit the more extensive use of the fresh and frozen speci-
mens which are preferred to fixed specimens for demonstra-
tion and study. Details of the program and its manner of
presentation may vary but the following procedure represents

" the plan followed in many hospitals:

a. Presentation of abstract reports of selected cases.

b. Demonstration of gross and microscopic pathology.

c. Correlation of clinical and pathological findings.

d. Comparison of repofts with the literature.

e. Summary of findings and conclusions. -’

The success of the clinicai-pathological conference lies
chiefly in the ability of the pathologist to teach and to interpret



pathblogical lesions in terms of clinical manifestations of the
disease. '
A record of all conferences of the medical staff should be

kept by every hospital for both current and future reference. -

" Journal Club: Familiarity with the critical analysis of perti-
* nent medical literature is an important feature: of medical
training. The journal club or seminar is an excellent means of
stimulating interest in scientific literature..In smaller hospitals,
it may be conducted as a joint activity of several departments.
Particularly in larger hospitals where the number of residents
justify, separate meetings of this type for each service is con-
sidered advantageous. There are several methods of conduct-
ing a successful journal club. Each member of the resident
. staff can be requested to make a comprehensive review of the
important articles contained in one or more current medical
journals, reporting regularly at these meefings. The plan may
be supplemented by assignment of a specific subject or dis-
ease entity to one or more of the participants for a complete
review of the related past and current literature. Other plans
for stimulating study of this nature may be arranged in con-
junction with medical staff conferences, or through clinical
‘research pertaining to problems under discussion, or in con-
nection with patients under treatment in the hospital. A suc-
cessful journal club will prove stimulating not only to the
resident staff, but to the attending staff as well.

Resident Assignments, Hospital Service: The resident staff
sHould be assigned to a sufficient number and varety of
hospital patients to assure a broad training and experience.
However, hospital duties should not be so extensive as to
4 . . 0 .

prevent giving am}ly_le time for other important phases of the

training program. The completeness of the preliminary study

of all patients, necessary in arriving at a correct diagnosis,
should be emphasized. The variety of the pathological condi-
. tions encountered are also of primary impottance.”

Outpatient Department: The importance of the outpatient
department and its role in the training of the resident staff
should be emphasized. Here there is opportunity for acquiring
further knowledge and experience, particulatly in differential
diagnosis and follow-up observation. Study of end results in
patients operated upon is of primary importance. The resident
staff should have a definite assignment to the scheduled
clinics. They should be required either to attend all clinics of
the hospital service to which’they are assigned or, to devote
full or part time to a series of clinics during a certain period of
their training. The former plan is considered more satisfactory
because it provides a longer contact with the same patients,
including the periods before and after hospitalization. Other
activities should not be allowed to conflict with the work of the
resident staff in the outpatient department. ’

.The major responsibilities of carrying on outpatient de-
partment work should not be given over entirely to the resi-
dent staff. The educational value of work in the outpatient
department is largely dependent on the amount of interest
displayed by heads of departments and high ranking mem-
bers of the attending staff. In any acceptable plan of graduate
training, they should be in regular attendaice at the diagnostic
and follow-up clinics for supervision and instruction of the
assigned personnel working under their direction.

Emergency Service: All hospitals are called on to care for a
certain number of patients who present themselves for treat-
ment in case of accidents or other emergencies. The service
may vary from a few patients seen in‘emergency in the outpa-
tient department to the extensive and well organized accident
wards which care for traumatic cases in connection with the
ambulance services of larger hospitals. Regardless of the size
of the service, advantage should be taken of this opportunity
for the resident staff to obtain experience in the care of these
types of cases. Being available in the hospital at all times, they
may be called on to take the initiative in making differential
diagnosis, rendering first aid treatment, and assuming the
major responsibility for the immediate care of a variety of
traumatic conditions. They must also decide when patients

/
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should be admitted to the hospital. Under proper supervision
of the attending staff, assignment to the emergency service is a
valuable experience for the residents. :

Operating Room Assignmenit: In surgery and the surgical
specialties, work in the operating room constitutes an impor-
tant part of the resident’s responsibility. During the course of -
his training, the resident should be given sulfficient operating
responsibility. to acquire surgical skill and judgment. This ex-
perience should be progressively graded to the end that, on
completion of his training, the resident is able to assume
individual responsibility for major surgical procedures. A more
detailed discussion of this phase of the resident’s training is
founddunder the appropriate sections of the specialties con-
cemed. :

Tedching and Investigation: Residents should be assigned
to teaching responsibilities as their experience increases. The
stimulating teacher-student relationship should be part of the
resident’s experience, not only as a student of the attending
physician, but as a teacher of intems and nurses and, in
hospitals affiliated with medical schools, of junior and senior

_medical students.

When the facilities of an institution permit, and when the
residents are competent and interested, they should be en-
couraged to engage in investigative work. Such investigation
may take the form of research in the hospital laboratories or

. wards, comprehensive summaries of medical literature, or the

preparation of statistical analyses based on clinical case rec-
ords. The interest of the various members of the resident staff
shiould be carefully considered when arranging assignments
to this activity, inasmuch as ability and desire to do this type of
work differ widely. Intelligent direction and supervision should
be provided in selecting the project to be undertaken and in its
development. It is realized that only an occasional individual
will make contributions or discoveries of lasting value to the
medical profession. However, those who undertake and pur-
sue a research problem receive a stimulus which can be
obtained in no other way. An understanding of the methods
and problems involved in research leads to a better interpreta--
tion of the great mass of current scientific literature which must
be constantly reviewed by the progressive physician or sur-
geon.

~ When feasible each member of the resident staff, either
individually or in collaboration with other members of the
department, should be encouraged to prepare a formal paper
suitable for publication.

Itis not essential, or even desirable, that all hospital residen-
cies should adopt exactly the same program, or that they
should offer a rigidly uniform sequence of experience. [t is
essential, however, that all hospitals participating in graduate
training should. be able to meet the fundamental essential
requirements for an approved program and either alone or in
collaboration should attain comparable results in the quality -
of training and amount of experience obtained. |

Preparation for Practice: It is essential that the house officer
before completing his period of formal graduate medical edu-
cation in the hospital and its ambulatory facilities be exposed
to the variety of methods by which he will apply his know-
ledge in the practice situation. If adequate models do not exist
within the hospital environment, then a formal plan must be
developed to expose the house officers to meaningful experi-
ence in health and medical service under a representative
variety of patterns now developing throughout the nation.
Inherent in this experience is an opportunity to become
oriented to the social and economic aspects of medical prac-
tice. Preceptorial experience, seminars, or investigative proj-
ects on the relationship of medicine to the needs of society
should be an essential part of the house officer’s experience
before he is considered to have completed his graduate medi-
cal education. '

Special Requirements for Programs of International Educa-
tional Exchange in Medicine: In addition to the foregoing
requirements for all residents, those programs which accept
graduates of foreign medical schools'should contain certain
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. special additional features which are essential to the effective
education and training of such individuals.

(a) An orientation program for the foreign medical
graduate should include thorough familiarization with pai-
terns of American'hospital and clinical practice, organizational
responsibilities of hospital personnel, legal as well as moral
and ethical concepts of physician-patient relationships, and
the varying patterns of graduate medical education which
lead to competence in practice.

{b) While the ECFMG resources described in Section 6,
“Selection of Residents,” are intended to provide reasonable
assurance regarding the medical qualifications of foreign med-
ical school graduates, many such individuals have deficits in
background education and experience not ordinarily found in
graduates of United States or Canadian medical schools.
Special educational activities should be designed to correct
these deficits in the area of professional medical knowledge,
and in some cases in the use of the English language.

(c) Effective participation in the medical management of
patients is impossible without an appropriate degree of ap-
preciation by the foreign trained physicians of the cultural

backgrounds of their patients. Such appreciation is unlikely to -

develop in the absence of carefully planned and conscien-
tiously conducted programs of contact with a wide cross-
section of American family life and of other non-medical
activities characteristic of the American way of life.

{(d) The countries of origin of foreign medical graduates
have widely-varying needs for health and medical care, and
the programs for individual foreign physicians should reflect
an interest in those features of clinical practice most essential
to the foreign physician upon retum to his own country.

8. Collaborating and Affiliating Programs

Some hospitals that have excellent facilities and clinical
material for the greater part of an approved training program
may be deficient in some particular phase of the work that can
be well provided in another hospital of graduate training
caliber. In such instances the hospital which has the greater
part of the required clinical material and facilities may become
the parent institution and collaborate with the second institu-
tion to provide a well rounded and complete program of
training in a given specialty.

In other instances, especially on university connected serv-
ices, the chief of an approved service may elect to augment
the opportunity afforded his trainees for clinical experience by
rotating them to a smaller affiliated institution for short periods
of service. Such short-term services need not be indepen-

- dently approved. However, their contribution to the resident’s
training is taken into consideration and recognized when

evaluating the over-all program of which it is a part. The"

departmental staff of the parent institution sponsoring the
program must assume responsibility for the resident’s training
during the period he is assigned to the affiliating service, as
well as when he is serving at the parent hospital. Under
arrangements of this nature, it is not intended that the resident
be assigned to affiliating services without supervision even
though he may obtain extensive experience in this way. The
resident’s work must be properly supervised at all stages of his
training. In general, affiliated services should not constitute
more than a third of the training period. Hospitals which can
offer satisfactory training for more than this period can proba-
bly develop acceptable programs of their own.

9. Basic Science Training

Competence in any of the various specialties in clinical
medicine requires a knowledge of the basic medical sciences
as related to that specialty. Therefore, acceptable residency
programs must provide for training in the applied basic medi-
cal sciences. Such training does not necessitate formal course
work, specific assigned laboratory exercises, or affiliation of
the residency hospital with a medical school; it should be
distinctly of an applied nature, closely integrated with the
clinical experience of the resident. :

ESSENTIALS OF ACCREDITED RESIDENCIES

Any resident seeking competence or certification in a spe-
cialty must be able to apply at least the following basic sci-
ences to his special field of medicine: anatomy, bacteriology,
biochemistry, pathology, pharmacology, and physiology.

Undergraduate education in an approved medical school
provides a background for an understanding of ‘these sci-
ences. In a graduate training program, therefore, training in
basic sciences should stress reviews of their clinical application
and not constitute primarily a review of undergraduate work.

Anatomy: Anatomy at the residency level may be taught,
reviewed or learned from the living body, on the operating or
exarnining table, or from the fresh tissues in the pathological
laboratory. More important in anatomical instruction of resi-
dénts than an available anatomical laboratory is the attitude
and enthusiasm of the hospital staff in availing themselves of
opportunities to teach and leam applied gross and micro-
scopic anatomy from clinical and pathological material. Op-
portunities of anatomical dissection, when available, may be
utilized f6r supplementary training.

. Bacteriology: Hospital laboratories should have adequate
facilities and personnel qualified to carry out diagnostic bac-
teriological studies, and those in the allied fields of parasitol-
ogy, mycology, immunology, and serology. The resident staff
should make use of the educational opportunity provided
through the study of bacteriological material from the hospital
services, correlating the laboratory study with its clinical appli-
cation. Members of the resident staff who exhibit a particular
interest in this field might well be assigned to the department
for additional investigative work. \

Biochemistry: The hospital biochemistry laboratory should
provide the resident with opportunities to broaden his know-
ledge of biochemistry as related to such clinical problems he
may encounter in his specialty; for example, water balance,
acid-baserequilibrium, glucose tolerance, and blood or urine
levels of significant metabolic, nutritional, or therapeutic ele-
ment. Such applied basic science work in biochemistry is far
more valuable than a formal review course in the field.

Pathology: in a well conducted department of pathology of
an approved hospital there is opportunity for correlating much
basic medical science material with problems of clinical
mediciné. Applied gross and microscopic anatomy may be
effectively leamed from necropsy and surgical specimens. The
clinical-pathological conference.should and can be one of the
most effective devices for correlation of the basic sciences with
clinical medicine.

Pharmacology: Since the principles of pharmacology are
involved in every therapeutic administration of chemical sub-
stances to patients, the wards of the residehcy hospitals pro-
vide very suitable opportunities for the resident to apply and
expand the knowledge of pharmacology previously gained in
medical.school. '

Physiology: Historically, one of the most fruitful fields of
investigation into the normal functions of the body has been
the study of abnormality of function to which the resident in
clinical medicine is constantly exposed. Clinical medicine af-
fords a rich field for the study of physiology and a potent
stimulus to the resident to apply the basic principles of this
science. Much of the equipment and special apparatus
employed in clinical studies of the patient are likewise used in
physiology, so that clinical studies provide ample opportunity
and stimulation for the resident t6 supplement his knowledge
of physiology with applications of the science to clinical prob-
lems. Encouragement and opportunity for an enlarged
understanding of body function in health and disease should
be part of the experience of the resident in any of the special-
ties in the course of his clinical work. ’

10. Hospital-Resident Agreement
A formal agreement in which mutual obligations are de-
fined should be entered into between the hospital and the
applicant at the time of his appointment. This agreement must
be honorably fulfilled by both parties and when terminated by
mutual consent, the hospital should provide a statement of
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release from the agfeement or contract. Contracts for one .

year, renewable by mutual consent, are preferable.

The "Council urges that all inducements, representations,
and agreements made with respect to the offer and ac-
ceptance of a residency be embodied in the terms of a written
agreement which should specify at a minimum the following:

1. The term of the residency. ¢

2. The salary.

3. The conditions under which living quarters, meals, and
laundry or their equivalent are to be provided. )

4. Whether the hospital will provide professional liability
(malpractice) insurance for the resident, or whether he
will be expected to provide such insurance at his.own
cost if he desires this coverage.

5. Whether the hospital will provide hospitalization and
health insurance for the resident and his family.

6. Vacation periods. -

7. Hours of duty, or the method by which this is to be
determined.

8. The content of the educational phase of the residency;

including duration and sequence of the specified as-
signments to clinical, laboratory or ambulatory care
facilities. ' ’

The residency agreement imposes ethical, moral and legal
obligations upon both the hospital and the resident. No resi-
dency should be terminated prior to its expiration date with-
out the opportunity for both parties to discuss freely any
differences or grievances that may exist.

Under particular circumstances, the hospital or the resident
may be justified in terminating a residency prior to the expirar
tion of its term. If the resident fails to perform the normal and

. customary services of a residency or fails to comply with the
reasonable rules that are necessary in the orderly operation of
the hospital, the hospital may be justified in taking such action.
Likewise, a physician should be entitled to rely upon repre-
sentations with respect to opportunity for educational experi-
ence, conditions of services, living quarters, agreed vacation
periods, etc., that are made to induce him to apply for the
residency. L

A breach of the agreement by either a hospital or a resident
is not condoned by the Council.

Whenever complaint of .such a breach is made, it is the
policy of the Council to ask each of the parties involved to
submit an explanatory statement. Such statements become a
part of the physician’s and hospital's records, and are made
available upon request to authorized agencies.

11. Employment Relations of House Officers

The primary purpose of intem and resident programs is
professional education. Supervised service to patients is an
essential part of intern and resident training, and it benefits
both trainee and patient.

The accreditation process should include evidence thatl the
employment agreements with interns and residents provide
appropriate safeguards for the educational component of the
program as follows: ’

1. There must.be a mechanism for satisfactory intra-
institutional communication between the governing
board, the professional staff, and house officers with
respect to service, research, and educational problems.

2. There must be 'a clearly-stated basis for annual re-
appointment. This must be based on evidence of pro-
gressive scholarship and professional growth of the
trainee as demonstrated by his ability to assume graded
and increasing responsibility for patient care. This
determination is the responsibility of the program direc-
tor, with advice from members of his teaching staff, and
cannot be delegated to a professional or non-

" professional staff member who is primarily concermed”

with the service needs of the institution. A primary
objective of the accreditation process is determination of

the excellence of the experience as an exercise in pro-
fessional education. Since supervised service to patients
is an essential part of intern and resident training, these
aspects of the program as measured by satisfactory
performance of service functions should be considered
in determining continued tenure. .

3. There must be an equitable and satisfactory
mechanism, involving the participation of the medical
staff, for the redress of grievances. Although final re-
sponsibility rests with the institution’s governing body,
the latter should rely upon thé determinations of the
medical staff in professional and educational matters.

It is inappropriate that house officers be expected to assume
increasing responsibility for patient care, while not at the same
time participating effectively in communications which
contribute ultimately to’ policy-making decisions. The intem
and resident must be integrated into the medical staff as true
colleagues in order that effective programs of medical educa-
tion-and patient care be carried out.

II. PERSONAL RECORD

It is considered desirable that a personal record of the
resident be maintained by the department responsible for his
training. This should include a ‘record of his assignments,
results of examinations, personal evaluation by attending staff
members who intimately supervise his work, and such de-
tailed information as may be necessary in rating the resident’s
total accomplishment at the end of his training. The close
personal contact which exists between department heads and
resident staff is usually sufficient of itself to make possible an
accurate evaluation of the resident’s judgment and profes-
sional progress. All records relating to the resident’s work in
the hospitals should be preserved and should be made avail-
able to examining boards and other responsible agencies if
requested. i

]

111. MISCELLANEOUS

Intern-Resident Relationships: Those hospitals training
both residents and inters should recognize their obligation to
both groups and should plan their programs so that both
interns and residents have opportunities for training and ex-
perience. The residents should participate in the teaching of
the intems and in the supervision of théir activities. Residents
should not, however, act so as to diminish the contact of the
intemns with the attending men or assume the supervisory or
disciplinary functions of the staff.

IV. RECORDING OF CREDIT

The successful completion of a residency is recorded in the
biographic files of physicians maintained by the American
Medical Association. It is important, therefore, that all institu-
tions approved for residencies in specialties make an annual
report to the Council on Medical Education of the American
Medical Association. Periods of service in institutions ap-
proved by the Council for residencies in specialtigs are given
full credit in the biographic files without further inquiry. Serv-
ices in unapproved institutions are recorded as unclassified
assignments. . '

There is an extensive interchange of information and close
collaboration between the Council on Medical Education, the
various American Boards responsible for the examination and
certification of the specialists, and the American Board of
Medical Specialties. In this way the study and appraisal of

residencies leads to the formulation of lists approved by the .

Council and acceptable to the respective boards.» These lists
may be obtained from the Council on request. In most in-
stances, there is indicated for the hospitals on the approved
lists the amount of credit (one to three or more years) which is
allowed by the appropriate American board toward qualifying
for the certification examination.

The specialty boards listed below have been approved by
the Council in collaboration with the American Board of -
Medical Specialties, through the Liaison Committee on Spe-
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cialty Boards in accordance with the following resolutions of
the House of Delegates:

Resolved, That the Council on Medical Education and
Hospitals is hereby authorized to express its approval of such
special examining boards as conform to the standards of
administration formulated by the Council; and be it further

Resolved, That the Board of Trustees of the American
Medical Association be urged to use the machinery of the
American Medical Association, including the publication of its
Directory, in furthering the work of such examining boards as
may be accredited by the Council. (See the Council’s “Essen-
tials for Approval of Examining Boards in Medical Special-
ties.”)

American Board of Allergy and Immunology
(a conjoint board of the American Board of Internal
Medicine and the American Board of Pediatrics)

Herbert C. Mansmann, Jr., M.D., Executive Secretary

University City, 3624 Science Center

Philadelphia, PA 19104
American Board of Anesthesiology

E.S. Siker, M.D., Secretary-Treasurer

100 Constitution Plaza, Hartford, CT 06103
American Board of Colon and Rectal Surgery -

Norman D. Nigro, M.D., Secretary '

615 Griswold, Suite 516, Detroit, Ml 48226
American Board of Dermatology

Clarence S. Livingood, M.D., Executive Director.

Henry Ford Hospital, Detroit, Ml 48202 -,

American Board ot Family Practice

Nicholas J. Pisacano, M.D., Executive Director & Secretary

2228 Young Drive, Lexington, KY 40505
American Board of Intemal Medicine

John A. Bensen, Jr., M.D., President b

3930 Chestnut Street Regrstrat\on Department

Philadelphia, PA 19104

 American Board of Neurological Surgery

David G. Kline, M.D., Secretary-Treasurer

1542 Tulane Avenue, New Orleans, LA 70112
American Board of Nuclear Medicine
(a conjoint board of the American Board of Internal
Medicine, American Board of Pathology, and the
American Board of Radiology)

_ Joseph F. Ross, M.D., Executive Director '

900 Veteran Avenue, Los Angeles, CA 90024
American Board of Obstetrics and Gynecology

James A. Merrill, M.D., Secretary- Treasurer

711 Stanton Young Boulevard

Oklahoma City, OK 73190
American Board of Ophthalmology e

Robert N. Shaffer, M.D., Secretary- Treasurer

8870 Towanda Street Phlladelphla PA 19118
American Board of Orthopaedic Surgery

Henry H. Banks, M.D., Executive Director

444 N. Michigan Ave., Suite 2970, Chicago, IL 60611
American Board of Otolaryngology

Walter P Work, M.D., Executive Secretary- Treasurer

220 Collmgwood Suite 130

Ann Arbor, MI 48103
American Board of Pathology

M.R. Abell, M.D., Ph.D., Executive Director

Office of the Board, 112 Lincoln Center,

5401 West Kennedy Blvd., PO. Box 24695

Tampa, FL 33623. .

American Board of Pediatrics

Robert C. Brownlee, M.D., Executive Secretary

Suite 402, NCNB Plaza 136 East Rosemary Street

* Chapel H1I1 NC 27514 ]

American Board of Physical Medicine and Rehabrlrtatron

Gordon M. Martin, M.D., Executive Secretary-Treasurer

Suite J, 1A Kahler East, Rochester, MN 55901

A

American Board of Plastic Surgery
John E. Hoopes, M.D., Secretary-Treasurer
1617 John F Kennedy Boulevard,
Philadelphia, PA 19103

" American Board of Preventive Medicine

Stanley R. Mohler, M.D., Secretary-Treasurer
Departmient of Commumty Medicine, Wright State
University, School of Medicine,
PO. Box 927, Dayton, OH 45401 -
American Board of Psychiatry and Neurology
- Lester H. Rudy, M.D., Executive Secretary
One American Plaza, Suite 808
. Evanston, Ill. 60201
American Board of Radiology
Kenneth L. Krabbenhoft, M.D., Secretary
Kahler East, Rochester, MN 55901
American Board of Surgery
James W. Humphteys, Jr., M.D., Secretary-Treasurer
1617 John F Kennedy Boulevard,
Philadelphia, PA 19103
American Board of Thoracic Surgery
Herbert Sloan, M.D., Secretary-Treasurer
14640 East Seven Mile Road, Detroit, MI 48205
American Board of Urology
J. Tate Mason, M.D., Executive Secretary
Harborview Medical Center, 325 9th Avenue,
Seattle WA 98104

Certain of the boards certify physicians in subspecialties, as
follows: Intemal Medicine, in allergy, cardiovascular disease,
gastroenterology, and pulmonary disease; Pediatrics, in al-
lergy and cardiology; Psychiatry and Neurology, in child
psychiatry. Candidates for certification in these special fields
should communicate with the secretary of the American
Board concemed, conceming the prerequisites.

The two conjoint Boards now approved (The American
Board of Allergy and Immunology and the American Board of
Nuclear Medicine) will certify physicians as specialists in the
field indicated by their names, following the requisite training
obtained in the primary fields of intemal medicine or pediat-
rics, in the case of the American Board of Allergy and Im-
munology; and in the primary fields of intemal medicine,
radiology, or pathology in the case of the American Board of
Nuclear Medicine.

Physicians who take hospital residencies and who antici-
pate certification by an American board should communicate
with the secretary of the board at the outset of the residency
training to be fully conversant with all the requirements.

V. ADMISSION TO THE ACCREDITED LIST

On January 1, 1975, the Accreditation Council for
Graduate Medical Education, which has as its sponsoring
bodies the American Medical Association, the American
Board of Medical Specialties, the American Hospital Associa-
tion, the Association of American Medical Colleges, and the
Council of Medical Specialty Societies, assumed the respon-
sibility for accreditation of programs in graduate medical edu-
cation. The Residency Review Committees will continue their
function of detailed review of specialty programs, based on
the information provided by program directors, surveys by the
Field Representatives of the Department of Graduate Medical
Evaluation of the American Medical Association, specialist site
visits requested by the Residency Review Commrttees and
other pertinent information concerning the program.

Prior to the formation of the Accreditation Council for
Graduate Medical Education, the American Medical Associa-
tion bore most of the cost of assembhng information and the

survey of programs, as well as costs associated with the review -
and evaluation, notification, record keeping, and publication
of the annual Drrectory of Resrdency Training Programs. With
the assumption of responsibility by the Accreditation Council
for Graduate Medical Education (ACGME) for accreditation
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of residency programs, a fee of $300" will be charged for the
evaluation of each program for accreditation, effective
January 1, 1975. Details of methods of billing and of payment
will be included with the application ‘and survey forms
forwarded to an institution or agency that has requested
approval of its residency program, or at the time of the regular
periodic review of a residency program.

Procedures for considering an institution for approval of a
residency to offer training in a recognized specialty are as
follows: '

The institution should 'make application to the Accredita-
tion Council for Graduate Medical Education, in care of the
American Medical Association, 535 North Dearborn Street,
Chicago, lllinois 60610. The staff of the Department of
Graduate Medical Evaluation of the American Medical As-
sociation, which provides the secretariat for the Residency
Review Committees, will provide application blanks and ar-
range to conduct a survey of the institution or institutions to
determine whether the residency complies with the standards
set forth in these “Essentials,” including both the section on
“General Requirements” and the section on “Special Re-
quirements” pertaining to the residency for which application
is made.

Individual Residency Review Committees, representing the
Council on Medical Education of the American Medical As-
sociation, the specialty boards, and certain’ other national
organizations, will review the programs and recommend to
the ACGME the action to be taken, including for accredited
programs the manner in which they should be listed in the
Directery of Accredited Residencies, published annually.

As indicated elsewhere in these “Essentials,” recognition
may be withdrawn whenever, the training program no longer
conforms to the “Essentials,” or when the positions in a resi-
dency remain vacant for a period of two or more years.

V1. SPECIAL REQUIREMENTS

The following regulations pertaining to individual special-
ties describe the special training in addition to the foregoing,
required for competence in the practice of the various special-
ties of medicine and for admission to the examinations of the
American boards in those specialties. .

Residents who plan to seek certification by an American
board should communicate with the secretary of the appro-
priate board, as listed in Section IV, to be certain regarding the
full requirements for certification.

1. Speéiil Requirements for Residency
Training in Allergy and Immunology

The. discipline of allergy and immunology reaches into a
wide variety of clinical problems and is likely to become even
more wide-ranging in the future. Therefore, rigid criteria for
graduate medical education in this discipline are not appro-
priate. A’variety of educational options can be approved if
certain basic requirements are met. The objective of intensive
education in allergy and immunology is to prepare the physi-
cian for the most effective practice, teaching, and research in
the specialty. This preparation requires the acquisition of
specialized knowledge and particular skills which will entitle
the physician to be consulted and serve as an expert.

A graduate medical education program in allergy and im- ‘

munology must offer a minimum of two years of full-time
graduate medical education under competent supervision,
after completion of primary education. In this connection,
candidates for positions in programs offering specialized edu-
cation'in allergy and immunology should have fulfilled the
basic requirements of at least one of the parent boards prior to
undertaking the two year specialized program. Trainees
should be given thorough training in the fundamentals’ of
human and animal hypersensitivity through clinical studies
.and laboratory experiments. In both inpatient and outpatient

1By action of the ACGME November 1979, the fee schedule was revised. For
current fees please refer to page 3 of this Directory.

' \
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settings, trainees should be given progressive responsibility for
diagnosis and management of various disease entities of al-
lergy and clinical immunology, as well as opportunities to gain
experience in teaching the consultation as they demonstrate
capabilities for such activities. The programi should offer and
encourage trainees to participate in clinical or laboratory re-
search in allergy and immunology as a means of developing
special competencies and stimulating inquiring and critical
attitudes. .
The program director, although not necessarily full-time,
* should be able to develop close and continuous contacts with
trainees, and be available to provide advice and instruction on
a daily basis. The staff of the teaching program should be
devoted to education and be adequate in number to provide
immediate consultation to trainees when needed. The direc-
tor and the staff should be recognized for proficiency in allergy
and immunology and should demonstrate those special com-
petencies in teaching and research needed to provide a valu-
able educational experience for all trainees.

Allergy and immunology programs should be offered only
in institutions with approved graduate medical education pro-
grams in pediatrics and intemal medicine, and should develop
affiliations which ensure graduate education in the broad
fields of both pediatric and adult allergy and immunology.
Exceptions will be considered for innovative programs based
in private clinics which demonstrate educational equivalency.
The clinical allergy portion of the program should provide an

" adequate number and variety of ambulatory patients. Inpa-
tient services should provide consulative opportunities suffi-
ciently comprehensive to assure a broad experience in clinical
immunology. The program should have full laboratory serv-

“ices available, including special methodology reqUire? in the
[field; for example, immunologic, physiologic, pharmacologic,
pathologic, and bacteriologic techniques.

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

2. Special Requirementé for Residency
Training in Anesthesiology

Objectives: An approved four year program in anesthesiol-
ogy provides education, training and experience in an atmos-
phere of mutual respect between instructor and resident so
that the resident will be stimulated and prepared t6 apply his
acquired knowledge and talents independently. It is recog-
nized that there are varying pathways to the development of a
consultant anesthesiologist- and the following requirements
should be regarded as minimum standards for its accom-
plishment. N :

General Considerations for an Approved Four Year Pro-
gram: The Residency Review Committee (RRC) for Anes-
thesiology and the Accreditatiori Council for Graduate Medi-
cal Education (ACGME) approve and accredit programs only
in those institutions that possess the educational resources to
provide at least two years of CLINICAL ANESTHESIA and
the SPECIALIZED YEAR. At the present time capability to
provide the CLINICAL BASE year within the same institution
is highly desirable but not required for accreditation.

First Postgraduate Year (G-1): This yearis called the CLIN-
ICAL BASE and its purpose is to provide the resident with
twelve months of clinical education, other than that directly

. associated with the provision of anesthesia care. Acceptable

content for the CLINICAL BASE YEAR includes training in
internal medicine, pediatrics, surgery or a surgical specialty,
obstetrics and gynecology, neurology, family practice, or any

. combination of these as approved for the individual resident

by the anesthesiology program director. The CLINICAL
BASE year must be offered in a program accredited by the
ACGME in the United States or by the Royal College of
Physicians and Surgeons in Canada. If the CLINICAL BASE
year is not spent in the parent or affiliated institution, the
program director must document its educational quality.
Second and Third Postgraduate Years (G-2 and G-3):
These two years are called CLINICAL ANESTHESIA. At least
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20 of the. 24 months involved must be concemed with (a) the
management of procedures for rendering a patient insensible
to pain during surgical, obstetric and certain other diagnostic
and therapeutic procedures, and (b) the support of life
functions under the stress of anesthesia and surgical manipu-
lation. It is recommended that at least one of these 24 months

be devoted to the supervised care of patients in a recovery ~

room or special care unit: .

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

General Considerations for a Program Approved for One
Year of Specialized Clinical Training: Certain hospitals by
virtue of their specialized missions provide unusual facilities
and clinical experience for specialized training in anesthesiol-
ogy for residents who have completed CLINICAL BASE and
the two years of CLINICAL ANESTHESIA in another pro-
gram. Such hospitals are eligible for accreditation for one year
of freestanding specialized training. To qualify, the educational
experience offered must be substantially different from that
which is generally available in the first three years of the
continuum. Program directors may arrange to send their resi-
dents to such specialized programs for periods of not more
than six months during the CLINICAL ANESTHESIA years if
such specialized experience, e.g., pediatric, obstetric, cardiac,
or neurologic anesthesia, is required to supplement the oppor-
tunities available in their own program.

Faculty (Teaching Staff): The dedication of the teaching
faculty to the instruction and education of residents and their
own continuing education is critical. Teaching competence
and motivation are vital to the continued effectiveness of a
program. The faculty must be of sufficient number that each
resident will receive adequate supervision at all times. The
ratio of staff to residents is subject to many variables, but
under most circumstances the number of residents in any
program should not be more than twice the number of full-
time teachers. The use of a resident as an instructor of more
junior residents is not a substitute for experienced faculty. The
faculty should include individuals with varying interests,
capabilities and ‘backgrounds. Clinical and didactic teaching
skills, clinical or laboratory investigative abilities, and adminis-
trative talents should be among their qualifications. Faculty
should be provided time to perform a variety of professional
activities, including committee responsibilities within the pro-
gram and the hospital community. The program director must
be a competent teacher and leader who is capable of organiz-
ing and administering the program and prdvided with the
authority and resources to do so. The director’s position
should be predicated on prior experience in educational pro-
grams and on abilities to relate not only to personnel within
the program but to other programs within the institution. An
Educational Committee, a Clinical Competence Committee
and procedures for peer review and due process for all mem-
bers of the department must be included in the organization of
the program.-

Clinical Experience: Through the parent hospital and/or
limited affiliated institutions, adequate numbers of a broad
spectrum of patient problems should be available to each
resident so as to provide broad experience in the anesthetic
management of patients undergoing all types of surgical pro-
cedures. Adequate éxposure to specialized areas such as

-

neurosurgical, pediatric, obstetric, and cardiothoracic proce-

dures, as well as clinical experience in anesthesia for outpa-
tients, is essential. Present requirements permit affiliations for
a maximum of six months during the twenty-four months of

.CLINICAL ANESTHESIA. A specific number of anesthetics is

not required in any category, but it is the responsibility of the
program director to provide instruction and experience to
each resident. Such an educational program must be directed
toward the production of a consultant capable of making
sound judgments in the perioperative period. During the
course of anesthesia and in the perioperative period, the
resident must learn current monitoring procedures, fluid
therapy and pain management. Residents should also receive
instruction and experience in the management of acute and
chronic pain problems including diagnostic and therapeutic
nerve blocks, intensive care, resuscitation and airway prob-
lems, sedation in special circumstances, and operating room
safety. '

Didactic Program: The manner in which the resident is
taught is the prerogative of the program director -and the
faculty. However, itis believed, that regularly scheduled teach-
ing sessions should be held to supplement ongoing clinical
instruction. The number and type of such sessions will vary
among programs and may include morbidity-mortality
conferences, didactic teaching sessions, seminars devoted to
journal review and resident presentations. Organization of the
teaching schedule should allow time for resident reading and
study. Recent journals, references books and other texts
should be readily available to the residents and faculty. An
adequate program should achieve a suitable balance between
clinical experience, teaching sessions, independent study and
informal discussions with the faculty. The intent is to provide a
suitable climate for the development of a competent physician
and consultant anesthesiologist. The didactic instruction pro-
vided for the resident should encompass anesthesiology and
the basic, clinical and physical sciences as they relate to anes-
thesiology. The director should seek to enrich the program
through the participation of faculty from the other disciplines
and other institutions. '

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

Records: A comprehensive anesthesia record must be
maintained for each patient as an ongoing reflection of the
drugs administered, the monitoring employed, the techniques
used, the physiologic variations observed, the therapy pro-
vided as required, and the fluids administered. The patient’s
medical record should contain evidence of pre and postopera-
tive anesthesia assessment. When residents are participating
in patient care outside of the operating room, they should be
instructed in proper record keeping for the activity involved
and their records reviewed by the faculty. Residents who plan
to seek certification by the American Board of Anesthesiology
should communicate with the Secretary of the Board regard-
ing specific requirements for certification.

Special Policies Applicable to Program Review an
Approval:

1) When a new Director, either acting or permanent, has
been appointed, both the ACGME and the ABA must
be notified immediately. The Residency Review
Committee will initiate an inspection of the program in
conjunction with this change when it deems it necessary
to assure continuing quality.

2) In communitiés in which didactic programs of several

" residencies are combined, the staff of each accredited
program ,must actively and consistently participate in
the combined effort, and be capable of providing an
adequate program if viewed alone.

3) The integration of nonmedical personnel in a depart-
ment with an accredited program in anesthesiology will
notinfluence the accreditation of such a program unless
there is evidence that such personnel interfere with the

" training of resident physicia}ns. Interference may result
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from diltation of faculty effort, dilution of the available
teaching experience or downgrading didactic material.

4) If a program is without a resjdent for two years, accredi-

tation may be withdrawn. Reactivation of the-program
subsequent to withdrawal of accreditation will require a
new application.

Ch annels of Information: Questions relating to educational
programs and communication for the ACGME should be
directed to the Secretary, Residency Review Committee for
Anesthesiolofy, 535 North Dearborn Street, Chicago, lllinois
60610. Inquiries relating to the credentials of individual appli-
cants for certification should be directed to the Secretary of the
American Board of Anesthesiology, Inc., 100 Constitution
Plaza, Hartford, Connecticut 06103.

Effective: July, 1981 ACGME: Nov. 1980

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

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

The residency pregram must be under the dxrectlon of a
colon and rectal surgeon who is certified by the American
Board of Colon and Rectal Surgery or possesses suitable
equivalent qualifications. The Program Director must assume
full responsibility for the teaching and work done in the de-
partment or section. There should be a minimum of two staff
members, including the Program Director, that have signifi-
cant teaching responsibilities. Such staff members should
have the necessary interest and ability to perform their teach-
ing duties adequately.

The program should supply the necessary volume and
variety of colon and rectal surgery to assure adequate training
of residents. If there is insufficient volume or variety in the
primary institutions, arrangements should be made for an
“affiliation in an accredited institution to ‘correct the inade-
quacy. While it is not feasible to require specific numbers of
operations or other procedures, it is suggested that each resi-
-dent have appropriate responsibilities for 200 anorectal pa-
tients in addition to 50 patients having dlseases of the colon
and rectum requiring surgery. .

The educational program must also include training in co-
lonoscopy, both diagnostic and therapeutic. It is suggested
that this experience include at least 50 diagnostic colono-
scopies and 25 polypectomies. The objective is to develop the
necessary competence in the use of this instrument to qualify
as an expert in the field.

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

Residents in colon and rectal surgery must have sufficient
knowledge of those aspects of Anesthesiology, Radiology,
and Pathology that relate to colon and rectal surgery to de-
velop overall competence as a specialist. Such training is best
accomplished in cooperation with the Department of Anes-
thesiology, Radiology, and Pathology.”

.

Colonand Rectal Surgery / Dermatology

4

Teaching contributes to the educational process, and there-
fore should be an important part of the training program. If
possible, the resident should assist in the instruction of general
surgical residents, medical students, and nurses. It isimportant
to include instruction in the care of intestinal stomas, espe-
cially in institutions that do not have enterostomal theraplsts

ﬁe trainee should be encouraged to do clinical investiga-
tive research and write a paper which should be submitted for

. presentation at a national scientific meeting and subsequent

publication in an appropriate journal.

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

Finally, those who plan to seek certification by the Ameri-
can Board of Colon and Rectal Surgery should communicate
with the Secretary of the Board prior to beginning their resi-
dency to be certain that their general surgical training is ap-
proved.

N

Effective: Feb. 1980 ACGME: Feb. 1980

4, Special Requiremenﬁ for Residency
Training in Dermatology

Residencies in dermatology should be designed to provide
the education and training to fulfill the needs and require-
ments of a dermatologist. These needs and requirements are
further explained in the Guide for Residency Programs in
Dermatology.

The program director should be an enthusiastic, interested,
competent dermatologist and administrator who must devote

~ sufficient time and effort to the program to ensure that the

administrative, teaching, patient care and research goals are
successfully carried out. An equally interested, enthusiastic,
and competent faculty'should be assembled to assist him and
they should also devote sufficient time and effort to the pro-
gram. Itis essential that residents have access to training in the
areas listed below. Faculty from departments other than der-
matology can and should be utilized when needed to accom-
plish these objectives in dermatologic graduate training pro-
grams,

Training programs in dermatology may be accredited for
two, three, or four.years. Since the total length of post-
graduate training in dermatology is four years, residents may
be required to complete this training in one or more programs.
It is preferred that one of the four years, usually the first,
consists of broad based training such as may be provided by
internal medicine, pediatrics, or surgery but training in other
specialties may be acceptable. Three years are to be spent in
training programs in dermatology and at least half of this time
must involve the direct care of patients. Under special circum- -
stances part of these three years may be spent in accredited
programs in other fields of postgraduate medical education.

Residency training in dermatology requires a setting that
will permit adequdte exposure to both out-patients and in-
patients. It should provide the opportunity to teach, to do
basic or clinical research and to become acquainted with
administrative aspects of the specialty. A suitable institutional
environment and relationship to other disciplines in medicine
are essential to the accomplishment of these activities.

At the clinical level, training should be provided in der-
matology and appropriate aspects of other specialties that
relate to dermatology, such as allergy and immunology,
gynecology, internal medicine, obstetrics, ophthalmclogy,
otolaryngology, pathology, pedlatncs phy51cal medicine,
preventive medicine, psychiatry, radiology and surgery. The
keeping of complete and accurate clinical records should be
emphasized throughout this training.

The residency program should include organized study in
the various basic and clinical sciences related to dermatology,
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including allergy, anatomy, bacteriology, biochemistry, em-
bryology, entomology, genetics, histology, immunology,
mycology, parasitology, pathology, pharmacology, photo-
biolegy, physiology, serology, therapy by physical agents and
virology. Particular emphasis should be placed upon der-
matopathology and microbiology.

The trainees’ educational experience should be sufficient to
ensure a knowledge of and competence in the performance of
procedures in allergy and immunology, cryotherpy, der-
matologic surgery, dermatopathology, histology, microbiol-
ogy, pathology, parasitology, photobiology, physio-therapy,
radio-therapy and topical pharmacology.

Teaching methods throughout the training period should
include various combinations of lectures, conferences, study
of color transparencies and histologic slides, seminars, dem-
onstrations, attendance at national, regional and local meet-
ings, book and joumal reviews, rounds, chart and record
reviews, and faculty-resident sessions in small groups and in
one to one settings. It is essential for residents to be supervised
in caring for patients but also for them to assume increasing
responsibility for patient care as they acquire the knowledge
and skills for diagnosis and treatment of dermatologic dis-
eases. :

The practice of dermatology is concemed with both am-
bulatory and hospitalized patients. It is essential that an active
outpatient service furnish sufficient clinical material represent-
ing the broad array of diseases seen by the dermatolpgist.
Suitable facilities which permit the use of modern diagnostic
and therapeutic techniques in the care of these patients
should be provided. In-patient 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

dermotologic manifestations of systemic disease. A clinical -

laboratory with facilities for microscopic analysis of biologic
specimens (e.g., fungal and ectoparasite scrapings, Tzanck
preparations, immunofluorescence, dark-field examinations),
culture for microbes (e.g., fungi, bacteria, viruses) and in-
terpretation of histologic specimens by light, phase and elec-
tron microscopy should be available. Space and equipment
should be provided for instruction in cutaneous surgery,
electro-surgery, phototherapy, cryotherapy, application of
topical medicaments and dressings, physiotherapy,
radiotherapy and epicutaneous, intradermal and phototest-
ing.

There should be a well-organized course of instruction in
dermatopathology and microbiology. To facilitate clinical and
laboratory feaching it is essential that the department have
ready access to an adequate supply of properly classified
.anatomnic and pathologic materials including histologic and
lantern slides. and that the resident participate actively in the
interpretation of histopathologic sections. Projection equip-
ment and facilities for viewing and taking clinical photographs
should be provided. A library containing the essential texts,

" journals and other learning resources should be available to
the faculty and residents.

The participation of faculty and residents in basic and-

applied resarch is encouraged and research facilities should be
available in amount and type suitable fo the aims of the
program. Some of these research facilities can be in depart-
ments other than dermatology. !

Periodic in-training evaluation of residents should be car-
ried out to ensure that the resident is making satisfactory
progress. Periodic internal anaylsis of the training program by
the program director and faculty is encouraged in addition to
the regular surveys performed‘by the Residency Review
Committee for Dermatology. .

Residents who plan to seek certification by the American
Board of Dermatology should communicate with the secre-
tary of this board, as list in Section [V, to be certain regardin
the full requirements for certification _ .

Effective: July 1979 ACGME: Sept. 1978

" Training Programs
in Dermatopathology

. The training program shall include all aspects of der-
matopatholgy, including the gross and microscopic diagnosis
of skin disorders by means of direct visual inspection and by
light and fluorescence microscopy, as well as histochemistry,
together with the relevant aspects of electron microscopy,

* cutaneous’ mycology, bacteriology, and entomology. Fur-

thermore, the program should provide the trainee with the
ability to set up and operate a laboratory to perform the
applicable procedures, including supervision and training of
personnel. In order to provide such training the program shall
be directed and closely supervised by a physician qualified in
dermatopathology and devoting his major activities to the
specialty of dermatopathology. The training institution should
be of such size and composition as to provide not only ample
dermatologic clinical material but possess all the supporting
facilities necessary to accomplish the objectives of the pro-
gram. Ordinarily, the institution would have approved resi-
dency programs in both dermatology and pathology.

The minimum training period in dermatopathology shall be
oneyear in addition to the completion of acceptable residency
training in an approved program of either dermatology or
pathology as outlined in the Directory of Residency Training
Programs. . ) ’

’

5. Special Requirements for Residenicy
Training in Family Practice

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

Organization of Training

The Family Practice Residency is three years in duration
after graduation from medical school and must be planned in
a way that assures an integrated, meaningful, and coherent
educational program.

Applicants who have had other types of previous training
may be considered for admission to the Family Practice pro-
gram. Credit for this previous training may be given only in the
amount that is compatible with the “Essentials” of training in
Family Practice. In these situations, the Director of the Family
Practice Residency shall be responsible for insuring that each
resident who completes the program shall have met the train-
ing requirements of the “Essentials” of an accredited program.

Experience in the continuity of care offered in the Family
Practice Center is essential. Therefore, it is imperative that all
programs offer three consecutive years of training. It is highly

'The official definition of “Family Practice” adopted by the American
Academy of Family Physicians Board of Directors and the American Board of
Family Practice Board of Directors follows:

“Family Practice is comprehensive medical care with particular emphasis on

the family unit, in which the physician’s continuing responsibility for health

care is not limited by the patient's age or sex nor by a particular organ system
or disease entity.”

“Family Practice is the specialty in breadth which builds upon a core of

knowledge derived from other disciplines —drawing most heavily on internal,

medicine, pediatrics, obstetrics and gynecology, surgery and psychiatry —
and which establishes a cohesive unit combining the behavioral sciences with
the traditional biological and clinical sciences. The core of knowledge en-
compassed by the discipline of Family Practice prepares the Family Physician

for a unique role in patient management, problem solving, counseling and a

personal physician who coordinates total health care delivery.”

*The offical definition of “Family Physician” adopted by the American
Academy of Family Physicians Board of Directors follows:

“The Family Physician providés health care in the discipline of Family Prac-
tice. His training and experience qualify him to practice in the several fields of
medicine and surgery.”
“The Family Physician is educated and trained to develop and bring to bear
in practice unique attitudes and skills which qualify. him or her to provide
continuing, comprehensive health maintenance and medical care to the
entire family regardless of sex, age, or type of problem, be it biological,
behavioral or social. This physician serves as the patient’s or family’s advo-
cate in health-related matters, including the appropriate use of consultants
and community resources.”




desirable that all residents have three consecutive years of
training in a Family Practice Center of one institution.
However, certain circumstances may permit a resident to
enter a program in advanced standing where the first year of
training has been in Family Practice in another location, or

where the first year of training has provided educational ex- -

perience equivalent to that necessary for Family Practice. It is
essential that a program provide the second and third years of
training in one location, thus assuring the resident the oppor-
tunity of providing continuity of care to a given panél of
patients. It is imperative that the Program Director encourage
the resident to take the final two years in the same location.
As stated in the “General Requirements” of the “Essentials
of Accredited Residencies,” it is not necessary, or even desira-

ble, that all residencies adopt exactly the same program, nor-

that they offer a rigidly uniform sequence of experience.
Programs may be developed which can be regarded as ex-
perimental or pilot in nature. It is necessary, however, that all

programs for graduate training in Family Practice be able to .

meet the minimal requirements of an accredited program,
However, as stated in the “Essentials,” programs may vary.

- Family Practice residency programs must provide for ex-
perience and responsibility for each resident in those areas of
medicine which will be of importance to the resident’s future
practice. Since Family Practice programs are in part depend-
ent upon other specialties for the training of their residents, it is
essential that the ability and commitment of the institution to
fulfill these requirements be assured. Specifically, the sponsor-
ing institutions must assure the existence and availability of
those basic educational and patient care resources necessary

to provide the Family Practice resident meaningful involve-

ment and responsibility in the other major clinical specialties.
Further, there must be agreement regarding the resident’s
need to maintain concurrent commitment to his patients in the
Family Practice Center. ) :

It is necessary that the Family Practice resident’s identity be
maintained throughout graduate training while leaming the

.appropniate skills, techniques and procedures of other special-

ties. Instruction in the other specialties must be arranged and
conducted by faculty with expertise in these fields. Curriculum
and plans for such rotations should be developed in concert

with the Family Practice faculty. Participation in other services

should be ‘jointly planned when the resident is serving on
other specialty services so as to keep in view the principles and
philosophical attitudes associated with Family Practice. .

If a resident desires to emphasize one of the other specialties
in his future Family Practice, he should obtain necessary
additional training in those areas beyond that provided in his
training for Family Practice. - !

Clearly formulated educational objectives must be de-
lineated in addition to the time frames concerned with the

different subjects. The achievement of a high level of -

competence by all residents must be the principal goal.
Content '

The following covers the general content of training in -

Family Practice, and, as such, should be available to the
resident, although certain portions may be emphasized, de-
pending upon the knowledge and skill of the resident, his
interests, and the character of his anticipated practice. In all
cases, continuing emphasis of the basic clinical sciences must
be maintained. The “General Requirements” as outlined for
all residency programs should be met as well as the special
requirements that apply to Family Practice.

Family Medicine

The teaching of Family Practice takes place in the ambula-
tory facilities of the Family Practice Center and on the hospital
inpatient services. The experience should be designed so that
the resident maintains continuing patient responsibility when
his patients from the Family Practice Center require
hospitalization. .

The patient composition of the whole Family Practice serv-
ice should be a stable one in order tq insure continuity of

supervision is required.
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'

experience for the resident. A patient population seeking only
episodic care does not meet this requirement. Patients who
provide a broad spectrum of problems and represent varied
income levels should be included, attended and managed
eitherin the hospital, the Family Practice Center, athome orin
institutions for long-term care or rehabilitation. Training also
must include emergency room care as well as a large
component devoted to health maintenance and preventive
health care in orderto provide for the entire range of needs of
the patient and the family. _

A major requirement for the training of Family Practice
residents is a Family Practice Center. This should be designed
in a way that will clearly identify and keep separate the special
features of a family physician’s office.

Residents may spend time away from the Family Practice
Center if necessary to meet the needs of their training. Such’
outside rotations which interrupt the continuity of the resi-
dent’s patients care responsibilities in the Family Practice
Center must not exceed a total of two months per year in
either of the last two years. After two months of such rotation,
the resident must return to the Family Practice Center for a
minimum of two months before participating in another out-
side rotation. The educational value of these rotations must be
clearly documented. The availability of constant on-site

Internal Medicine

Internal medicine is a major component of programs in
Family Practice. The resident must receive sufficient instruc-
tion and experience in this field that he can exercise sound
judgment in assessing the condition of the patient, in the use
and interpretation of laboratory and other special studies and
in differential diagnosis. -

Emphasis should be placed upon the basic mechanisms of
disease, and the resident must have the opportunity to be-
come competent in the management of the major disorders

. he is apt to encounter in this field.

: Pediatrics
The special contributions of pediatrics are needed, and

_ relate to understanding the growth and development of the

newborn through adolescence, to emotional problems and
their management, and to training of the resident in the
recognition and management of béhavioral, medical, and
surgical problems of children and adolescents in home, am-
bulatory, and hospital settings. Modern pediatrics includes a
large component of preventive medicine and emphasizes the
care of ambulatory patients and of patients in their homes.

Psychiatry and Behavioral Sciences
The behavioral sciences and psychiatry dre essential com-

" ponents of a Family Practice education program and must bé

available in a continuum throughout the training years. The
behavioral aspects of patients with disease, medical practice
relationships and community life shall be emphasized in all
phases of the training program. The diagnosis and manage-
ment of behavioral and emotional disorders must be taught as
well as counseling techniques and the principles of their
treatment. The Family Practice resident must understand the
importance of communication and interaction within the
families under his care. '

The resident is expected to develop competence in the
management of common psychological and behavioral prob-
lems and must have enough exposure to recognize stages of
stress in the family life cycle.

In Family Practice training, most of his knowledge and skill
is best acquired through a program in which psychiatry and
behavioral sciences are integrated with medicine, pediatrics

- and the other disciplines throughout the resident’s entire edu-

cational experience. .

The resident must have an opportunity to work in a
“psychiatric service or treatment center where patients with
acute problems are treated. Limitation of the resident’s ex-
_petrience in psychiatry to chronic, long-term psychotic patients

1
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is not acceptable, although experience with such patients is
desirable to enable the resident to appreciate. and recognize
major psychoses. -

. Obstetrics and Gynecology

The resident shall be provided the instructions necessary to
understand the biological and psychological impact of preg-
nancy, delivery and care of the newborn upon a woman and
her family. The resident shall acquire technical skills in the
provision of antepartum and postpartum care and the normal
delivery process. The resident should also have an under-
standing of the complications of pregnancy and their man-
agement. The resident shall be taught certain operative skills
in obstetrical and gynecological procedures as a part of a
broadly-based curriculum. To obtain such skills requires a
structured obstetric-gynecologic educational program.

Marriage counseling, sex education and family planning are
important areas of responsibility for the Family Physician and
the training program should afford an opportunity for the

acquisition of skills in these areas. Additional training in the

management of the more complicated high risk obstetrical
patients should be arranged for those residents who wish to
assume this kind of responsibility in the future.

Surgery

The resident should acquire competence in the recognition
and management of surgical emergencies and when referral
of them for specialized care is appropriate. He should also be
able to recognize conditions that preferably may be managed
on an elective basis. .

It is important for him to appreciate the kinds of surgical
treatments that might be employed for his patients as well as
the problems that might arise from them. Knowledge of these
matters enables him to give proper advice, explanation;-and
emotional support to his patients. ‘

He should be trained in basic surgical principles, and ac-

quire the technical proficiency required for those surgical pro- .

cedures a Family Physician may be called upon to perform. If
he expects to include surgery as a major aspect of his regular
practice, he must obtain additional training.

Community Medicine

Community medicine is one of the important components

of Family Practice. The teaching of this subject should be
integrated throughout the entire program and not necessarily
be given separate block time. The resident should understand
the principles of epidemiology, environmental health, the
health resources of the community and its organization for
health. He should understand the roles and interrelationships
of persons in various professional and technical disciplines
which provide health services.
. The resident should be provided with an understanding of
community medicine resources with an approach to the
evaluation of health problems and needs of acommunity. The
experience.should help the resident to understand the role of
private enterprise, voluntary organizations, and government
in modem health care.

Other Disciplines

All Family Practice residents must obtain a useful experi-
ence in dermatology, neurology, ophthalmology, otolaryn-
gology and orthopedics. Training in these disciplines is ad-
vised for the second and third years. Experience in. urology
and diagnostic radiology is strongly.recommended. Training
in cardiopulmonary resuscitation, emergency airway proce-
dures and other emergency life saving procedures is required.

Training in the administration of anesthetics may be desirable -

for some residents.

- Electives
Electives which are well constructed, purposeful, and effec-
tive learning experiences are an essential part of a Family
Practice residency program. Most electives will be cohcerned
with sub-specialized areas of the major primary specialties and

may be obtained in various ways.

Research

The participation of the resident in an active research pro-
gram should be encouraged. Generally, this activity should be
concurrent with other assignments, provided the respon-
sibilities of the resident are adjusted in a way to permit a
reasonable time for research activity. Studies relating to the
problems of delivery of health care relevant to Family Practice
may be included as an integral part of the regular assignments.
Independent research by the resident should be in addition to,
rather than in lieu of, clinical instructions.

For those residents desirous of additional skills in one or
more particular fields, training beyond the third year is en-

.couraged.

The provisions of the General Requirements must also be

met for approval.
Residents who plan to seek certification by the American

. Board of Family Practice should comimunicate with the Secre-

tary of the Board as listed in Section [V

Effective: Feb, 1979 ACGME: Feb. 1978

6. Special Requirements for Residency Training
in General Surgery

General Characteristics of Accredited Programs: Residen-
cies in surgery which are designed to meet the requirements of
the Council on Medical Education of the AMA, the American
College of Surgeons and the American Board of Surgery
should provide education in the basic biologic phenomena
which constitute the foundations of surgical practice and an
increasing degree of responsibility for and experience in the
application of these principles to the management of clinical
entities. Adequate opportunity must be provided for the
trainee, under guidance and supervision of a qualified teach-
ing staff, to develop a satisfactory level of clinical maturity,
surgical judgment, and technical skill which will, upon com-
pletion of the program, render him fit for the safe and inde-
pendent practice of surgery.

The basic areas of education should include, but not be
limited to, wound healing; hemostasis and blood disorders;
immunobiology; oncology and transplantation; shock; cir-
culatory physiology; surgical bacteriology; muscle and bone
mechanics and physiology; respiratory physiology; genitouri- *
nary physiology; gastrointestinal physiology; surgical endoc-
rinology; surgical nutrition; fluid and electrolyte balance;
metabolic response to injury; applied surgical anatomy; and
surgical pathology. '

The trainees must be provided with the opportunity for
direct and responsible patient management experience so
that they may attain detailed knowledge of congenital, de-
generative, neoplastic, infective, and other surgical diseases of
the gastrointestinal tract, of abdominal conditions, of the
breast, of the head and neck, of the peripheral vascular sys-
tem, of the endocrine system, and of the surgical manage-
ment of trauma including musculoskeletal and head injuries.
The above are considered to be the primary components of

.. General Surgery. In addition they must gain an adequate

understanding of the principles of and experience in the man-
agement of more common problems in cardiothoracic,
gynecologic, neurologic, orthopaedic, plastic, pediatric and
urologic surgery.

Programs of ‘graduate education in surgery must be so
constructed that there is a clear demonstration by the trainee
of competence in basic surgical knowledge prior to progres-
sion to the level of supervised, semi-independent patient
management and operative experience. ‘A further demonstra-.
tion of competence in clinical surgery prior to completion of
the program is required. Any program which does not estab-
lish a system of trainee evaluation which clearly demonstrates
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that each trainee has or has not successfully passed each of
the milestones mentioned above, cannot be considered to be
an adequate program. The American Board of Surgery in-
training examination is an example-of an acceptable test
mechanism.

It is urged that'the performance of each house officer be
. reviewed by the teaching staff each six months and that a
documented record of his performance be prepared and re-
tained for review by appropriate accrediting and credentialling
bodies. It is suggested that comments be included from other
departments or services involved in his training.

A satisfactory training program cannot be conducted in the
~ absence of programs in other disciplines in the same institu-
. tion. An absolute minimum is an approved program in a
primary care $pecialty, but programs in pathology, radiology, .
and other surgical specialties are highly desirable.

It is strongly recommended that, in order to insure the .

proper relationship of basic sciences and other clinical disci-
plines to'surgery, a program be conducted in those institutions
. having a training committee advising and appraising all pro-
grams. Where possible, the committee should be composed
of representatives speaking for surgery, internal medicine,
radiology, anatomy, and both clinical and anatomic pathol-
ogy. ) .

Duration and Scope of Training: The exact amount of time
required for acquisition of the necessary knowledge, judg-
ment and technical skill cannot be specified for all, but experi-
ence has demonstrated that in most instances five years post
medical school is the minimum required. It is recognized that
under exceptional educational circumstances, a minimum
four-year program may be acceptable.

The minimally acceptable program must prov1de at least
four years of clinical experience after graduation from medical
school. Of these four years at least three and one-half years
must be devoted to clinical surgery, three of which, including
the final or Chief Resident year, must be in those fields desig-
nated as the primary components of “General” Surgery. No
more than six months of the three and one-half years may be
spent in any one surgi¢al specialty other than general surgery.
The remaining six months of the four clinical years may be
devoted to either clinical surgery or to one of the other clinical
disciplines such as Internal Medicine, Pediatrics, Anesthesiol-
ogy or to Surgical Pathology. Any additional full-time assign-
ments, other than surgical, such as research, radiology, etc.,
must be in addition to the four.years. _

A program of five or more years duration must include at
least four years of clinical experience, three'and one-half of
which must be in clinical surgery. Three of those years, includ-
ing the final Chief Resident year, must be devoted to the
primary components of general surgery. In a five-year pro-
gram, no more than one year may be spent in any single
surgical specialty other than General Surgery. Assignments
may be made to research, basic sciences or other electives
provided the basic requirements above are met.

Assignments for education in other specialty fields of
surgery should be arranged in each program according to
local conditions so as to provide the broadest and most effec-
tive training possible for general surgeons.

Staff: The staff responsible for the direction and execution
of the program must be well qualified and diversified so as to
represent the many facets of surgery. The program director
should be an institutionally based, highly qualified, preferably
certified, dedicated surgeon who is responsibie for the work
done in the department and for the teaching activities.

There should be at least one individual primarily involved in
the administration and supervision of the program, and in
carrying out his responsibility, the director of the program
should have an equally qualified surgeon to supervise no
more than three residents at the senior level when there are
more than three senior residents in the program.

It is essential that key staff members have a real interest in
teaching, be willing to give the necessary time and effort to the
educational program and be engaged in scholarly activities”

A}

Pediatric Surgery

such as (1} participation in regional or national scientific
societies; (2) parhcxpatlon in their own continuing surgical
education; (3) engage in scientific publications and presenta-
tions; and (4) show active interest in research as it pertains to
their specialty. A staff which does not exhibit such characteris-
tics will be cause for grave concem as to its adequacy and
suitability for conducting a program of graduate surgical edu-
cation.

The staff must be organized and at least the key members
should be appointed for duration long enough to insure
adequate continuity in the supervision of the house staff.
Persons elected or appointed for short durations in an
“honorary” capacity cannot be considered adequate to serve
as program directors or key teaching staff.

Patient Population: An institution, to be approved to
conduct graduate education in surgery, must be able to pro-
vide an adequate number and variety of surgical patients for
which the resident has appropriate responsibility.

It is not sufficient that the house staff be involved only with
those patients in the hospital, but an adequate outpatient
clinic or service in which patients may be seen preadmission
and in follow-up is considered necessary. :

Institutions which cannot provide totally adequate material
within their walls should seek other hospitals, perhaps those
which limit their clientele to special type cases, to become
“affiliates” of the program or even to join as integral parts of
the parent program. Such affiliations must be approved by the
Residency Review Committee for Surgery.

Special Information: Graduate education in surgery must
be a continuum with undergraduate education. Therefore,
the. first post M.D. year should be an integral part of the
process. Internships either “Categorical” or “Flexible” are not
required, but if oftered should be part of the continuum.

Broad training in general surgery is recommended as a
preliminary to graduate education in most special fields of
surgery. For some surgical specialties a definite amount of
preliminary training in general surgery is required. This type of
preliminary surgical education should be obtained in the regu-
lar accredited general surgical programs, the duration and
content being determined by the program director in ac-
cordance with the requirements of the Specialty Board
concemed.

As stated in the General Requirements for Residencies, it is
not essential, or even desirable, that all institutions adopt
exactly the same program content and structure, but it is

. essential that all institutions participating in graduate educa-

tion be able to meet the requirements for accreditation and
either alone or in collaboration with other institutions, attain
comparable results in the quality of education and experience
obtained.

One measurement of the quality of a program is the per-
formance of its graduates in the examinations of the American
Board of Surgery.

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

Note: Residents who plan to seek Certification by an
American Board in Surgery should communicate with the
Secretary of the appropriate Board, as listed in Section IV, to
obtain the full requirements for Certification.

Training Programs in Pediatric Surgery

General Characteristics of Approved Programs: Graduate
programs in Pediatric Surgery should be designed to provide
education in the principles of pediatric surgical practice.

There must be a clear demonstration by the trainee of
competence in basic surgical knowledge prior to progression
to the senior year level of supervised and semi-independent
patient management and operative experience. Demonstra-
tion of competence in Clinical Pediatric Surgery prior to
completion of the program is required. Any program which
does not establish an effective system of in-training evaluation
cannot be considered to be adequate.

It is urged that the performance of each house officer be
reviewed by the teaching staff at six month intervals and that a
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documented record of his performance be prepared and re-
tained for review by appropriate accrediting and credentialing
bodies. It is suggested that comments be included from other
departments or services involved in his training.

It is strongly recommended that, in order to insure the
proper relationship of basic sciences and other clinical disci-
plines to surgery the program be conducted in those institu-
tions having a training committee advising and appraising all
of its programs. Where possible, the committee should be
composed of representatives speaking for Pediatric Surgery,
Pediatrics, Radiology, Pathology and Infectious Disease.

Duration of Training: At least two years of specialized train-
ingin Pediatric Surgery must be a'cqunred in addition to that
training required for qualification in General Surgery. Eight-
een months of the two years must be devoted to Clinical
Pediatric Surgery including the surgical specialties. Twelve
months of this clinical training must be at the “Senior or Chief”
Pediatric Surgical Resident level with a high degree of respon-
sibility for patient management and operative experience.
The remaining six months of the two years may be devoted to
Clinical Pediatric Surgery or related dlsc1phnes or may be
allocated to research.

Rotations of not more than three months of the total re-
quired twenty-four may be made to other institutions at the
discretion of the Program Director. Rotations outside the par-
ent program in excess of three months and not to exceed six
months may be made only with the approval of the Residency
Review Committee for Surgery. Assignment of residents out-
side the parent institution for periods of greater than six
months, requires that the participating institution(s) receive
prior approval of the Residency Review Commiitee for
Surgery as “Affiliates” of the parent program. ‘

Scope of Training: The trainees must be provided with the
opportunity for direct and responsible patient management
experience so that they may attain detailed knowledge of
congenital, neoplastic, infective and traumatic conditions of
the gastrointestinal system and other abdominal organs; of the
blood and vascular system; of the intequment; of the respira-
tory system; of the endocrine glands; in gynecology; and of
the head and neck. The trainee must gain an adequate
understanding of the principles of and experience in the man-
agement of musculoskeletal trauma; of head injuries; and of
the more common problems in card10thorac1c neurologic,
orthopedic, plastic and urologic surgery in the pedlatnc age
group.

It is expected that every trainee will have prevnously ac-
quired adequate knowledge in the fundamental areas
specified for general surgery. Additional education should be
provided by the pediatric surgery program to include, but not
be limited to, embryology; genetics; wound healing; hemo-
stasis and blood disorders; immunobioelogy; oncology; trans-
plantation; shock; circulatory physiology; muscle and bone
mechanics and physiology; respiratory physiology; gastroin-
testinal physiology; genitourinary physiglogy; surgical bac-
teriology; surgical endocrinology; surgical nutrition; fluid and
electrolyte balance; metabolic response to injury; applied sur-
gical anatomy; pediatric pathology and antibiotic therapy as
pertaining to the pediatric age group.

Surgical Staff: The staff which is responsible for the direc-
tion and execution of the pediatric surgical program must be
well qualified and diversified so as to represent the many
facets of Pediatric Surgery. The staff should be composed of
qualified surgeons under the direction of a Chief of Service or
Training Director who is institutionally based and certified by
the American Board of Surgery as having “Special Compe-
tence in Pediatric Surgery.” There should be at least one
individual spending full time’in the supervision and adminis-
tration of the program regardless of the number of trainees.

It is essential that key staff members have a real interest in
teaching, be willing to give the necessary time and effort to the
educational program and be engaged in scholarly activities
such as (1) participation in appropriate regional or national
scientific societies; (2) participation in their-own continuing

pediatric surgical education; (3) engage in scientific publica-
tions and presentations; and (4} show an active interest in
research as it pertains to pediatric surgery. A staff which does
not exhibit such characteristics will be cause of grave concern
as to its adequacy and suitability for condueting a program of
graduate pediatric surgical education.

The staff must be organized and at least the key members
should be appointed for durations long enough to insure
adequate continuity in the supervision of house staff. Persons
elected or appointed for short durations in an “honorary”
capacity cannot be considered adequate to serve as program
directors or key teaching staff.

The Institution: An institution to have an approved pediatric
surgical program must meet all requirements specified in the
“General Essentials.” In addition it must have intensive care
facilities for the pediatric age group; a pediatric emergency
facility; designated pediatric surgical beds; and pediatric anes-
thesiology capability. The institution should have a bum unit;-
inhalation therapy services; and social and physical medicine
services. There should also be huclear medicine support and
the capability to carry out microanalytic determinations.

The Training Program: An acceptable program in Pediatric
Surgery should include but-not be limited to, the following
structural educational activities on a regular basis: (1) proper
emphasis on teaching rounds and bedside teaching; (2)
supervision of residents’ operative experience; (3) grand
rounds; {4) weekly teaching conferences; (5) morbidity and
mortality conferences; (6) chief of service rounds; and (7)
other pertinent clinical conferences such as pediatrig, radiol-
ogy, pediatric pathology and tumor board, etc.

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

Special Information: As stated in the General Requirements
for Residencies, it is not essential, or even desirable, that all
institutions adopt exactly the same program content and
structure. It is essential that all institutions participating in
graduate education in pediatric surgery be able to meet the
requirements for approval and either alone or in collaboration
with other institutions, attain comparable results in the quality
of education and experience obtained.

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

NOTE: All questions conceming the examination, or Cer-
tification for Special Competence in Pediatric Surgery should
%)e addressed to The Secretary, American Board of Surgery,

nc.

7. Specnal Requirements for Residency Training
in Internal Medicine

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

+tion are committed to the educational program and when the
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proper resources and facilities are present. The objectives

cannot be achieved when the resndency functions pnmanly as

a service oriented activity.

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

1. Administration: The administration of the sponsoring

sinstitution(s) should be understanding of and sympathetic to

the attainment of educational goals and should evidence the
willingness and ability to support these goals philosophically
and financially. Additionally, the administrative structure must
be such that the program director has adequate authority to’
organize and oversee the activities of the educational pro-
gram.

2. Faculty: (A) The Program Director: The program direc-
tor i5 responsible for the quality of both patient care and
teaching in the program. The strength of the medical servicé is
directly related to the professbnal competence and leadership
qualities of the program director, whose tenure should be such
as to insure continuity for the program. The program director
may be on a full-time or part-time basis, but must be willing-
and able to spend the many hours requlred to organize,
supervise and implement a good training program. An in-
creasing number of institutions are fmdmg a full-time chief of
service and program director to be a major-asset to the training
program. If there is a change in program directors, the Resi-

“dency Review Committee for Internal Medicine must be
notified in writing immediately.

(B) Section Heads: Both general medical’and subspecnaltr

sections should be well organized under the direction of qua
ified physicians. As with program directors, such'section heads
and other key professional personnel in the department must
have adequate clinical training and teaching experience, must
participate actively in appropriate scientific societies, must
keep up-to-date through their own continuing medical educa-
tion and must exhibit active interest in medical research re-
lated to their specialty. It is essential that they be able to
develop in the resident the attitude of the scholar, scientist,
teacher and humanist. Additionally, it is their responsibility to
develop in the resident clinical judgment and technical skills as
well as medical knowledge. Finally, they must assure the
resident’s acquisition of proficiency in interpersonal relation-
ships and in the organization and management of patient care.
As with program directors, section heads may be 6n a full-time
or part-time basis, but an increasing number of institutions are
finding full-time section heads to be a-major asset to the
training program.

(C) Teaching Staff: Physicians assigned to the teaching
service should be appropriately qualified intemists by talent,
aining and professional experience to discharge assigned
sponsibilities. They should be committed to thé purposes
nd goals of the teaching program. These physicians must be
illing to accept the principle of meaningful patient responsi-
ity forresidents in training. They should assist the program
ctor and section heads in the education and development
he resident as described above.

. "Clinical Resources: (A) Patient Populatxon The pa-
ks encountered during the period of residency training
be of sufficient number and exhibit a sufficient variety of
| problems to provide broad experience for the resident.
tient population should incorporate adequate num-
atients of both sexes and a wide spectrum of ages,
those in the adolescent and geriatric age groups.
of Observation: Patients should be seen not only
ital environment and critical care areas but also
epartments and in the ambulatory setting. A
entration of patients assigned to a given resi-
esirable; it promotes effective teaching and
| interaction with allied health personnel.

) The Physical Plant: The physical plant
and constructed to assure proper medical
and comfort for the patient. There must
and equtpment for up-to-date diagnosis
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and therapy. Additionally, there must be adequate space and
equipment for the educational program, including appro-
priate meeting rooms and classrooms with visual and other
educational aids.

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

(C) The Medical Library: The medical library should be
located in the institution in such a way that it is readily accessi-
ble to the resident staff. There must be a means of access

+ during those times when the library is not open and staffed.

The library should contain a representative selection of books
and journals on intemal medicine, such as the selection listed
in the Library for Intemists prepared by the American College
of Physicians and published periodically in the Annals of
Intemal Medicine. Where appropriate, there should be an
interlibrary loan system through the facilities of a nearby
resource or regional medical library such as a medical school
or national library. An Index Medicus should be present for
reference use in locating medical literature. In addition to
books and joumals, a library of pertinent audio-tapes, video-
tapes and films together with the equipment necessary for
their use is desirable.

5. Suppotting Services: The pathologic laboratories, both
clinical and anatomic, the radiologic laboratories and ‘other

»diagnostic laboratories in the hospital are important parts of

the residency program. Each should be headed by qualified
individuals. Such individuals should not only assure the qual-
ity of work done in their section by adequate personal super-
vision but also be willing and able to participate in.educational
exercises of the medical services as well as of their own
department or section. The quality of these services, the
interest and teaching ability of their staffs, and the degree to
which they are correlated with clinical medicine are integral to
the medical program.

Autopsies should be performed whenever possible. They
must be of sufficient number to provide an adequate educa-
tional experience and to assure the quality of patient care.
Autopsies are needed for unresolved diagnostic problems and
may well answer questions even in those instances where a
definite diagnosis has been made antemortem. The carefully

‘performed autop(siy contributes significantly to the clinical
e

acumen of the resident. Residents should be present at autop-
sies performed on their patients. It is most important that
clinical and mortality conferences based upon autopsy data
be held regularly.

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

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

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

Emphasis should be placed on the maintenance of health
and on the study of etiology, pathogenesis, clinical presenta-
tion and course of various diseases so that the resident may
develop skill in diagnosis as well as mature judgment and
resourcefulness in therapy. The importance of taking and
recording a thorough medical history and performing a careful
and complete physical examination cannot be overem-

. phasized. Such examinations and medical records must be

v
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carefully supervised. Neglect of these fundamentals in favor of
supplementary information supplied by a multiplicity of clini-
cal laboratory and radiological procedures cannot be ac-
cepted. Y

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

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

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

(B) Specific Experience: (1) Subspecialty Experience:
Education in the various subspecialty divisions of Intemal
Medicine is a vital part of the training program. These include
allergy and immunology, cardiology, endocrinology and
metabolism, gastroenterology, hematology, infectious dis-
eases, nephrology, oncology, pulmonary diseases, and
rheumatology. Most rotations on these subspecialties should
be of at least six weeks duration. Although it is not necessary
that each resident rotate through all of these subspecialties, it
is important that there be exposure to the specialized knowl-
edge and methods of a sufficient number of the recognized
medical subspecialties to gain experience with their contribu-
fions to the effective care of patients. Vital to the success of
subspecialty activity are well qualified subspecialists with an
interest in teaching who devote sufficient time to all aspects of
the service. They should have adequate assistance by well-
trained colleagues and access to appropriate chncial
laboratories. Not every hospital with an approved medical
residency must or will have special laboratories for each of the
subspecialties mentioned, it is essential, however, that the

- resident be exposed to patient care utilizing such subspecialty
support. This may be accomplished by the sharing of facilities
among departments or cooperating institutions.

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

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

(4) Experience With Ambulatory Patients: Residency
programs must offer adequate experience in the ambulatory
setting. Such additional experience permits greater apprecia-
tion of the natural histéry of disease and greater familiarity
with the common problems encountered in the practice of
internal medicine. It allows the resident the opportunity to see
earlier manifestations as well as socioeconomic and psychiat-
ric aspects of disease that may not be apparent in the
hospitalized patient. .It is mandatory that there be closely
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supervised experience with both general medicine and sub-
specialty patients. As with the in-patient services, there should
be an active teaching program by qualified on-site staff. The
patient volume and spectrum in the ambulatory environment
should be large enough to provide each resident with an
adequate number and variety of new patient visits in addition
to patient follow-up care. The continuity experience should
be at least a half day per week. It is desirable that the experi-
ence be structured to permit the residents to follow patients
from the ambulatory setting, through hospitalization, and
back to the ambulatory setting in order for the residents to
achieve continuity of care. Both in-patient and out-patient
records should be kept in such a manner as to facilitate this
continuity of care. Organizing this experience may require
assignments to a clinic or other ambulatory setting during all
or most of the residents’ educational program. The conditions
under which ambulatory patients are managed should emu-
late those of office practice and rhay indeed take place in the
office of practicing physicians. In any such situation, adequate
nursing, clinical and ancillary personnel as well as adequate
space must be provided. Where preceptorial conditions pre-
vail, the supervisor must be accountable and the experience
subject to audit.

(5) Emergency Department Experience: The resident
must have experience with and first-contact responsibility for
the diagnosis and management of all types of patients seen in _
an active emergency department. The emergency facility in
the educational institution should meet the standards outlined
by the Joint Commission on Accreditation of Hospitals. The
resident should be assigned to the emergency department for
aperiod of at least one month. The resident should participate
in the decision to admit patients to the hospital. Senior resi-
dents in Medicine should have additional experience in the
emergency department. There should be careful supervision
by staff acceptable to the program director. Consultations
should be readily available both from and to other specialties.
When appropriate and possible, the follow-up for such pa-
tients by the same resident should be arranged.

{6) Intensive Care Experience: The resident should par
ticipate directly in the care of patients with various ilinesses in
intensive care units. Such an educational experience should
be conducted with adequate supervision and with ample
consultation available. As with other parts of the educational
program, there should be appropriate teaching rounds and
conferences. : .

(7) Special Educational Experience: The ultimate respon-
sibility for special educational tracks, such as those emphasiz-
ing primary care in the ambulatory setting, rests with the
program director of the intemal medicine program. The Resi-
dency Review Committee will consider special educational
tracks to be part of internal medicine programs in its review
and recommendations conceming accreditation.

{C) Educational Exercises: (1) Rounds: Patient teact
rounds and patient management rounds are integralto a ¢~
training program. ’

Patient teaching rounds are-primarily educationz” *
should be formal and led by attending physicians sel-
their knowledge of medicine and skill in bedside
They should be regularly scheduled at a time reser
sively for this activity. There should be cont* -
adequate contact between residents and facul’
more, it is desirable that the rotations assigned to 1
and their attendings more or less coincide tc
greatest amount of time for evaluation. For exam
programs the educational objectives-can be -
teaching rounds conducted:three times ‘per -
session atleast one and one half hours long -
teaching attepding on service, for at lea: .4
preferably six weeks. It is desirable that t'
see patients other than hisr own althou
cian’s own paients may be includec
rounds are selective rather than.com
number of patients seen permits adeq
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of such things as completeness and validity of clinical data,
. pathophysiology and differential diagnosis of the disease, and
specific pharmacologic, dietary and social management of the
* patient. Teaching rounds should include direct interaction with
the patient by the attending who evaluates the history and
physical examination. ltis of fundamental importance that the
dignity of the patient-physician relationship be preserved.

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

The functions of teaching rounds and patient management
rounds must be separately identifiable.

(2) Conference and Seminars: Departmental conferences
and seminars and literature review activities covering both
general medicine and the subspecialties must be regularly
scheduled. These should promote an active interchange of
information between members of the department; active resi-
dent participation in both the planning and the production of

such conferences is essential. Proper structuring of these con-

ferences should permit the incorporation of study of the basic
sciences including the pathophysiology of disease processes
and review of recent advances in medicine. Similarly, clinical
pathological conferences and death conferences must be reg-
ularly scheduled. The resident’s schedule must be such as to
permit attendance at such conferences.

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

(2) Research: Research activities are supportive of a resi-
dency program. Research provides a healthy climate for an
intellectual experience. Critical thinking tends to flourish in
such an environment not only for the resident but also for
members of the teaching staff. Active resident parficipation in
clinical research projects with the advice and supem51on of
the teaching faculty is encouraged.

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

(B) Duty Hours and Personal Responsibility: It is neces-
sary that the resident staff have a keen sense of personal
responsibility for patient care. If the residents do not accept
this responsibility, no number of scheduled rounds and con-
ferences nor devoted teaching by the attending staff can
produce sympathetic and effective physicians. A resident’s
obligation to patients is not automatically discharged at any
given hour of the day or any particular day of the week. Duty
hours and night and weekend call must be sufficient to perrit
implementation of the concept of responsibility for patients

and to provide for adequate patient care; every third or fourth .

night as.recommended. In no case should the resident go off
duty until the proper care and welfare of the patients have
been assured.

Residency is a full-time responsibility; outside activities
which interfere with optimal performance in the residency can
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not be condoned. The residents’ activity outside the educa-
tional program should not be allowed to interfere with their
performance in the educational process as defined in the
agreement between the institution and the resident.

(C) Progressive Responsibility: The degree of responsibil-
ity both professional and administrative accorded to a resident
should be increased progressively with each year of training.
Included should be such areas as patient care, leadership,
teaching, organization and administration. This goal can be
achieved by senior residents supervising junior residents or by
the senior residents acting as consultants to junior residents,
particularly in, the subspecialty areas. Residents from other
disciplines must not supervise intemal medicine residents on
intemal medicine services.

10. Evaluation of the Resident: | This evaluation should
concem itself not only with intellectual abilities and manual
skills but also with attitudes and interpersonal relationships.
Included should be close observation of the resident perform-
ing specific tasks of patient management such as history and
physical examination, choice of diagnostic studies, formula-

~tion of differential diagnoses or problem lists, development of

plans for short and long-term medical management, etc. Res-
idents should often be made aware of their progress and
particularly of any weaknesses. Adequate records must be
maintained both of the results of the evaluation process as well
as of the contents of personal interview with the resident.
11. Medical School and Institutional Affiliations: Medical

. school affiliation is not required for approval of a training

program. Such affiliations are desirable if they offer a type of
quahty control or if they satisfy certain identified deficiencies in
a given training program. Particularly desirable is a coopera-
tive educational effort with faculty participation. Interhospital
affiliatios may correct the same type of deficiencies.

12. Btality of Educational Program: The training pro-
gram should place emphasis on the whole patient and should
take into consideration not only medical problems but also
cultural, social and economic background and the impact of
medical problems upon other aspects of life with special em-
phasis on family. The training program should include sig-

nificant exposure to both the preventive and the rehabilitative

aspects of medicine. The resident should become familiar
with disease processes associated with various environmental
stresses and with methods for their control. In the same man-
ner the resident should be familiar with the procedures and
efficicy of medical rehabilitation.

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

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

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

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

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

Effective: July, 1980 ACGME: May, 1980
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Neurological Surgery

8; Special Requirements for Residency
Training in Neurological Surgery

Training programs in neurological surgery are evaluated by
the Residency Review Committee and accredited by the Ac-
creditation Council for Graduate Medical Evaluation on the
basis of recommendations forwarded to it by the Resndency
Review Committee. A list of accredited training programs in
neurological surgery is published annually in the Directory of
Residency Training Programs.

To be accredited by the Accreditation Council for Graduate
Medical Education, an educational program in neurological
surgery shall meet both the General Essentials and the Special
Requirements for the specialty of neurological surgery..

- An educational program in neurological surgery must have
one parent institution with primary responsibility for the entire
program. Appropriate institutions would include hospitals,
medical schools, and medical foundations. As a general rule,
affliations with other hospitals should be based on a clear
understanding of the values of such affiliation to the training

program as a whole. The affiliation of hospitals at a distance .

from the parent institution which makes attendance at confer-
ences and teaching rounds difficult is not favored.

As a general nule, there shall be a maximum of two geo-
graphically separate hospitals in the educational program.
Exceptions to this rule may be made if a hospital offers special
clinical resources, i.e., stereotactic surgery, trauma, or pediat-
ric neurosurgery, which significantly augment the resources of
the training program as a whole. There shall be no more than
four geographically separate hospitals in the training program.
In each geographically separate hospital, there shall be a

. qualified neurosurgeon responsible for the educationof' the
residents in that unit. Certification by the American Board of
Neurological Surgery is one measure of qualification. The
neurosurgeon shall be appointed in this training capacity by
the program director. Appointments in this capacity will gen-
erally be for a one year period and will be renewable. This
appointee’s major clinical responsibilities shall be at the
hospital where the appointee is responsible for the education

- process. )

Conferences should be coordinated among institutions in a
training program so that attendance by a majority of staff and
trainees is facilitated.

In-patient facilities available for training programs in neuro-
logical surgery should be geographically identifiable and
adequate in number of beds, support personnel, and proper
equipment to ensure quahty education. In-patient facilities
may vary from one affiliated hospital to another, but should
amply support essential prerequisites for excellence in patient
care and teaching. For instance, the presence of a neurosurgi-
cal operating room with mncrosurglcal capabilities and an
intensive care unit specifically for the care of neurosurgical
patients are considered definite assets to a training program.
Similarly, neurosurgical beds should be on a designated
neurosurgical nursing unit. There should be enough clinical
neurosurgical patients admitted each year to ensure that the
resident trainee is exposed to a wide variety and adequate
volume of neurosurgical disease. The trainee should be
granted the opportunity to participate actively in decision

making processes concerning patient care and management. .

The following minimum number of clinical procedures is
suggested. It must be understood that achievement of this
minimum of clinical procedures will not ensure accreditation
of a training program. .

1. No affiliated hospital unit in the training program should

be a component of a training program unless there are approx-

. 1mate1y 100 major neurosurgical operations per year, includ-
ing twenty-five (25) procedures for a combination of brain
neoplasms, aneurysms, and intracranial or spinal vascular

malformations. Again exception may be made if a hospital

offers special clinical resources, i.e., stereotatic surgery,

trauma, or pediatric neurosurgery which significantly aug-

ment the resources of the training program as a whole.

- A

2. Within the total clinical facilities available to the training
program, there should be approximately three hundred(300)
major neurosurgical procedures performed per year per finish-
ing resident: This figure is a minimum. The location within a

' given training program of this neurosurgical workload, as well

as the distribution of types of cases within it, is equally impor-
tant. For instance, the cases should be appropriately distrib-
uted between cramal and extracranial surgical procedures and
should represent a well balanced spectrum of neurosurgery.
As a minimum, they should include approximately fifty-five
(55) histologically verified intracranial neoplasms and
aneurysms and vascular malformations per year per finishing
_resident.

Recognizing the nature of the specialty of neurological
- surgery, it is unlikely that an institution can mount an adequate
educational experience for neurosurgical trainees without ap-
proved training programs in related fields, Clinically oriented,
training programs in the participating institutions of the
neurosurgery program should include accredited training
programs in neurology, general surgery, internal medicine,

- and pediatrics. There should be resources for the education of

neurosurgical residents in anesthesia, general surgery, neurol-
ogy, internal medicine, pediatrics, pathology, ophthalmology,
orthopedics, radlology, otolaryngology, and endocrinology.
Educational experience in neuroradiology and neuropathol-
ogy should be an integral part of the training program and
designed for the education of the neurosurgical residents.
Such experience should be under the direction of qualified
1 neuroradiologists and neuropathologists. The program
should offer training in the basic sciences of neuroanatomy,
neurophysiology, neurconcology, neurochemlstry, and
neuroimmunology in some measure and in some degree.

There should be space and support personnel for research
identifiable in the neurosurgical division or department. These
‘should be available to the neurosurgical resident trainee.
Neurosurgical faculty participation in undergraduate medical
education is desirable. .

The training program director and the neurosurgical staff
should be well qualified neurological surgeons. The 