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PREFACE

This 1982-1983 Directory of Residency Training

Programs, popularly known as the “The Green Book,”
is the 68th 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. The Accreditation Council for Graduate Medical
Education (ACGME), composed of representatives of
five national associations interested in medical educa-
tion, and the Residency Review Committees accredit
graduate training programs which meet the General
and Special Requirements of the Essentials for Accre-
dited Residencies.

Overthe 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 and a source for national
statistics on medical manpower in training.

Current Directory

The 1982-1983 Directory of Residency 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 UJ.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 Il contains the NEW “General Requirements
for Accredited Residencies,” which will become effec-
tive July 1, 1982, together with the Special Require-
ments for training programs in each specialty. Resi-
dency programs reviewed after June 30, 1982 will be
judged according to the new General Requirements.
The Special Requirements for each specialty are current
as of January 1982.

Section IIl contains statistical data on the 1981 train-
ing year with some comparative data for 1979 and
1980. Information on number of accredited programs,
number of positions, number of trainees, and selected

characteristics of trainees is provided. Information on
institutions and agencies participating in residency train-
ing, and the number of fellowships in subspecialties is
also included.

Section [V is the list of Accredited Residency Pro-
grams for each specialty. Only those programs accre-
dited to accept residents as of February 23, 1982 are
included. (Programs which will be discontinued. June
30, 1982 are not listed.) The programs within each
discipline are listed by state and city. Persons wishing
detailed information about a residency program should
write to the program director at the address listed. 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 control 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 provides
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. A Residency Re-
view Committee for Emergency Medicine has been
organized and the Special Requirements for training
programs have been adopted. The ACGME will begin
accrediting programs in this specialty in the near future.

Appendix B 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 C contains a summary of licensure re-
quirements for each state. Inquiries concerning licen-
sure should be directed to the individual state offices.

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




Many people have made possible the publication of
the 1982-1983 edition of the DIRECTORY. Program
directors and the staffs of offices of medical education
and of house staff affairs have been most cooperative in
providing updated information on the training pro-
grams they administer. Information on institutions and
agencies participating in the training programs was pro-
vided by the chief executive officers and their staffs.

The work of the Residency Review Committees
which review and evaluate 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 revised Special
Requirements and notification of the most recent ac-
tions of the Residency Review Committees and the
Accreditation Council for Graduate Medical Education.
Information on the National Resident Matching Pro-
gram has been provided by John Graettinger, M.D.,
Executive Director of that organization.

The individuals who staff the specialty boards have
provided current documents on the Requirements for
Certification in each of the specialties. Information on
licensure was provided by the state medical boards and
the Department of Survey Research of the American
Medical Association.

The AMA Division of Computer and Information
Services provided electronic data processing services.
John Muellner and his staff have been particularly help-
ful. The AMA Division of Printing Services and the
Department of Creative Services provided other tech-
nical support. Particular commendation is due for Herb
Hinkleman and Donna McGrath who executed the
cover design. The editor expresses appreciation for the
personal support and advice given by Jackson W. Rid-
dle, M.D., Ph.D., Director, AMA Division of Educational
Policy and Development, and by Mr. David E Kanyer,
Director, Division of Printing Services.
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A very special acknowledgement and thank you is
extended by the Editor to a few persons who have
labored daily to bring this Directory to the public in the
most accurate form possible.

Sylvia Etzel has coordinated the muiltiple facets of this
project and supervised the entry of data to the com-
puter. Her special skills and knowledge have been in-
valuable in producing a smooth operation from the
survey through to publication.

Geraldine Holder has given excellent and consistent
daily attention to the detail of each program listing. Her
tenacity in ferreting out the odd detail that made for an
accurate representation of a training program will be
difficult to replace.

Barbara Smith verified all the information for Section
Il and crosschecked the data for the statistical tables. In
addition, Ms. Smith provided secretarial support for the
Department and with her courteous manner obtained
information from errant program directors thus con-
tributing to the high response rate for the survey.

The survey forms were edited by Ruth Curtis in a
timely manner. Ms. Curtis also was responsible for the

“enormous task of hand tabulating the fellowship pro-

grams. Bessie Fong handled the mail, kept the files
current, and provided other clerical support.

To all of those mentioned and to others who have had
a part in this publication the Editor extends apprecia-
tion.

Comminications concerning the content of this Direc-
tory should be addressed to the Editor of the Directory
of Residency Training Programs, Department of Educa-
tional Directories, 535 North Dearborn Street, Chicago,
IL 60610.

Anne E. Crowley, Ph.D.,
Editor




Section |
INFORMATION ITEMS: Accreditation Process
Foreign Medical Graduates
National Resident Matching
Program

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

Residency training programs are accredited in one of the
following ways: by the Accreditation Council for Graduate
Medical Education upon recommendation of the appropriate
Residency Review Committee, or by the Residency Review
Committee itself if accreditation authority has been delegated
by ACGME. Accreditation of a residency program indicates

that it meets the General Requirements and the Special Re- .

quirements of the “Essentials of Accredited Residencies.”

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 con-
sist of representatives appointed by the Council on Medical
Education of the AMA, by the specialty boards concerned,
and, in some cases, by a national professional association of
the specialty field. :

The accreditation review process is set in motion in‘one of
two ways, depending upon whether the program under con-

sideration is a new or an on-going program. In the case of a .

new program the process begins when the program director
sends his application to the Secretary of the appropriate Resi-
dency Review Committee. The Secretary checks the applica-
tion for completeness and sends the document forward to the
Director of Field Staff, who determines a date for the survey of
the program.

In the case of an on-going program the Staff regularly
review the list of approved programs in order to determine
which programs are due for survey. Fuily approved programs
are usually reviewed every five years; programs with pro-
visional or probationary approval are generally reviewed
every two years.

Programs may be designated as:

a. Independent (Intramural): 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 direc-
tor is responsible for all appointments of the residents
and of the teaching staff. ‘

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 the appropriate Residency
Review Committee and the Accreditation Council for
Graduate Medical Education. Thus, it should be anticipated
that the processing of an application will require 6 to 12
months from the time it is received in the office of the secretary
until accreditation action is taken. ‘

Once an application has been received by the Secretary of
the Residency Review Committee and a site visit has been
scheduled the following steps are followed:

" 1. The surveyor reviews the information and the program at

the institution, organization or agency which offers the
program and submits a report. This report does not include
a recommendation of the accredition status of the pro-
gram.

2. All information is compiled and placed on the agenda for

the appropriate Residency Review Committee.

3. The Residency Review Committee reviews the program

information in detail, evaluates the program and deter-
mines the degree to which it meets the published educa-
tional standards. It decides upon an accreditation status for
the program and identifies areas of non-compliance with
standards, if any.

The accreditation categories are as follows:

Full accreditation ... Recommendation to this category
may be made in three circumstances:

a) programs holding provisional accreditation which have
continued to meet the “General” and “Special Re-
quirements”;

b) fully accredited programs which, following resurvey and
review, continue to meet the “General” and “Special
Requirements”;

¢} 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 accreditation.

Accreditation withheld... Recommendation to this cate-
gory may be made when the Residency Review Committee .
finds that a new program seeking accreditation does not
satisfy the “General” and “Special Requirements” of the “Es-
sentials of Accredited Residencies.”

Provisional accreditation . .. Recommendation to this cate-
gory may be made for new programs not previously accre-
dited or upon reapplication by a previously accredited pro-
gram which has had its accreditation withdrawn and is judged
to satisfy the “General” and “Special Requirements” of the
“Essentials of Accredited Residencies.” Provisional accredita-
tion may also be recommended in the unusual circumstance
in which a fully accredited program has been so altered that in
the view of the Residency Eeview Committee it is the equiva-
lent of a new program. In each event, the effective date of
provisional accreditation will be stipulated. In general it should
coincide with the beginning of the current year of service for

enrolled residents. :
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 should not exceed a time equivalent to the minimum
length of the program plus one year. If full accreditation is not
recommended within this time, provisional accreditation will
be withdrawn, providing a resurvey has been made and the
program has been reviewed by the Residency Review Com-
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mittee. Special exception may be made.

Probationary accreditation ... Recommendation to this
category may be made for currently accredited programs
which, upon evaluation, show specific deficiencies which are
considered to be correctable. Such programs may not be on
probation for more than four consecutive years. If, after resur-
vey and review, the Residency Review Committee finds the
stipulated deficiencies corrected, the program will be returned
to full accreditation. When the ACGME takes action to ac-
credit 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 probatio-
nary status. The “Procedures for Reconsideration and for
Appeal of Adverse Actions” (see below) provide further de-
tails on adverse actions.

Accreditation withdrawn . . . Recommendation to this cate-
gory is appropriate when any one of four conditions prevails:

a) aprogram holding provisional accreditation has failed to

meet the criteria for full accreditation;

b) a program holding probationary accreditation has failed
to correct its deficiencies and thus cannot meet the
criteria required for full accreditation;

¢) 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 accreditation of
the separate programs, once accreditation of the new
program is achieved.

When accreditation is withdrawn, the effective date of that
withdrawal shall be not less than one year from the date of the
‘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 with-
drawal shall permit the completion of the training year in
which the action becomes effective.

Once notification has been made of withdrawal of accredi-
tation, no residents may be appointed to the program.

The “Procedures for Reconsideration and for Appeal of
Adverse Actions” contain further details (see below).

Following the meeting of a Residency Review Committee
letters of notification are sent to program directors informing
them of the decision of the RRC. In those cases where accredi-
tation authority has been delegated by ACGME to the RRC
program directors receive their letters of notification im-
mediately following the RRC meeting. In those cases in which

the RRC does not accredit but recommends an accreditation -

status to ACGME the program directors receive draft letters
following an RRC meeting. Official notification letters are sent
after ACGME has acted upon the RRC'’s recommendations.
(Additional information regarding notification letters is con-
tained in the “Procedures for Reconsideration and for Appeal
of Adverse Actions”, see below.)
PERIOD OF ACCREDITATION

The initial notification of accreditation shall specify the
period for which the accreditation status is valid. Resurvey of
the program should be performed before the expiration of the
Eeriod or within any extension granted by the ACGME or an

RC necessary to accomplish scheduling of the resurvey. An
accredited program may be resurveyed at any time at the
discretion 'of the ACGME or RRC following notice to the
program. Programs that are delinquent in payment of fees are
not eligible for resurvey. - )

Programs determined to be delinquent in payment of fees
shall be notified by certified mail, return receipt requested, of
the effective date of withdrawal of accreditation, said date to
be not longer than one year from the date of notification. On
said date, the program will be removed from the list the
ACGME accredited programs. The effective date of with-
drawal of accreditation should permit the completion of the
training year in which the action becomes effective.

PROCEDURES FOR
RECONSIDERATION AND FOR
APPEAL OF ADVERSE ACTIONS

Approved Novgmber 17,1981
Y
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 provide 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 deny
an increase in the resident complement or to recommend a
reduction in the number of residents in a program shall be
mailed to a program director whose program has received
such adverse recommendation as soon as possible following
the Residency Review Committee meeting. The draft letter
when transmitted to the program involved shall include the
basis fot the decision ancF inform the program director of his
right to request reconsideration.

B. A draftletter containingthe 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.

In those cases in which the RRC has been delegated ac-
creditation authority, the action of the RRC becomes final
thirty (30) days after the receipt of the draft letter or after the
RRC has acted upon a request for reconsideration.

C. Each time an action is taken regarding the accreditation
status of a program, the program director must notify all
current residents; each time an adverse action is taken regard-
ing the accreditation status of a program, the program director
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. Program
directors are required to notify residents in writing when the
action of the RRC becomes final. Copies of the letters of
notification to residents and applicants must be kept on file by
the program director.

D. Written requests for reconsideration must 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. If the program does not request
reconsideration within thirty (30) days after receipt of the draft
letter all rights to an appeal are waived.

E. When a written request for reconsideration is received,
the program shall revert to its status prior to the adverse action
or recommendation of an adverse action by an RRC.

F 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 the
on-site inspection and the initial evaluation by the RRC. New

'All correspondence relating to reconsideration should be sent by certified
mail, return receipt requested, in care of The Secretary, Residency Review
Committee for (name of specialty), 535 North Dearborn Street, Chicago,
[llinois 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.

?f the ACGME has delegated accreditation authority to an RRC, the word
“action” should be substituted for “recommendation” wherever it appears in
this document.



INFORMATION ITEMS 3

information based on data subsequent to the inspection and
the initial review or representing changes in the program
following an adverse decision cannot be considered at this
time by the RRC. '

H. Where substantial changes have occurred subsequent
tothe action of the RRC, the information should be delineated
and submitted by the program director as part of a new
application for evaluation and accreditation of the program.

I. When the RRC sustains its previous recommendation,
the ACGME will either sustain the recommendation 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. In those cases in which the RRC has been delegated
accreditation authority, the reconsideration phase is com-
pleted when the RRC either sustains its previous action or
modifies it.
J. When the RRC sustains its previous action, official letters
of notification shall be sent as outlined in 1. B. above.
II. APPEAL HEARING

A. If following reconsideration, the RRC or the ACGME
sustains its previous recommendation, 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 official letter of notifica-
tion, the action of the ACGME or an RRC, will be deemed not
subject to further appeal from the program director.? .

I. The Chairman of the ACGME, using the Directory of
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 wiill
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 wiill select two panelists from these lists and ask
them to select a third panel member from the list de-
veloped by the Chairman of the ACGME. A conference
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 wiill 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 hear-
ing. Once the Appeals Board is formed, the program director
and institution have the right to request and obtain informa-
tion in the program file on which the Residency Review
Committee’s recommendations and actions were taken, in-
cluding 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 new components of
the program or changes made subsequent to the initial action
(as defined above). Written briefs may be submitted to the
Board of Appeals no later than two (Zy) weeks following the

3 etters should be sent certified mail, return receipt requested, in care of the
Secretary of the ACGME, 535 North Dearborn Street, Chicago, Illinois 60610.

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 tEe prior findings
and defend the program. Although there is no subpoena
power to compe! 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 fif it is received in a timely manner
pursuant to these procedures.

The Board of Appeals.is charged with determining whether
there is substantial, creditable evidence to support the action
taken by the RRC regarding the action that is geing appealed.
The Appeals Board, in addition, will make a determination as
to whether there has been substantial compliance with the
published administrative procedures governing 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.

F 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
Courcil for Graduate Medical Education. As of December 1,
1981, the following fee structure is in effect.
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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; request for the increase
and decrease in the number of hospitals in a program,
under those circumstances when Residency Review

. Committee 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
ams:

gra) Survey by an ACGME Field Surveyor: $850.00.

b) Survey 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.

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 North
Dearborn Street, Chicago, IL 60610.

Inquiries regarding the per resident annual fee should be
directed to: Secretary of ACGME, 535 North Dearborn
Street, Chicago, IL 60610.

Inquiries regarding listing of programs should be directed
to: Director, Department of Educational Directories, American
Medical Association, 535 North Dearborn Street, 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 B, Table 2 for address. )

Inquiries regarding the Match Program should be directed
to the National Resident Matching Program, 1603 Orrington
Avenue, Evanston, IL 60201 (Phone: g12-328—3440).

ENTRY OF FOREIGN-BORN MEDICAL
GRADUATES TO THE UNITED STATES

The entry of foreign-born medical graduates to the United
States is governed by the Immigration and Nationality Act,
which is administered by the Immigration and Naturalization
Service. It is a violation of federal law to provide employment
to a foreigner who does not hold a visa permitting him to earn
a salary. Thus, residency program directors considering
foreign-born foreign medical graduates should appoint only
those who hold a federal work permit, an exchange visitor
(J-1) visa, or an immigrant visa. These foreign-born foreign
medical graduates should also hold the standard Educational
Commission for Foreign Medical Graduates {ECFMG) certifi-
cate, earned either through passing the ECFMG examination
or the Visa Qualifying Examination (VQE), and meeting the
other requirements of the ECFMG.

Foreign 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. Recent amendments to the Immigration
and Nationality Act permit a foreign medical graduate to
. remain in the United States long enough to complete training
in a specialty or for seven years, whichever is shorter; a
graduate may change his designation of specialty once during
that period.

Exchange Visitor FMGs

Exchange visitor foreign medical graduates are at present
required to have passed the VQE 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 admission to practice in the coun-
try where they attended medical school. They must, in addi-
tion, have committed themselves to return to their home
country, or country of last residency before coming to the
United States, 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 re-
quirements.

Summary of Requirements
for Waiver of the VQE*

The “Substantial Disruption” Waiver has been extended
through December 31, 1983. Federal legislation has ex-
tended the authority for waiver of certain requirements for
FMGs comingto the United States as exchange visitors for the
purpose of graduate medical education, if there would be a
“substantial disruption” in the health services provided by the
education programs in which the aliens seek to participate.
The requirements waived are that the FMG pass the VQE and
that the graduate medical education program in which the
FbﬁG {:)articipates be provided or arranged for by a medical
school. :

In order to receive a waiver, a program of graduate medical
education for FMGs would be required to have a comprehen-
sive plan to reduce reliance on alien physicians, in accordance
with published criteria. Such plan must include details relating
to (1) problems the program anticipates without the waiver
and the alternate resources and methods (including use of
physician extenders and other paraprofessionals) that have
been and will be applied to reduce disruption in services, (2)
changes (including improvement of educational and medical
services training) which have been or will be made to make
the program more attractive to medical school graduates who
are United States citizens, (3) recruiting efforts which have
been and will be undertaken to attract medical school
gradautes who are United States citizens, and (4) how the
program, on a year-to-year basis, has and will phase down its
dependence on foreign medical graduates so that after De-
cember31, 1983 the program will not be dependent upon the
admission of additional aliens.

Immigrant Foreign Medical Graduates

Foreign-born foreign medical graduates who immigrate to
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. without taking the VQE, as a political or religious refugee
or as the first-degree relative of a U.S. citizen or a U.S.
permanent resident. Those physicians who apply for a third-
preference (or professional preference) visa must take the
VQE and satisfy other immigration rules, which include ob-
taining a U.S. Department of Labor certificate indicating that
they are not being appointed to a position that an equally
qualified U.S. citizen or permanent resident has sought. The
VQE can lead to the ECFMG certificate; consequently, a

“From: “Highlights Summary: Public Law 97-116 passed by the U.S. Con-

. gress December, 1981.”
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foreign medical graduate does not need to take both the VQE
and the ECFMG examination. Program directors who are
contacted by foreign-born foreign 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 t6 immigrate. The concern of the
residency program director is to determine that the foreign
graduate has the standard ECFMG certificate and a visa per-
mitting him to work in the U.S. Information booklets for both
the ECFMG and the VQE are available from ECFMG, 3624
Market Street, Philadelphia, PA 19104.

Rules and Regulations 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 responsibility for patient
care) without having passed the VQE. A U.S. university or
academic medical 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 which has been designated as an
Exchange Visitor Program can issue a IAP-66 form to a
foreign-born foreign medical graduate who is entering the
U.S. for “observation, consultation, teaching, or research.”
Such appointments should be discussed with ECFMG.

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

a. have completed, in an accredited American college or
university, undergraduate premedical work of the qual-
ity acceptable for matriculation in an accredited U.S.
medical school evaluated by measures such as college
grade point averages and scores achieved on the Medi-
cal College Admission Test;

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/or social
service. (Those who have completed all of these re-
quirements including internship and/or social service are
not eligible for a Fifth Pathway program.)

Students who have completed the academic curriculum in
residence at a foreign medical school and who have fulfilled
the above conditions may be offered the opportunity to substi-
tute for an internship and/or social service required by a
foreign medical school, an academic year of supervised clini-
cal training prior to entrance into the first year of approved
graduate medical education. The supervised clinical training
must be provided by faculty of an undergraduate program in
medical education accredited by the Liaison Committee on
Medical Education, and should be conducted in closely af-
filiated hospitals to assure that those who complete such
programs are reasonably comparable to the school’s regularly
graduated students. The medical school should insure that the
constellation .of resources is adequate for the conduct of its
Fifth Pathway without jeopardizing its other academic pro-

ams.
grBefore the beginning of the supervised clinical training, said
students must attain a score satisfactory to the sponsoring
medical school on a screening examination, preferably na-
tionally administered, acceptable to the Council on Medical
Education and have their academic records and skills
evaluated by the faculty to identify individual academic de-
ficiencies to be remedied by completion of the supervised
clinical program. '

Physicians who have a “Fifth Pathway” certificate 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 Resident Matching 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
medical students to apply for a first year of graduate medical
education or a first year of residency in 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. In the revised Essen-
tials of Accredited Residencies in Graduate Medical Education
“institutions and all of their sponsored programs are strongly
gncourags,d to participate in the National Resident Matching

rogram.

The NRMP DIRECTORY is published annually in October.
The federal services, except for the Veterans Administration,

are listed first. Essentially all Veterans Administration hospitals
that offer graduate medical education participate as compo-
nents 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. The goUernment services do not issue
contracts. Following the listings of the federal services, all
participating hospitals are listed alphabetically by state, within
each state by city, and within the city by the name of the
hospital. ‘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 a}Pplicants 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
applicants use the specific, six-digit code number for each of
their selections on their rank order lists.

If applicants are applying to a hospital which offers several
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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 applicants 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.

X supplement list of new and deleted programs is sent to
participants in December.

In writing to a hospital applicants should address the Pro-
gram Director. The Directory of Residency Training Programs
lists the name and address of the program director.

Because of the intense desire of some hospitals to secure
candidates, and because of an equally strong desire of some
applicants 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 applicants, program directors, and hospi-
tals. In the matching plan only the confidential rank order lists

submitted by hospitals and applicants should determine the
placement of applicants in programs. ‘

The algorithm of the matching plan does not penalize either
group from taking “flyers.” Should applicants apply to a hospi-
tal in which they think their chances of acceptance are poor,
their chances at their second choice hospitals are just as good
asif 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. '

Application materials are sent to all medical students via
their dean’s offices.

Other individuals who wish to participate in the Matching
Program may obtain application materials and more detailed
information by writing to the National Resident Matching
Program, 1603 Orrington Avenue, Evanston, lllinois 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 in Graduate Medical Education” was
adopted by the Accreditation Council for
Graduate Medical Education (ACGME) in Feb-
ruary, 1981 and is effective July 1, 1982.

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 Commiittee, the parent bodies of the Resi-
dency Review Committee, and the ACGME. The
Special Requirements documents specify in gen-
eral terms the curriculum content for an accept-
able 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 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
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.

Certification 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. The certification
requirements for each American Specialty Board
will be found in Appendix B of this DIRECTORY.

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 C of this DIRECTORY.

THE ESSENTIALS OF ACCREDITED RESIDENCIES
IN GRADUATE MEDICAL EDUCATION
(Effective: July 1, 1982)

PREFACE

Graduate medical education in the United States is an
integral component in the continuum of medical education.
Physicians enroll in programs in graduate medical education
to develop expertise in some special branch of medicine, as
undergraduate medical education does not prepare a student
for independent medical practice without supplementation by
graduate training. T he graduate phase is essential as indicated
in this statement in the Liaison Committee on Medical Educa-
tion’s (LCME) “Structure and Function of a Medical School”:

“The undergraduate period of medical education leadingto

. the M.D. degree is no longer sufficient to prepare a student
for independent medical practice without supplementation
by a graduate training period which will vary in length
depending upon the type of practice the student selects.”

During the undergraduate phase, students gain knowledge
of the sciences basic to medicine and learn to apply that

knowledge to clinical problems. Skills in collecting data are
developed by interviewing and examining patients and select-
ing and applying laboratory procedures under the guidance
and supervision of the faculty and residents. Students learn to
utilize these data to arrive at diagnostic hypotheses and make
therapeutic desicisons. These basic skills are learned by rota-
tions through a variety of clinical disciplines in both inpatient
and outpatient settings. Undergraduate medical students
have limited opportunities to assume personal responsibility
for patient care, and generally do not participate in the care of

- individual patients for an extended period of time.

Physicians in graduate medical education are, by conven-
tion, called resident physicians or residents. During the
graduate phase, the knowledge and skills acquired in medical
school are expanded through the progressive assumption of
personal responsibility for patient care in supervised, clinical,

A
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educational environments which provide opportunities to
learn about the varability of human beings in health and
disease and about their biological, emotional, and social prob-
lems. As residents progressively gain more knowledge and
skill they are provided greater latitude to make decisions and
treat patients, but always under supervision.

Graduate medical education is organized by specialty.

Some institutions (hospitals, medical schools, medical centers
or other sponsoring organizations) may offer programs in
many specialties, while others sponsor only a few, consistent
with their clinical resources and capabilities. Each residency
training program is organized and directed by a.program
director who has a staff responsible for the education, training,
and supervision of the residents. Each institution is responsi-
- ble for providing sufficient resources and assuring supervision
for the proper conduct of its programs.

During the graduate phase of their education most resi-
dents, in addition to attaining the knowledge and skills needed
to be practitioners, seek to complete training requirements for
certification by a specialty board. Each board generally re-
quires that graduate medical education be obtained in a pro-
%ram reviewed and approved by the Residency Review

ommittee (RRC) for that specialty under the authority of the

Accreditation Council for Graduate Medical Education
(ACGME).

APPROVAL AND ACCREDITATION

Approval and accreditation of training programs are volun-
tary efforts of all parties involved in graduate medical educa-
tion. The process of accreditation assures medical students,
residents, specialty boards, and the public that training pro-
grams are in essential compliance with published standards.

To be approved and accredited, graduate medical educa-
tion programs must meet the General Requirements for
graduate medical education and the Special Requirements for
a specialty and be sponsored by an institution. The Special
and General Requirements are the standards against which
programs are judged by Residency Review Committees
(RRCs) and the Accreditation Council for Graduate Medical
Education (ACGME) in the process of review, approval and
accreditation. ’

There is an established Residency Review Committee for
each of the specialties in medicine for which certification is
provided by a specialty board.

Residency
Review Committee Sponsoring Organizations
American Board of Allergy &
Immunology (A Conjoint Board
of the American Board of
Internal Medicine and the
American Board of Pediatrics)
AMA Council on Medical
Education

American Board of
Anesthesiolo:

AMA Council on Medical
Education

American Board of Colon &
Rectal Surgery

AMA Council on Medical
Education

American College of Surgeons
American Board of Dermatology
AMA Council on Medical
Education ° '

{In process of negotiation)

Allergy & Immunology

Anesthesiology

Colon & Rectal Surgery

Dermatology

Emergency Medicine

Family Practice

Internal Medicine
Neurological Surgery

Nuclear Medicine

Obstetrics-Gynecology

Ophthalmology

Orthopaedic Surgery

Otolaryngology
Pathology
Pediatrics

Physical Medicine &
Rehabilitation
Plastic Surgery
Preventive Medicine

Psychiatry & Neurology

Radiology

American Board of Family
Practice

AMA Council on Medical
Education

American Academy of Family
Physicians

American Board of Internal
Medicine

AMA Council on Medical
Education

American College of Physicians
American Board of Neurological
Surgery

AMA Council on Medical
Education

American College of Surgeons
American Board of Nuclear
Medicine (A Conjoint Board of
the American Board of Internal
Medicine, the American Board of
Pathology, and the American
Board of Radiology)

AMA Council on Medical
Education

American Board of Obstetrics &
Gynecology

AMA Council on Medical
Education

American College of Obstetrics
and Gynecologists

American Board of
Ophthalmology

AMA Council on Medical
Education

American Academy of
Ophthalmology

American Board of Orthopaedic

Sur
AM%egounciI on Medical

Education

American Academy of

Orthopaedic Surgeons

Smlerican Eioard of
tolaryngolo:

AMA 8ognciﬁgn Medical

Education

American College of Surgeons

American Board of Pathology

AMA Council on Medical

Education .

American Board of Pediatrics

AMA Council on Medical

Education

American Academy of Pediatrics

American Board of Physical

Medicine & Rehabilitation

AMA Council on Medical

Education

American Board of Plastic

Surge

AMA Council on Medical

Education

American College of Surgeons

American Board of Preventive

Medicine

AMA Council on Medical

Education

American Board of Psychiatry &

Neurology

AMA Council on Medical

Education

American Board of Radiology

AMA Council on Medical

Education
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Surge American Board of Surge
rgery » AMA Council on Medicr:%lry

Education

American College of Surgeons

American Board of Thoracic

Surge
AM% Eyouncil on Medical
Education

American College of Surgeons
Urology American Board of Urology

AMA Council on Medical

Education

American College of Surgeons

Thoracic Surgery

The Accreditation Council for Graduate Medical Education
is composed of representatives of the following national pro-

fessional organizations which are concerned with and in- -

volved in graduate medical education:

American Board of Medical Specialties

American Hospital Association

American Medical Association

Association of American Medical Colleges

Council of Medical Specialty Societies
In addition there is a resident representative, there is a federal
representative, and there is a public representative.

Each RRC develops Special Requirements for training pro-
grams in its specialty. These Special Requirements, after re-
view and recommendation by the RRC’s sponsoring organiza-
tions and subsequent approval by the ACGME, set forth the
requirements for the essential educational content, instruc-
tional activities, patient care responsibilities, supervision, and
facilities that should be provided by the programs in the
particular specialty.

The General Requirements delineate training program re-
quirements and responsibilities which are common to all
RRCs, institutions, and programs regardless of specialty. The
General Requirements have been established by the ACGME
in collaboration with the RRCs and their sponsoring organiza-
tions and approved by each of its five sponsoring organiza-
tions. An assessment of whether institutions fulfill the General
Requirements is made in the process of review of their
graduate programs.

Actions by the RRCs are based upon information_gained
through written submissions by program directors and evalua-
tions made on site by assigned visitors. Actions of the RRCs,
under the authority of the ACGME, determine the accredita-
tion status of programs. The ACGME is also responsible for
adjudication of appeals of adverse decisions and has estab-,
lished policies and procedures for appeal. Current operating
policies and procedures for review, approval, - accreditation
and appeal are contained in the Manual of Structure and
Functions for Residency Review Committees, which is revised,
and updated annually.’ Information concerning the accredita-
tion status of any program may be obtained by communica-
tion with the Secretary of the ACGME.

PART 1. GENERAL REQUIREMENTS,
Programs in graduate medical education are sponsored b
institutions engaged in providing medical care and héaltg
services. The principal institutions for graduate medical edu-
cation are hospitals. In order to provide the complete educa-
tion and training experience established .by the Special Re-
quirements of a specialty, programs may involve more than
'one institution and various types of settings, which can include
settings for ambulatory care, medical schools and various
health agencies. Whatever the institutional form, providing

_education, training and health services of the highest quality

must be a major mission. Graduate medical education re-
quires that residents be directly involved in providing patient

'General Requirements, Special Requirements, and the Manual of Structure
and Functions for Residency Review Committees can be obtained from: The
Secretary, Accreditation Council for Graduate Medical Education, 535 North
Dearborn Street, Chicago, lllinois 60610.

care under supervision in an institution that accepts responsi-
bility for the quality of its educational programs. The educa-
tional mission must not be compromised by an excessive
reliance on residents to fulfill institutional service obligations.
Excellence in patient care must not be compromised or
jeopardized by needs and prerogatives of educational pro-
grams or of research. The need for an institutional commit-
ment to education is expressed in this policy statement which
was promulgated by the Coordinating Council on Medical
Eggzaﬁon and approved by its sponsoring organizations in
1974:

Institutions, organizations and agencies offering programs
in graduate medical education must assume responsibility for
the educational validity of all such programs. This responsibil-
ity includes assuring an administrative system which provides
for management of resources dedicated to education and
providing for involvement of teaching staff in selection of
candidates, program planning, program review and evalua-
tion of participation.

While educational programs in several fields of medicine
properly differ from one another, as they do from one institu-
tion to another, institutions and their teaching staffs must
ensure that all programs offered are consistent with their goals
and meet the standards set forth by them and by voluntary
accrediting agencies.

The governing boards, the administration, and the teaching
staff must recognize that engagement with graduate medical
education creates obligations beyond the provision of safe
and timely medical care. Resources and time must be pro-
vided for the proper discharge of these obligations.

The teaching staff and administration, with review by the
governing board, must (a) establish the general objectives of
graduate medical education; (b) apportion residency and fel-
lowship positions among the several programs offered; (c)
review instructional plans for each specific program; (d) de-
velop criteria for selection of candidates; (e) develop methods
for evaluating, on a regular basis, the effectiveness of the
programs and the competency of persons who are in the
programs. Evaluation should include input from those in train-
ing. Facilities and teaching staff shall be appropriate and suffi-
cient for effeétive accomplishment of the educational mission
of each program. If outside facilities or staff are needed to fulfill
program needs, the primary sponsor must maintain full re-
sponsibility for the quality of education provided. _

Implementation of these General Requirements requires
that the program directors and teaching staffs of sponsored
programs work with each other, and the institutional adminis-
tration and the governing authorities to provide an operating
system for educational resource allocation and qualjty control
to ensure that sponsored programs can fully meet the Special
Requirements set forth in Part Il of these Essentials. In order to
prevent duplication of effort, all of the resources provided by
institutions for their training programs are not specifically men-
tioned in this document.?

1. Responsibility of Institutions v

Ensuring that each specialty program fully meets the Spe-
cial Requirements for approval by its RRC is an institutional
responsibility. The specifications set forth in this section make
necessary an institutional system involving the teaching staff -
for the allocation of educational resources and maintenance
of the quality of all sponsored programs.
1.1 The ACGME expects institutions sponsoring programs in
©  graduate medical education to provide documentary

evidence of a commitment to medical education by:

a) The administration,
b) The teaching staff.
This evidence should consist of:

*Many of the details of these resources appear in the Accreditation Manual for
Hospitals, which can be obtained from: The Joint Commission on Accreditation
of Hospitals, 875 North Michigan Avenue, Chicago, lllinois 60611.
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1.1.1 A written statement setting forth the reasons why
the institution sponsors graduate medical educa-

tion:

There should be evidence of agreement to this

statement by the teaching staff and the administra-

tion.

1.1.2 A description of the process by which institutional
resources are distributed for educational pur-
poses:

There should be clear evidence that the process is

agreed to within the institution. Those responsible

for administration of the process should be iden-
tified by name and title in the institution’s table of
organization.

1.1.3 An operational system involving the program di-
rectors, based on institutional policies, establishing
how the sponsored programs provide for:

a) The appointment of teaching staff,

b) The selection of residents,

c) The apportionment of resident positions
among programs, consonant with the Resi-
dency Review Committee policies,

d) The supervision of residents,

e) The evaluation and advancement of residents,

f) The dismissal of residents whose performance
is unsatisfactory, and
g) The assurance of due process for residents and
teaching staff.
These policies should be developed after widespread
consultation among the concerned parties, and should
have institutional approval. :
1.1.4 A periodic analysis of each program by represent-
: atives of the concerned departments, the
residents, and the administration should be
developed:
These analyses should include the appraisal of:
*a) The goals and objectives of each program,
b) The institutional plans formulated to achieve
these goals,
¢) The effectiveness of each program in meeting
its goals, and
d) The effectiveness of utilization of the resources
provided. :
There should be documentation of these analyses
and of the mechanisms to correct identified de-
ficiencies.
Implementation of General Requirements may be dele-
gated to a committee of program directors or their desig-
nees and others responsible for the institution’s educational
program. Once a system is in place, each program must
comply with these policies and procedures.

1.2 Interinstitutional Agreements: When the resources of two
or more institutions are utilized for the conduct of one or
more programs, each participating institution or organiza-
tional unit is expected to demonstrate a commitment to
graduate medical education as set forth in 1.1.1 through
1.1.4. Documentary evidence of agreements, approved
by the institutions, should be available for inspection by
assigned site visitors. The following items should be cov-
ered in such interinstitutional agreements.

1.2.1 Items of Agreement:

a) Designation of program director: A single direc-

tor for each specialty program should be des-
ignated. The scope of the director’s authority to
direct and coordinate the program’s activities in
all participating institutions should be clearly
set forth in a written statement.

b) Teaching staff: The teaching staff responsible
for providing the educational program and

supervising the residents in each institution
should be designated.

¢) Educational contribution: The expected con-

tribution to the educational objectives to be

provided by each institution to each program
should be delineated.

Assignment of residents: The period of as-

signment of residents to the segment of a pro-

gram provided by each institution, and any
priority of assignment, should be set forth.

e) Financial commitment: Each institution’s fi-
nancial commitment to the direct support of
each program should be specifically identified.

1.2.2 When several institutions or organizational units
participate in sponsoring multiple programs,
mechanisms should be developed to coordinate
the overall educational mission and facilitate the
accomplishment of the policies and procedures set

forth in subsections 1.1 and 1.2.

1.3 Facilities and Resources: Institutional facilities and re-
sources should be adequate to provide the educational
experiences and opportinities set forth in the Special
Requirements for each sponsored program. These in-
clude, but are not limited to, an adequate library provid-
ing access to standard reference texts and current jour-
nals, sufficient space for instruction, adequate facilities for
residents to camry out their patient care and personal
education responsibilities, a medical record system which
facilitates botE quality patient care and education,- and
clinical support services such as pathology and radiology.

1.4 Hospital Accreditation: Hospitals sponsoring or par-
ticipating in programs of graduate medical education
should be accredited by the Joint Commission on Ac-
creditation of Hospitals. If a hospital is not so accredited,
the reasons why accreditation was not sought or was
denied should be explained.

d

—

2. Program Organization and Responsibilities

The director and the teaching staff of a program in graduate
medical education are responsible for defining and imple-
menting the goals and objectives of the program.

All training programs should foster the development of
residents’ teaching abilities and interpersonal relationships.
Instruction in the socioeconomics of health care and in the
importance of cost containment should be part of all pro-

ams.
The educational effectiveness of a residency training pro-
gram depends largely on the quality of its supervision and
organization. The responsibility for these important functions
lies with the department heads or service chiefs, who in most
instances are also the program directors. The program direc-
tors should have qualifications and breadth of experience .
which will enable them to carry out an effective trainin
program. Each program director accepts the responsibility o
resident selection, evaluation and promotion within the
framework of the policies of the sponsoring institution.
Addditional responsibilities of the program director are the
development of other members of the health care team; and
the selection of the various evaluation techniques employed.
The sponsoring institution is expected to assist program
directors in carrying out their responsibilities through the de-
velopment of appropriate institutional policies to assure excel-
lence in resident physician education. When a Residency
Review Committee reviews a program, the extent to which
the sponsoring institution is supporting the efforts of the pro-
gram director through its institutional policies will be takeninto -
consideration.

2.1 Qualifications of Program Staff: The individuals who
have responsibility for the conduct of graduate medical
education programs should be specifically identified.
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2.1.1 The program director should be certified by the
specialty board in the discipline of the program or
should possess suitable equivalent qualifications
as a teacher, clinician, and administrator. Each
director should have the authority and time
needed to fulfill administrative and teaching re-
sponsibilities in order to achieve the educational
goals of the program and to participate with other
program directors in maintaining the quality of all
institutional programs. '

2.1.2 The teaching staff should have a strong interest in
teaching, and be willing to contribute the neces-

sary time and effort to the educational program. .

The key professional personnel, as teachers, clini-
cians, and/or administrators, should:
a) have adequate special training and experi-
ence,
b) actively participate in appropriate national sci-
entific societies,
¢) patticipate in their own continuing medical
. education,
d) engage in specific presentations as appro-
. priate, and
e) exhibit active interest in medical research re-
lated to their specialties.

2.2 Relationships between Medical Staff and Graduate Pro-
grams: In some institutions a distinction is made between
the teaching staff and the non-teaching staff of a depart-
ment. Where this is the case, the institutional educational
plan (1.1.2) should clearly delineate the agreements
reached regarding the utilization of institutional resources
for education. This should include agreement as to
whether residents and teaching staff may have contact
with the patients of members of the medical staff not
involved in the teaching programs and what respon-
sibilities residents have for such patients.

3. Eligibility and Selection of Residents
Physicians with the following qualifications are eligible to
enter graduate medical education programs accredited by the
ACGME:
3.1 Unrestricted Eligibility: Unrestricted eligibility is accorded
to those with the following qualifications:

3.1.1 Graduates from the institutions in the U.S. and
Canada whose programs are accredited by the
Liaison Committee on Medical Education.

3.1.2 Graduates from institutions in the U.S. accredited
by the American Osteopathic Association.?

3.1.3 Graduates of medical schools whose programs are
not accredited by the LCME who meet the follow-
ing additional qualifications:

a) Have fulfilled the educational requirements to
practice in the country in which they have had
their medical education, or, if a national of the
country concerned, have obtained an unre-
stricted license or certificate of full registration
to practice in that country, have passed exam-
ination designated as acceptable by the
ACGME for determination of professional pre-
paredness and capability to comprehend and
communicate in both spoken and written Eng-
lish, and have had their credentials validated
by an organization or agency acceptable to the
ACGME?, or

3Graduates of colleges of osteopathic medicine in the United States accredited
by the American Osteopathic Assaciation whose medical degree is Doctor of
Osteopathy are not admissible for board certification in some specialties. Each
candidate should contact the appropriate American specialty board to deter-
mine requirements for certification.

“Currently the Educational Commission for Foreign Medical Graduates.

b) Have a full and unrestricted license to practice
medicine in the U.S. jurisdiction providing
such license.

3.1.4 U.S. citizen graduates from institutions whose
programs are not accredited by the LCME who
cannot qualify under Section 3.1.3, but who have
successfully completed the licensure examination
in a U.S. jurisdiction in which the law or regu-
lations prouide that a full and unrestricted license
to practice will be granted without further exam-
ination after successful completion of a specified
period of graduate medical education; or

3.1.5 In the case of students who have completed, in an
accredited college or university in the U.S., under-
graduate premedical education of the quality ac-
ceptable for matriculation in an accregited Us.
medical school, have studied at a medical school
whose program is not accredited by the Liaison
Committee on Medical Education, but which is
listed by the World Health Organization, have
completed all of the formal requirements of the
foreign medical school except internship and/or
social service, such students may substitute for an
internship or other service required by the foreign
medical school an academic year of supervised
clinical training (such as a clinical clerkship) on or
after duly 1, 1971, prior to entrance into the first
year of ACGME-approved graduate medical edu-
cation. The supervised clinical training must be
under the direction of a medical school whose
program is accredited by the Liaison Committee
on Medical Education. Before beginning the
supervised clinical training, students must have
their academic records and other credentials re-
viewed and approved by the medical school
supervising their clinical training and must attain a
score satisfactory to the sponsoring medical school
on a screening examination.

3.2 Restricted Eligibility: Restricted eligibility for foreign na-
tionals to enroll in ACGME programs is accorded under
+ the following circumstances:

a) ‘When a U.S. medical school and one or more of its
affiliated hospitals have a documented bilateral
agreement, approved by an agency recognized for
that purpose by the ACGME, with an official agency
or recognized institution in the physician’s country of
origin to %rovide an educational program designed to
prepare the physician to make specific contributions
in a health field upon return to the country in which
the sponsoring agency or institution is located; and

b) The physician has been granted an unrestricted
license or certificate of full recognition to practice
medicine in the country wherein the agency or institu-
tion making the agreement referred to in (a) is lo-
cated; and :

¢} The physician has passed examinations designated as
acceptable to the ACGME for determination of the
professional preparedness and capability to com-
prehend and communicate in both spoken and writ-
ten English; and

d) The physician has made a formal commitment to
return to the country in which the sponsoring agency
or institution is located; and

e) The credentials of the physician and the existence of a
suitable agreement have been validated by an organi-
zation or agency acceptable to the ACGME.

Restricted eligibility shall be limited to the time necessary to
complete the program agreed to by the parties as refer-
enced in (a).
3.3 The Enrollment of Non-Eligibles: The enrollment of
non-eligible residents may be cause for withdrawal of
approval of accreditation.
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Special Educational Provisions for Residents Who Are
Not Graduates of LCME Accredited Programs at Medical
Schools: Institutions and programs providing education
and training to residents eligible under Sections 3.1.3,
3.1.4, 3.1.5 and 3.2 should make special educational
provisions to correct deficiencies these residents may
have in their professional preparation and their knowl-
edge of the United States health care system, medical
practices and ethics, and United States culture and cul-
tural values.

Transition between Undergraduate and Graduate Medi-
cal Education: Eligible physicians may enter graduate
medical education at any time after they have attained
the M.D. degree. Institutions and their sponsored
graduate programs are expected to select residents with
due consideration of their preparedness to enter into the
program they have selected. Personal characteristics and
aptitude as well as academic credentials should be con-
sidered in selection.

In selecting from among qualified applicants for first
graduate year positions, institutions and all of their spon-
sored programs are strongly encouraged to participate in
the National Resident Matching Program (NRMP3). (Cer-
tain programs sponsored by the federal uniformed serv-
ices may be exempt.) Programs which select residents to
begin their first residency year at the second graduate
level should riot offer appointments to students before
the beginning of their final year of medical school.

4. Types of Programs
Graduate programs of two types may be provided to resi-
dents by institutions:

4.1

Categorical Programs: Categorical (C) are programs in a
specialty which meets the Special Requirements for that
specialty. Some specialties require that residents have
complementary educational experiences in other disci-
plines. Whether it is required that such experiences pre-
cede or be interwoven into the education and training for
the specialty, institutions sponsoring such programs and
the program director should make the necessary ar-
rangements for residents to gain these complementary
experiences in educational settings which fulfill the Spe-
cial Requirements for such specialties, unless the resident
has already completed these requirements.
Transitional Programs: (Previously termed Flexible Pro-
grams) Transitional programs are provided for physicians
who desire in their first or later graduate year an experi-
ence in several specialties prior to embarking on further
training in a single specialty. Institutions or consortia of
institutions may offer a transitional year provided the
following conditions are met:

4.2.1 A special committee, composed of representatives
of the specialty services on which residents are
being trained during this graduate year and of
representatives of two or more specialties in which
there are accredited residencies, should be re-
sgonsible for the development and evaluation of
the program.

4.2.2 A qualified director must be appointed to assume
responsibility for the operation of the program,
counseling the residents, and coordinating their
evaluation. .

4.2.3 The year should be spent in an educational setting
selected by the special committee for the tran-
sitional program, in cooperation with two or more
accredited programs sponsored by the institution.

*The NRMP is an agency sponsored by: American Hospital Association, Ameri-
can Medical Association, American Protestant Hospital Association, American
Medical Student Association, American Board of Medical Specialties and
Council of Medical Specialty Societies.

¢This merges what have been termed Categorical and Categorical® designa-

tions.

4.2.4 The residents in most of their assignments are
associated with more senior residents in the par-
ticipating specialties.

4.2.5 The impact of the training in the transitional year
should not be deleterious to the quality of training
of the residents in the provided disciplines.

5. Relationships between Institutions, Programs
and Residents
5.1 Responsibilities of Institutions and Programs .

5.1.1 Teaching and Learning: An environment wherein
both the teaching staff and the residents are seek-
ing to improve their knowledge and skills is essen-
tial. Insofar as possible residents should be incor-
porated into medical staff programs of medical
education and patient care in a true collegial rela-
tionship. Residents may be assigned by program
directors to assume responsibility for teaching
more junior residents and students. Special atten-
tion should be given to assisting residents to ac-
quire skills in teaching and evaluating those for
whom they are responsible. The clinical depart-
ments are expected to organize formal teaching
sessions tailored to meet the Special Require-
ments of their programs. Participation in these
sessions by teaching staff from the basic science
disciplines is encouraged.

5.1.2 Participation in Policy Development and Review:
Residents should be involved by institutions and
programs in the development of recom-
mendations on policy issues. Their day-to-day in-

- volvement with institutional and departmental ac-

tivities may provide unique perspectives which
can be of significant value to improving education
and patient care.

5.1.3 Supervision: There must be institutional and pro-
gram policies and procedures that ensure that all
residents are supervised in carrying out their pa-
tient care responsibilities. The level and method of
supervision must be consistent with the Special
Requirements for each program.

5.1.4 Counseling: Graduate medical education places
increasing responsibilities on residents and re-
quires sustained intellectual and physical effort.
For some, these demands will, at times, cause
physical or emotional stress. Institutional aware-
ness, empathy, and responsiveness towards these
Broblems are vital to the educational process.

rogram directors and teaching staff should be
sensitive to the need for the timely provision of
counseling and psychological support services to
residents.

5.1.5 Evaluation and Advancement: There must be a
clearly-stated basis for annual evaluation and ad-
vancement. This must be based on evidence of
satisfactory progressive scholarship and profes-
sional growth of the trainee including demon-
strated ability to assume graded and increasing
responsibility for patient care. This determination
is the responsibility of the program director with
advice from members of the teaching staff. The
institutional system should assure that through the
director and staff each program:

"a) Atleastannually, but preferably semi-annually,
evaluates the knowledge, skills and profes-
sional growth of its residents, using appropriate
criteria and procedures.

b) Provides to residents an assessment of their
performance, at least annually, and preferably
semi-annually.
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c) Advances residents to positions of higher re-
sponsibility only on the basis of an evaluation
of their readiness for advancement.

d) Maintains a personal record of evaluation
for each resident which is accessible to the
resident.

5.1.6 Due Process: There must be institutional proce-
dures which provide for due process for all parties
potentially involved when actions are con-
templated which could result in dismissal or could
significantly threaten a resident’s intended career
development or when there are grievances against
a program or institution. Residents, program direc-
tors, teaching staff and administration should be
involved in the development of thése policies and
procedures which are to be approved by the gov-
emning board. The details must be written and
made known to the residents, program directors,
and adhered to by all programs sponsored by the
institution. There must be an equitable and satis-
factory mechanism, involving the participation of
the medical staff, for the redress of grievances.
Although final responsibility rests with the institu-
tion’s governing body, the latter should rely upon
the determinations of the medical staff in profes-
sional and educational matters.

5.2 Resident Physician Responsibilities: Resident physicians
are expected to:

5.2.1 Develop a personal program of self study and
professional growth with guidance from the teach-

, ing staff. ‘

5.2.2 Participate in safe, effective and compassionate
patient care under supervision, commensurate
with their level of advancement and responsibility.

5.2.3 Participate fully in the educational activities of their
program and, as required, assume responsibility
for teaching and supervising other residents and
students.

5.2.4 Participate in institutional programs and activities
involving the medical staff and adhere to estab-

lished practices, procedures, and policies of the .

institutions. .
5.2.5 Participate in institutional committees and coun-
cils, especially those that relate to patient care
review activities, and
5.2.6 Apply cost containment measures in the provision
of patient care.
5.3 Resident Agreement: The ACGME urges that programs

provide residents with a written description of the educa-

tional experience to be provided including the nature of

assignments to other programs or institutions. In addi-

tion, ACGME urges that each resident be offered for

acceptance a written agreement encompassing the fol-

lowing: g

5.3.1 Residents’ responsibilities as set forth in Section
5.2

5.3.2 Benefits including financial support, vacations,
professional leave, sick leave, liability insurance,
hospital and health insurance and other insurance
benefits for the resident and his family, and the
conditions under which living quarters, meals and
laundry or their equivalent are to be provided.

5.3.3 The term of residency. :

5.3.4 Practice privileges and other activities outside the
educational program.

5.3.5 The usual call schedule and schedule of assign-
ments. *

5.3.6 Guarantee of Due Process.

The Special Requirements, which follow, apply to pro-

Allergy and Immunology

grams in each specialty and set forth the standards which must
be met in order to gain approval by the Residency Review
Committees and the accreditation by the ACGME.

Adopted by ACGME: Feb. 24, 1981

PART 1I: SPECIAL REQUIREMENTS
(Revised to December 1, 1981)

1. Special 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 ¢onsulted 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
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 program 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 internal 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 required 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.
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Anesthesiology

2. Special Requirements 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 to 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.

General Considerations for an Approved Four Year Pro-
gram: The Residency Review Committee (RRC) for Anes-
thesiology and the Accreditation 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 year is 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 CLIIQICAL 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
ACGMsl/E 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
20 of the 24 months involved must be concerned 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. [t 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
endeavorsrelated 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, isrequired 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 vanables, ‘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 provided 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 exposure 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
pro%ram 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-
lerfns, sedation in special circumstances, and operating room
safety.

Dx%acﬁc Program: The manner in which the resident is
taught is the prerogative of the program director and the
faculty. However, it is 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 con-
ferences, d?:iactic 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
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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
Apfroual: :

) When a new Director, either acting or permanent, has

- been appointed, both the ACGME and the ABA must

~ be notified immediately. The Residency Review Com-

" mittee will initiate an inspection of the program in con-

junction with this change when it deems it necessary to
assure continuing quality.

2) In communities 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. :
The integration of nonmedical personnel in a depart-
ment with an accredited program in anesthesiology will
not influence the accreditation of such a program unless
there is evidence that such personnel interfere with the
training of resident physicians. Interference may result
from dilution of faculty effort, dilution of the available
teaching experience or downgrading didactic material.
If a program is without a resident for two years, accredi-
tation may be withdrawn. Reactivation of the program

3

~—

4

~—

subsequent to withdrawal of accreditation will require a

new application.
Channels 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 Dearbom Street, Chicago, [llinois -

'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 program must be under the direction 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

Colon and Rectal Surgéry/ Dermatology

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-
in%_duties adequately. .
he 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 diseases of the coﬁ?n
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 ES 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 ot 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.

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. Itisimportant
to include instruction in the care of intestinal stomas, espe-
cially in institutions that do not have enterostomal therapists.

The 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.

Effective: Feb. 1980 ACGME: Feb. 1980

‘4. Special Requirements 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. It is essential that residents have access to trainingin the
areas listed below. Faculty from departments other than der-
matology can and should be utilized when needed to accom-
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plish these objectives in dermatologic graduate training pro-
ams,

grTraining programs in dermatology may be accredited for
two, three, or four years. Since the total length of post-
graduate training in d%rmato]ogy 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 adequate 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, ophthalmology,
otolaryngology, pathology, pediatrics, physical medicine,

reventive medicine, psychiatry, radiology and surgery. The
eeping of complete and accurate cIinicgly records should be

em_lphasized throughout this training.
he residency program should include organized study in

the various basic and clinical sciences related to dermatology, -

including allergy, anatomy, bacteriology, biochemistry, em-
bryology, entomology, genetics, histology, immunology,
mycology, parasitology, pathology, pharmacology, photo-
biology, 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 journal 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 dermatologist.
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 teaching it is essential that the department have
ready access to an adequate supply of properly classified
anatomic and pathologic materials including histologic and
lantern slides and that the resident participate actively in the
interpretation of histopathologic sections. Projection equiE-
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 to 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 IV, to be certain regarding
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
one year 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 Residency
Training in Family Practice

Residencies in Family Practice’ should be specifically de-
signed to meet the educational needs of medical school

"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 intemnal

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, counselingand a

personal physician who coordinates total health care delivery.”
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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 Famil
Practice Residency shall be responsible for insuring that eac
resident who completes the program shall have met the train-
ingrequirements of the “Essentials” of an accredited program.

xperience in the continuity of care offered in the Family
Practice Center is essential. Therefore, it is imperative that al}
programs offer three consecutive years of training. It is highly
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
fraining 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 panel 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 aréas 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 learning the
appropriate 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

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

“The gamily Physician provides 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.”

Family Practice

additional training in those areas beyond that provided in his
fraining 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 compe-
tence 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 hospitali-
zation.

The patient composition of the whole Family Practice serv-
ice should be a stable one in order to insure continuity of
experience for the resident. A patient population seeking only
episodic care does not meet this requirement. Patients who
provide a broad spectrum of préblems and represent varied
income levels should be included, attended and managed
either in the hospital, the Family Practice Center, at home or in
institutions for long-term care or rehabilitation. Training also
must include emergency room care as well as a large compo-
nent devoted to health maintenance and preventive health
care in order to 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
supervision is required.

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 ot 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 behavioral, 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.
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Psychiatry and Behavioral Sciences

The behavioral sciences and psychiatry are essential com-
ponents of a Family Practice education program and must be
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-
perience in psychiatry to chronic, long-term psychotic patients
is not acceptable, although experience witﬁ 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 2/ mily. The resident shall acquire tecﬁnical 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 proficiericy 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 modern 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 concerned
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 communicate with the Secre-
tary of the Board as listed in Section IV.

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; ?astrointestinal physiology; surgical endoc-
rinology; surgical nutrition; fluid and electrolyte balance;

\
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metabolic response to injury; applied surgical anatomy; and
surgical pathology.

he 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
mana?ement 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
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
absénce of programs in other disciplines in the same institu-
tion. An absolute minimum is an approved program in a
primary care specialty, 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 provide -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 surgical 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-

General Surgery

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 surgeoris. ’

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 responsible 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
such as (1) participation in regional or national scientific
societies; (2) participation 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 concern 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 “hon-
orary” capacity cannot be considered adequate to serve as
program directors or key teaching staff. , g

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

Itis 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 zannot 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 underg;aduate 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 offered should be part of the continuum.
road 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

reliminary surgical education should be obtained in the regu-
Exr accredited general surgical programs, the duration and
content being determined by the program director in ac-
cordance with the requirements of the Specialty Board
concerned.

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
essenfial that all institutions participating in graduate educa-
tion be able to meet the requirements for accreditation and
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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 com-
pletion 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
- 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-
ing in Pediatric Surgery must be acquired 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 disciplines 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 fof periods of greater than six
months, requires that the participating institution(s) receive
prior approval of the Residency Review Committee 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 integument; 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 cardiothoracic, neurologic,
orthopedic, plastic and urologic surgery in the pediatric age

group.

It is expected that every trainee will have previously 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; immunobiology; oncology; trans-
plantation; shock; circulatory physiology; muscle and bone
mechanics and physiology; respiratory physiology; gastroin-
testinal physiology; genitourinary physiology; surgical bac-
teriology; surgical endocrinology; surgical nutrition; fluid and
electro%lte 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 undger 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 conducting 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 surgicaneds; and pediatric anes-
thesiology capability. The institution should have a burn unit;
inhalation therapy services; and social and physical medicine
services. There should also be nuclear 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 pediatric 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
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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 concerning the examination, or Cer-
tification for Special Competence in Pediatric Surgery should
}ae addressed to The Secretary, American Board of Surgery,
- Inc. ‘ .

7. Special Requirements for Residency Training
in Internal Medicine :

Residencies should be organized to provide experience in
the broad field of internal medicine and those ancillary areas
necessary for its function as a primary care specialty. The
major criterion for an acceptable residency program in 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 learning skills and attitudes which are
essential to the practice of internal medicine. The social and
economic impact of disease on the patient and socie(tjy aswell
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 .

proper resources and facilities are present. The objectives
cannot be achieved when the residency functions primarily 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
institution(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-

am.
gr2. Faculty: (A) The Program Director: The program direc-
tor is responsible for the quality of both patient care and
teaching in the program. The strength of the medical service is
directlyrelated to the professional 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 required to organize,
supervise and implement a good training program. An in-
creasing number of institutions are finding 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 Fnternal Medicine must be
notified in writing immediately.

(B) Section Heads: Both general medical and subspecialty
sections should be well organized under the direction of qual-
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 on a full-time
or part-time basis, but an increasing number of institutions are

Internal Medicine:

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 internists by talent,
training and professional experience to discharge assigned
responsibilities. They should be committed to the purposes
and goals of the teaching program. These physicians must be
willing to accept the principle of meaningful patient responsi-
bility for residents in training. They should assist the program
director and section heads in the education and development
of the resident as described above.

3. Clinical Resources: (A) Patient Population: The patients
encountered during the period of residency training must be
of sufficient number and exhibit a sufficient variety of clinical
problems to provide broad experience for the resident. The
patient population should incorporate adequate numbers of
patients of both sexes and a wide spectrum of ages, including
those in the adolescent and genatric age groups.

(B) Areas of Observation: Patients should be seen not only
in the in-hospital environment and critical care areas but also
in emergency departments and in the ambulatory setting. A
geographic concentration of patients assigned to a given resi- -
dent is highly desirable; it promotes effective teaching and
fosters meaningful interaction with allied health personnel.

4. Facilities: (A) The Physical Plant: The physical plant |
should be planned and constructed to assure proper medical ‘
care as well as safety and comfort for the patient. There must

- be adequate space and equipment for up-to-date diagnosis

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 internal medicine, such as the selection listed
in the Library for Internists prepared by the American College’
of Physicians and published periodically in the Annals of
Internal 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 journals, a library of pertinent audio-tapes, video-
tapes and films together with the equipment necessary for
their use is desirable.

5. Supporting 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 autopsy contributes significantly to the clinical -
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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

rograms permit increased peer interchange and augment the
readth 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
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.

Peer contact and discussion is as important to the learning
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 responsible 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 learn 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 Internal
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 importarit that there be exposure to the specialized kniowl-
edge and methods of a sufficient number of the recognized
medical subspecialties to gain experience with their contribu-
tions 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 clincial
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 Specialties: To achieve breadth of
competence, there should be available experience in areas
related to internal 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 a_&propriate 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 pro-
grams must offer adequate experience in the ambulatory
setting. Such additional experience permits greater apprecia-
tion of the natural history 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 hos-
pitalized patient. [t is mandatory that there be closely super-
vised experience with both general medicine and subspecialty
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 experience 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 con-
tinuity 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 ambula-
tory patients are managed should emulate those of office
practice and may 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 prevail, the super-
visgr 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
a period 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 illnesses 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. _
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(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 internal medicine program. The Resi-
dency Review Committee will consider special educational
tracks to be part of internal medicine programs in its review
and recommendations concerning accreditation.

(C) Educational Exercises: (1) Rounds: Patient teaching
rounds and patient management rounds are integral to a'good
training program. ,

Patient teaching rounds are primarily educational. They
should be formal and led by attending physicians selected for
their knowledge of medicine and skill in bedside teaching.
They should be regularly scheduled at a time reserved exclu-
sively for this activity. There should be continuity and
adequate contact between residents and faculty. Further-
more, it is desirable that the rotations assigned to the residents
and their attendings more or less coincide to permit the
greatest amount of time for evaluation. For example, in many
programs the educational objectives can be achieved with
teaching rounds conducted three times per week, with each
session at least one and one half hours long and with the same
teaching attending on service for at least four weeks, but
preferably six weeks. It is desirable that the teaching physician
see patients other than hisr own although the teaching physi-
cian’s own paients may be included. Generally teaching
rounds are selective ratﬁer than comprehensive so that the
number of patients seen permits adequate time for discussion
of such things as completeness and validity of clinical data,
pathophysiology and differential diagnosis of the disease, and
specitic q_harmacologic, 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. It is 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: Departmentél 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 conferences. Resident
preparation for conferences should include reviewing and
expanding scientific knowledge with key references 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 participation in
clinical research projects with the advice and supervision of
the teaching faculty is encouraged.

9. Resident Responsibility: (A} Meaningful Patient Re-
sponsibility: Professional growth with the attendant develop-
ment of mature clinical judgment requires that residents,
properly supervised, be given a degree of responsibility in
patient care commensurate with their ability. This can be
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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
responsibility 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 necessary
that the resident staff have a keen sense of personal responsi-
bility for patient care. If the residents do not accept this re-
sponsibility, no number of scheduled rounds and conferences
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 permit implemen-
tation 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
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 responsibility
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 internal medicine residents on
internal medicine services.

10. Evaluation of the Resident: | This evaluation should
concern itself not only with intellectual abilities and manual
skills but also with atfitudes 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
qua?irty control or if they satisfy certain identified deficiencies in
a given training program. Particularly desirable is a coopera-
tive educational effort with faculty participation. nterhospital
affiliatios may correct the same type of deficiencies.

12. Totality of Educational Program: The training program
should place emphasis on the whole patient and should take
into consideration not only medical problems but also cul-
tural, 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.
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The resident must learn 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 learn to function in harmony with other
members of the health care team. He should learn 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
internal 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

8. Special Requirements for Residency
Training in Neuroglogical 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 Residency

"Review Committee. A list of accredited training programs in
neurological surgery is published annually in the Birectory 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 re'sponsibility?c])r the entire
program. Appropriate institutions would include hospitals,
medical schools, and medical foundations. As a general rule,
affiliations 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 rule, 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 geographicaﬁ)ya separate hospital, there slgall be a
qualified neurosurgeon responsible for the education of 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 hospi-
tal 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 quality 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 microsurgical 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 acomponent of a training program unless there are approx-
imately 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.

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 cranial and extracranial surgical procedures and
should represent a well balanced spectrum of neurosurgery.
As a minimum, they should includlz,e 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 anadequate
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, radiology, 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
neuroradiologists and neuropathologists. The program
should offer training in the basic sciences of neuroanatomy,
neurophysiology, neurooncology, neurochemistry, 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 program
director should be certified by the American Board of Neuro-
logical Surgery or possess equivalent qualifications. The train-
ing program director must assume responsibility for all aspects
of the training program.

The house officer’s activity outside the educational pro-

am should not be allowed to interfere with his or her per-

ormance in the educational process as defined in the agree-
ment between the institution and house officer.
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The training program in neurological surgery shall follow
after one year of training in an accredited program in general
-surgery, or after one year in-a program sponsored for the
acquisition of fundamental clinical skills. The neurosurgical
trainee may then embark on his or her neurosurgical training
program which shall then be of sixty months’ duration, thirty-
six months .of which should be on the clinical service of
neurological surgery. The resident trainee should assume in-
creasing responsibility during these months. A block of train-

ing of three months minimum in an accredited neurology

training program must be arranged for all trainees unless they
have previously had analogous formal clinical training in an
accredited neurology training program.

There shall be a period of time as senior resident in neuro-
logical surgery. This is considered a critical component in each
trainee’s planned program. The senior resident will have
major or primary responsibility for patient management as
deemed appropriate by the program director. The senior resi-
dent shall have administrative responsibility as designated by
the program director.

Twenty-one months of the total sixty months may be de-
voted to any of several aspects of the training program de-
pending on the needs of the trainee. It may be spent in the
study of the basic sciences, neuroradiology, neuropathology,
or other appropriate subject matter as agreed upon by indi-
vidual trainee and the program director. -

One of the signal qualities of a training program is the
quality of trainees attracted to it. Also, the ability of the faculty
and the Program Director to assure a steady increase in the
trainee’s knowledge is an attribute of a successful training
program. In the review process the Residency Review Com-
mittee will seek evidence that the program evaluates the
progress of the residents while in training.

One measure of the quality of a program is the performance
of its graduates in the examination of the American Board.

Appointments of other individuals for special training or
education, such as fellowships, must not dilute or interfere in
any way with the educational opportunities of regularly ap-
pointed trainees. Addition of such individuals by a Program
Director requires a clear statement of the areas of training,
clinical responsibilities, and duration of the fellowship. This
statement is to be supplied to the Residency Review Commit-
tee at the time the program is reviewed. If fellows so appointed
will in the opinion of the Residency Review Committee inter-
fere in the education of the regularly appointed trainees, the
accredition status of the program may be adversely affected.

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

Residents who seek certification by the American Board of
Neurological Surgery should communicate with the Secretary
of that Board to be sure that the requirements for certification
have been fulfilled. Requests regarding evaluation of educa-
tional programs in neurological surgery and all related pro-
ﬁram inquiries should be addressed to the Secretary of the

esidency Review Committee for Neurological Surgery, 535

North Dearborn Street, Chicago, lllinois, 60610. Inquiries -

regarding certification in neurological surgery should be ad-
dressed to the Secretary, American Board of Neurological
Surgery. The current addresses of these offices are published
in each edition of the Directory of Residency Training Pro-
grams.

Effective: Jan. 1981 ACGME: May 1980

9. Special Requirements for Residency
Training in Neurology
(See Psychiatry and Neurology)
10. Special Requirements for Residency
Training in Nuclear Medicine
Nuclear Medicine is concerned with the diagnostic,
therapeutic, and investigational uses of radionuclides.
Training Goal: Residencies should provide training and
experience in all divisions of the specialty of nuclear medicine,

Nuclear Medicine

including diagnostic and therapeutic applications of radionuc-
lides, and those fields of basic science relevant to the attain-
ment of competence in the broad field of nuclear medicine.

Training Duration: The minimum training period in nuclear
medicine shall be two years following an approved prepa-
ratory post-doctoral period of at least two years duration, as
outlined in the American Board of Nuclear Medicine require-
ments for certification as stated in the current Directory of
Residency Training Programs. The program will ensure that
during the total post-doctoral training the candidate will have
the equivalent of two years in which the primary emphasis is
on the patient and his clinical problems.

Training Content: At the completion of the total training
program the trainee should have a broad knowledge of
medicine, with the ability to obtain a pertinent history, per-
form an appropriate physical examination, and arrive at a
differential diagnosis. %he trainee should be able to plan and
perform appropriate nuclear medicine, procedures, to inter-
pret the results, and to arrive at a logical diagnosis. He should
be qualified to recommend therapy or further studies. If
radionuclide therapy is indicated, he should be capable of
assuming responsibility for patient care. .

The trainee should have received adequate instruction in
the theoretical and practical aspects of diagnostic and
therapeutic nuclear medicine, including education in the rele-
vant basic sciences. The trainee must have participated in a
suitably organized and conducted institutional program which
must have included medical nuclear physics, radiation biol-
ogy, radiation protection, instrumentation, radiopharmaceut-
ical chemistry, and statistics.

The program should be structured so that the trainee’s
responsibilities in nuclear medicine increase progressively dut-
ing the residency. The program should be sufficiently adapta-
ble so that at completion of the residency the trainee will be
knowledgeable in the relevant aspects of clinical medicine,
including patient care.
 The trainee should become familiar with the methods of
investigation, with special emphasis on the use of radionu-
clides, and should be encouraged to participate in research of
his own under adequate supervision.

Program Director and Staff: The Program Director must be
a highly qualified physician, full-time in the specialty of nu-
clear medicine or otherwise acceptable to the Residency Re-
view Committee for Nuclear Medicine. The Director must be
responsible for all aspects of the training program.

The teaching staff assisting the Program Director should
have a breadth of experience which is sufficient to assure
adequate education in all areas of the broad field of nuclear
medicine. '

The ratio of teaching staff to trainees should be sufficient to
ensure adequate supervision and training.

Institutional Requirements: The medical facilities within
which a residency in nuclear medicine is offered should be of
such size and composition as to provide ample clinical mate-
rial. The program should provide adequate opportunity for
trainees to participate and study personally patients with
scanning procedures, in vitro and in vivo laboratory studies,
and nuclear medicine therapy. The program should be of
sufficient magnitude and diversity to provide a broad experi-
ence in the diagnosis, treatment, and follow-up of various
types of clinical applications of radionuclides. There must be
an adequate mechanism for recording case records and re-
sults and to facilitate follow-up and teaching. The number of
nuclear medicine technologists must be adequate for the
workload of the facility.

Space must be adequate for both educational and clinical
functions of the nuclear medicine service. This may be ac-
complished by sharing of facilities. An active medical library
should be available within easy commuting distance of the
nuclear medicine facility used for residency training.

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

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

11. Special Requirements for Residency
Training in Obstetrics-Gynecology
The residency programs in obstetrics-gynecology should
constitute a structured educational experience, planned in
continuitﬁ with undergraduate and conﬁnuingmedical educa-
tion, in the health care area encompassed by this specialty.

While such residency programs contain a patient service -

component, they must be designed to provide education first

and not function primarily to provide hospital service.

An educational program in obstetrics-gynecology must
provide opportunity for increasing responsibility, appropriate
supervision, formal instruction, critical evaluation and coun-
seling for the resident.

The program in basic obstetrics-gynecology must provide
in-hospital and ambulatory training. It must include, but not
necessarily be limited to, experience in high-risk obstetrics,
immediate care of the newborn, the full range of gynecologic
surgery, gynecologic oncology to include experience in the
use of radioactive materials, gynecologic surgical pathology,
reproductive endocrinology and infertility, family planning,
emergency medicine, psychosexual and psychosomatic
counseling, genetics, medical jurisprudence; and the full
range of commonly accepted diagnostic procedures.

For those residency programs associated with post-
residency fellowships, the education of fellows must not com-
promise the experience of residents.

TYPES OF GRADUATE PROGRAMS

The Residency Review Committee for Obstetrics-
Gynecology, for the purpose of monitoring the structure of
residencies, uses the following categories. In all cases, where
more than one institution is involved, a formal written agree-
ment must be developed between the responsible administra-
tive bodies of those institutions.

A. Independent— An independent program is conducted
within a single educational institution under a single pro-
gram director. Extramural rotations are permitted under
the regulations applied to all programs (see below).

B. Integrated —An integrated program is conducted within
multiple educational institutions but under a single pro-
gram director. Each educational institution must have the
overall quality and level of supervision and the educa-
tional requirements demandeﬁf an independent pro-
gram. The residents may rotate at any level, including the
final senior resident year. The program director must have
authority over the educational program in each hospital,
-including the appointments and assignments of all teach-
ing staff and all residents and must assure the uniformity of
the educational experience for each resident. Additional
extramural rotations are permitted under the regulations
applied to all programs (see below). If a program includes
rotations for a total of more than six months for any
resident, at institutions other than those included in the
integrated program, that program becomes an affiliated
program.

C. Affiliated— An affiliated program is one in which any
resident spends a total of more than six months in ex-
tramural rotations outside of the parent institution {institu-
tions in the case of integrated programs).

Extramural rotations may be arranged by the program
director of either an independent or integrated program in
order to enhance the educational experience of the resi-
dents. Only under exceptional circumstances, and with
written prior approval of the Residency Review Commit-
tee, may they be included in the final senior resident year.
Residents are appointed by their parent program and
assigned by it to the affiliated hospitals, where they spend
no more than one-third of the total residency and no more
than twelve months of obstetrics-gynecology. Two types
of extramural rotations may be considered: a) If the total

time of extramural rotation from the parent program by
any resident during the entire residency exceeds six
months, the program is considered to be an affiliated
program and the entire program must receive prior ap-
proval by the Residency Review Committee. b) Rotations
for a total of six months or less will not require that the
program be designated as an affiliated program and these
rotations may be arranged by the program director with-
out prior Residency Review Committee approval.

LENGTH OF GRADUATE MEDICAL EDUCATION

A resident must have a minimum of four years of approved
clinically oriented graduate medical education, of which at
least three years must be entirely in the specialty of
obstetrics-gynecology. Residency programs preceded by a
year of training sponsored by the program may contain more
trainees in that year than the number approved for each year
of specialty training. Residency programs may, therefore, be
of three or more years duration, but programs of different
lengths or quality in the same institution will not be approved.

A program director, under suitable circumstances, may
elect to credit a resident with a period of graduate training in
obstetrics and gynecology gained by the resident before enter-
ing the program. The penod of training must have been of
four of more months in duration and must have been received
in a hospital conducting a currently approved residency in
obstetrics-gynecology. This time may then be used to provide
time, within the thirty-six months of obstetrics-gynecology, for
appropriate electives on other clinical services. It may not be
used to shorten the total length of the residency program.

The Residency Review Committee has the responsibility
for the review of all graduate education programs in
obstetrics-gynecology seeking accreditation. If a program in-
cludes sponsorship of a first graduate year experience, then
the Residency Review Committee has the responsibility for
review of that first graduate year training.

TYPES OF FIRST GRADUATE YEAR

Programs differ widely in the types of experience they offer
to physicians entering the first year of graduate training. Many
programs include rotations to other clinical services, such as
medicine, surgery or neonatology. Other programs, however,
offer predominantly experience in obstetrics-gynecology but
may provide elective time later in the residency for rotations to
other clinical services.

The specific definition given to the first year of graduate
training, as described in the General Requirements, depends
on the content of the training and the administrative structure
developed for implementing and supervising the experience.

NUMBER OF RESIDENTS

The number of residents that can be adequately and re-
sponsibly trained depends on several interrelated factors. The
provision of adequate supervision, education, individual
evaluation and administrative support is critical. With this, it is
of utmost importance that each resident have sufficient inde-
pendent operative and clinical responsibilities to prepare for
practice in the specialty.

Increasing responsibility must progress in an orderly fash-
ion, culminating in a senior resident year. The senior resident
year consists of twelve months of clinical experience, in the
last year of the resident’s program. Elective time in the senior
resident year requires the prior approval of the Residency
Review Committee. The senior resident must have sufficient
independent operating experience to become technically
competent and have enough total responsibility for manage-
ment of patients to insure proficiency in the diagnostic and
treatment skills that are required of a specialist in obstetrics-
gynecology in office and hospital practice.

Clinical involvement alone does not constitute an educa-
tional experience. It is also very important that each program
have a dedicated program director with an interested and
competent teaching faculty sufficient in number and quality to
be able to supervise and instruct the residents at all levels and
in all of the practice areas of the specialty.
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The maximum number of residents in a program is linked to
the number that can be accommodated within the framework
of the above requirements. Since one of the most important
considerations is the clinical experience available to give each
resident adequate primary responsibility, and since this usu-
ally centers upon the senior resident year, the maximum
number of residents in a program depends upon how many
senior residents the program can educate. Usually the
maximum number of residents in a program is the number of
senior residents the program can accommodate multiplied by
three or four, depending upon the length of the program.

The minimum number of residents in a program requires
consideration. Residency programs with a planned comple-
ment of only one resident in each of three or four years may
not sustain the critical mass necessary to keep the program

- vital and can rarely maintain approval. There must be a
potential for development into a program with two or more
residents at each level.

Accreditation is granted on the basis of a balance between

the educational resources and the number of residents in the
program. The appointment of residents in excess of the ap-
proved number may adversely affect the quality of the total
experience of each resident. Therefore, changesin the educa-
tional resources should be reported to the Residency Review
Committee and proposed increases in the number of resi-
dents must first be approved in writing by the Residency
Review Committee.
" All requests for increase in the resident complement must
be based not only on the availability of an adequate patient
population but also on adequate resources for supervision,
education and evaluation. %‘ request for a change in the
number of residents must describe the impact of total experi-
ence upon each of the senior residents under the new circum-
stances. The request will be considered incomplete if it lists
only expansion in beds, hospitals, or overall clinical experi-
ence and does not address the question of expansion of
faculty and administrative support necessary to teach, super-
vise and evaluate the additional residents. Conversely, a re-
duction in beds, hospitals or other changes in the program
which may lead to an anticipated decrease in total experience
for the residents, must be promptly called to the attention of
the Residency Review Committee to determine if a reduction
in the number of resident positions in a given graduate medi-
cal program is necessary. :

PROGRAM DIRECTOR AND FACULTY

An obstetrics-gynecology training program must have an
attending staff with professional ability, as well as enthusiasm,
dedication and a sense of responsibility for teaching. It would
be well for the staff to regard these attributes as a prerequisite
to active faculty membership and promotion. The petfor-
mance of the faculty must be reviewed periodically.

The. program must exist in an educational environment
which includes other relevant graduate medical education
programs in the institution(s}), such as internal medicine,
pediatrics and surgery.

The program director must be able to provide a significant
time commitment to the residency program, demonstrate the
ability to organize and direct the teaching program, and main-
tain. a quality teaching staff. The program director is specifi-
cally responsible for all communications with the Residency
Review Committee, and must report any major change in the
residency program. Further, the program director has the
responsibility of verifying that residents have satisfactorily
completed the program and are prepared to enter specialty
practice.

It is desirable that the program director and the chief of
service of the department be Diplomates of the American
Board of Osbtetrics and Gynecology. In the absence of such
certification, the Residency Review Committee may approve
programs in which these individuals have suitable equivalent
qualifications and a high professional standing in the specialty.

Assignment of the responsibilities for the resident training

by the program director should be clearly defined. To assure

Obstetrics and Gynecology

continuity of teaching efforts and departmental policy, the

;l)_rogram director should have a reasonable tenure of office.
he Residency Review Committee should be notified of any

change in program directors.

GRADUATE TEACHING

Every program, in order to be approved, must have a
written statement of the educational objectives for the resi-
dents in that program. One example of such objectives is set
forth in the current “Educational Objectives for Residents in
Obstetrics and Gynecology.” Directors of programs must be
able to document that they are reviewing the implementation
of the educational objectives and that the residents are indeed
accomplishing what is anticipated of them. Any program
which does not establish a system which clearly demonstrates
that each resident has or has not successfully accomplished
each of the items indicated in the program’s statement of
educational aims and objectives cannot be considered to be
an adequate program.

The program director must establish methods of periodi-
cally and systematically evaluating and documenting the level
of performance, experience and technical skills of the resi-
dents. One example of an acceptable mechanism helpful in
evaluating cognitive knowledge is the CREOG In-Training
Examination. On a regular basis program directors or their
designees must inform the residents of their individual pro-
gress, emphasizing strong points and offering guidance with
re?ard to correcting deficiencies. These evaluations, as well as
a list of skills which the. resident has mastered, must be
documented and available (without revealing the specific res-
ident’? identity) at the time the program is reviewed for ap-
proval.

Formal teaching activities in obstetrics-gynecology should
be structured and regularly scheduled. They should generally
consist of patient rounds, case conferences, journal clubs and
coverage of appropriate basic sciences pertinent to the spe-
cialty. In cross-disciplinary conferences, such as perinatology,
appropriate physicians from other specialties should be in-
vited to participate.

The patient population avialable to the training program
should provide a variety of operative experiences in
obstetrics-gynecology. While quality of the surgery in a hospi-
tal is more important than the actual number of cases, and
while there is a great value to a resident in acting as an assistant
to a skilled and experienced obstetrician-gynecologist, it is
also essential that the resident gain experience in manage-
ment of patients by personal evaluation of the signs and
symptoms, physicial and laboratory findings leading to a
diagnosis and decision for therapy as well as the performance
of technical procedures. An acceptable residency program in
obstetrics-gynecology must be able to provide substantial,
diverse and appropriate surgical experience after the residents
have mastered the basic skills.

For the purpose of program review, accurate and complete
documentation of each individual resident’s experience for
each year of training is mandatory. These records should
indicate the level of participation of the resident and skills
achieved. The program director must review at least semi-
annually the recorg of operative experience with the indi-
vidual resident for breadth and depth of experience as well as
for evidence of continuing growth in technical achievements.
These cummulative data will be reviewed in detail at the time
of survey for program approval or continued program ap-
proval. For the purposes of these records, there is no distinc-
tion between private and service patients.

Complete management of a patient’s care under adequate
supervision should be considered the highest level of training.
There are, however, circumstances under which the trainee
may not assume complete management:

1. When the program director or his designee does not

believe the trainee’s expertise or understanding is
. adequate to insure the best care of the patient.

2. When the attending physician is not willing to delegate

the necessary degree of responsibility.
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3. When the trainee for religious or moral reasons does not
wish to participate in the proposed procedures.

An essential feature of resident education is that a significant
number of staff support the principle of delegation of com-
plete management under supervision. ’

A medical library is an important resource to the obstetrics-
gynecology training program. The library may be sponsored
by the hospital or the department, but it should be readily
accessible to staff, both during the day and in the evening. The
textbooks should be kept up to date, and there should be an
ample supply of current journals devoted to obstetrics-
gynecology and related subjects. When a comprehensive li-

rary is not available in the hospital, an active reference
system should be provided through ready access to larger
medical libraries. '

The fundamentals of good medical history taking and
thoughtful, meticulous physical examination should be
‘taught. Information gained by these procedures must be care-
fully recorded in the medical record. A reliable measure of the
quality of a program is the quality of hospital records. These
records should include daily appropriate progress notes by
both trainees and attending staff, as well as a discharge sum-
mary. The hospital shou?d maintain a record room with
adequate cross indexing and ready reference for study of the
patients’ charts. Periodic summaries of department statistics
- are essential for the evaluation of results and usually will be
requested at the time a program is reviewed by the Residency
Review Committee. .

Knowledge of obstetric and gynecologic pathology is essen-
tial. Therefore, assignment to general and obstetric and
gynecologic pathology may be arranged in such a way that
the resident retains at least part-time contact with clinical
obstetrics and gynecology (night and weekend duty, for in-
stance), in order to fulfilﬁlhe minimum clinical requirements.
While much value also may be gained from assignment to
other clinical services, in general such additional formal rota-
tions are feasible only in programs of more than three years
duration, as such rotations cannot be counted as a formal part
of the required thirty-six months of clinical experience in
obstetrics-gynecology.

It is desirable that a resident in obstetrics-gynecology re-
ceive instruction in the application of radioactive materials,
Since the experience is also desirable for other residents,
some system of sharing in the care of patients with pelvic
malignancies should be achieved.

It is not required, but nevertheless highly desirable, that
every program encourage a research project for each resident,
but it may not detract from or be a substitute for the assign-
ment to clinical services. An active departmental research
environment is a useful educational experience, whether or
not the individual resident participates directly:

Since obstetricians-gynecologists function as providers of

comprehensive care for women, experience in the care of
ambulatory patients is essential in training programs. T he ratio
of outpatient visits to admissions for operations should be

evidence of this emphasis. Since many of the patient prob- .

lems seen in the hospital outpatient department are compara-
ble to those seen in office practice, it is essential to provide a
closely supervised experience in an active outpatient setting
that also insures a continuity of care for patients by the indi-
vidual resident. Increasing responsibility should be given to
the resident under the conscientious guidance of a qualified
attending staff member.

It is not essential or desirable that all training programs be
identical in structure or function. It is, however, mandatory
that each residency program provide quality education and
experience for each of the residents completing the program.

One significant measure of the quality of a program is the
performance of its graduates on the examinations of the
American Board of Obstetrics-Gynecology.

In addition to these Special Requirements as set forth, all
provisions of the General Requirements must also be met for
approval of a residency program. Residents who plan to seek

certification by the American Board of Obstetrics and
Gynecology should communicate with the Secretary of the
Board to obtain the latest information regarding current re-
quirements for certification.

Effective: July, 1982 ACGME: May, 198!
12. Special Requirements for Residency
Training in Ophthalmology

SECTION 1. INTRODUCTION
The “Special Requirements for Residency Training in

- Ophthalmology” set forth the educational prerequisites for

trainees and the minimum components that a residency train-
ing program in ophthalmology must possess, including the
duration of training, institutional support and administration,
faculty, educational program, patient resources, and facilities.

Residency training programs in ophthalmology should be
organized to provide a stable, well coordinated progressive
educational experience for the trainee rather than simply to
provide health care to patients.

SECTION 2. PREREQUISITES

A first post-graduate clinical year (PGY-1) in an accredited
program or equivalent training is required of all candidates
entering ophthalmology training programs. Itis suggested that
the year be comprised of training in which the resident has
primary responsibility for patient care in a field such asinternal
medicine, neurology, pediatrics, surgery, family practice, or
emergency medicine. As a minimum, six months of the year
should be a broad experience in direct patient care.

SECTION 3. DURATION OF TRAINING

The length of training in ophthalmology must be at least 36
calendar months, including appropriate short periods for vac-
ation, special assignments, or exceptional individual circum-
stances approved by the program director.

SECTION 4. INSTITUTIONAL SUPPORT AND
PROGRAM ADMINISTRATION

A. General

Program directors must be given sufficient authority, finan-
cial support, and facilities b¥: the governing body of the spon-
soring institution to permit them to organize and supervise the
following activities of the training program: staff recruitment,
resident selection and evaluation, instructional program, pa-
tient management, and research.

B. Qualifications of the Program Director

The program director must be a qualified physician, fully
trained in the discipline of ophthalmology, certified by the
American Board of Ophthalmology or possessing suitable
equivalent qualifications in the judgment of the members of
the Residency Review Committee. The tenure of the program
director should be adequate to insure stability and continuity
of the program. . .

The program director must be able to devote sufficient time
to the administration and conduct of the residency training
program so that the educational experience for the residents is
satisfactory. The Residency Review Committee for Ophthal-
mology will evaluate the overall effectiveness of the program
director as an administrator, educator, and research coor-
dinator.

C. Administrative Responsibilities of the Program Director

The program director must develop and maintain current
documentation of institutional or inter-institutional
agreements, resident agreements, patient care statistics, fa-
culty evaluations, and assessment of resident performance.
The forms necessary to document these activities shall be
provided by the Residency Review Committee.

The program director is responsible for notifying the Secre-
tary of the Residency Review Committee of any change which
may significantly alter the educational experience for the resi-
dents. These will include a change in:
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1) program director and/or departmental chairman;
2) .formal affiliation with another institution;

-3) required rotation to any institution other than the parent
. institution or institutions integrated into the programs;
or

4) the number of resident positions offered.

A proposed change in the number of resident positions
offered at any level of training or in the total number of
resident positions offered must receive prior review of the
Residency Review Committee to determine whether
adequate resources exist to train the number of residents
contemplated and to determine whether an adequate balance
ebxlists between educational opportunity and clinical responsi-

ility,
SECTION 5. THE TEACHING FACULTY

The faculty should possess good clinical and teaching skills.
The faculty must devote adequate time to the education of
residents. It is desirable that the faculty be chosen with a broad
range of subspecialty interests.

Faculty members should be certified by the American
Board of Ophthalmology or possess suitable equivalent qual-
ifications.

As a general rule, there should be sufficient faculty in the
program to provide a minimum of approximately one full-
time equivalent faculty person for every three residents in the
program. '

SECTION 6. PARTICIPATING INSTITUTIONS

Allinstitutions participating in the training program must be
described as requested by the Residency Review Committee
in its information forms. Affiliations with institutions which are
geographically remote from the parent institution (not within
commuting distance) should not represent a significant prop-
ortion of the training program, unless the remote institution
can be shown to provide equivalent educational experience
to that obtained at the parent institution. Rotations to foreign
countries shall not be used to meet minimum educational
standards. . :

SECTION 7. EDUCATIONAL PROGRAM

-The program director is responsible for the structure and
content of the educational program and must provide the
Residency Review Committee with a statement of objectives,
methods of implementation, and procedures for assessment
of the program. Extramural educational experiences may be
used to complement the teaching program, but the prepon-
derance of the educational experience must be designed and
supervised by the program director. The components of the
educational program should include:

A. Didactic Instruction in the Basic and Clinical Sciences

Residents should be educated in basic and clinical sciences
through lectures or discussions relevant to the practice of
ophthalmology. Regularly scheduled required lectures or
seminars should be held at the parent institution. As a general
rule, the didactic curriculum should encompass a minimum of
approximately 400 hours of instruction for residents during
the 36 month training program. '
B. Case Presentations and Clinical Conferences

A minimum of approximately eight hours per month should
be devoted to regularly scheduled case presentations and
clinical conferences attended by majority of residents and
faculty.
C. Pathology

The intramural training experience in ocular pathology
should be comprised of lectures, clinicopathological confer-
ences and a minimum of approximately 50 hours of in-
tramural laboratory experience in gross and microscopic ex-
amination of pathological specimens.
D. Clinical Experiences

The volume and variety of clinical ophthalmological prob-
lems in children and adults must be sufficient to afford each
resident a graduated supervised experience with the entire

Ophthalmaology

spectrum of ophthalmic diseases so that the resident may
develop appropriate diagnostic, therapeutic, and manual
skills and be able to judge whether these should, or should
not, be applied.

1. Out-patient Experience ' :

Residents should be responsible for the care of an adequate
number of outpatients during the course of training. The
out-patient experience for a resident during the three year
training program should consist of a minimum of approxi-
mately 3,000 patient visits appropriately distributed through a
broad range of ophthalmic disease in adults and children.
There should be evidence of faculty supervision in at least
two-thirds of these visits, and evidence that residents have
major management responsibility in at least two-thirds. Ap-
proximately 1,500 of these patients should be refracted by the
resident.

2. Surgical Experience

Residents should perform and assist at sufficient surgery to
become skilled as general ophthalmic surgeons. For example,
the residents’ experience should typically include a minimum
of approximately 25 cataract procedures and approximately
10 strabismus procedures in which the resident has major
technical and patient care responsibilities,

The Residency Review Committee will require documenta-
tion (on its information forms) of the surgical experiences of
each resident, to include the number of cases in each category
where the resident has served as a primary surgeon, or the
assistant surgeon.

3. Consultation Experience

Each resident should care for a minimum of approximately
150 patients seen in consultation during the course of three
years of training. The types of cases seen should cover a wide
spectrum of ophthalmic diseases and ophthalmic manifesta-
tions of systemic diseases.

E. Fellowship Program

If the residency training program is conducted in conjunc-
tion with fellowship training programs for teaching advanced
competence in specialized areas of ophthalmology, such fel-
lowship programs must not adversely effect the.experience of
residents in the core training program.

SECTION 8. FACILITIES
A. Clinic :

The outpatient area in at least one participating institution
must have at a minimum one fully equipped examining lane
for each resident in the clinic. There must be current equip-
ment for ophthalmic photography, fluorescein angiography,
perimetry, retinal electrophysiology, ultrasound and mic-
robiology readily available in the clinic area or nearby.

B. Operating Room Facilities

The surgical facilities at each participating institution in
which residents are trained in surgery must include at least one
operating room fully equipped for ophthalmic surgery, includ-
ing an operating microscope.

C. Inpatient Facilities

There must be inpatient facilities with sufficient space and
beds for good patient care and for educational purposes. An
eye examination room with a slit lamp should be available and
conveniently located within or near the inpatient area of each
participating institution.

D. Library

Residents should have access to a major medical library. In
addition, there should be readily available a collection of
ophthalmological and general medical texts, journals, films,
records and tapes.

SECTION 9. OTHER

In its review and evaluation of training programs the Resi-
dency Review Committee for Ophthalmology may use the
pass rate on the examinations of American Board of
Ophthalmology for residents completing a particular program
as one measure of the quality of that training program.

Training programs in ophthalmology should comply with all
of the provisions of the “General Requirements.”
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Residents who plan to seek certlﬁcatxon by the American
Board of Ophthalmology should communicate with the Sec-
retary of the Board regarding specific requirements for certifi-
cation.

Effective: July 1982 ACGME: Sept. 1981

13. Special Requirements for Residency
Training in Orthopaedic Surgery

Orthopaedic surgery is the medical specialty that includes
the investigation, preservation, and restoration of the form
and function of the extremities, spine and associated struc-
tures by medical, surgical and physical methods.

The Special Requ1rements for Orthopaedic Surgery detail
the content and scope of the education and experience which
a program must provide.

. TRAINING PERIOD

A. Duration of Training:

The post-graduate medical educational requirement is five
years, of which at least three years must be in an accredited
orthopaedic residency. These three years must include a sig-

- nificant quality educational experience and appropriate mixin
adult orthopaedics, children’s orthopaedics, and trauma. An
orthopaedic residency program may be responsible for three,
four or five years of post-graduate medical education. Ac-
creditation by the' Residency Review Committee and the

Accreditation Council for Graduate Medical Education

(ACGME) is required for all years in the program.

B. Categories of Post-Graduate Education

As many as two years of post-graduate education may be

obtained from the K)llowmg categories:

1. The first post-graduate year (PGY-1) may be in a
broadly based ACGME accredited program with no
more than three months of orthopaedic surgery.

2. Up to two years may be spent in an ACGME accredited
residency in a broadly based medical discipline.

3. Up to twelve months of study may be in either clinical or

‘ laboratory research.
II. RESPONSIBILITIES OF INSTITUTIONS

A, Institutional Support

The governing body of the institution should provide sup-

port for the program director in teaching, recruiting staff,
selecting residents, and dismissing residents whose perfor-
mance is unsatisfactory. Assurance of due process for resi-
dents and teaching staff should be demonstrated.

B. Affiliation Agreement

When the resources of two or more institutions are utilized

for the clinical or basic science education of a resident in
orthopaedic surgery, letters of agreement must be approved
by the institutional governing boards.

Affiliations should be avoided with institutions which are:

1) atsuch a distance from the parent institution as to make
resident attendance at rounds and conferences difficult,
or

2} which do not add to the educational value of the pro-
gram.

Clinical responsibility alone does not constitute a suitable

educational experience.

ITIl. PROGRAM ORGANIZATION AND RESPON-
SIBILITIES® .

A. Quudlifications of the Program Director

The program director should be certified by the American
~ Board of Orthopaedic Surgery or possess suitable equivalent

qualifications. The evaluator of such equivaléncy will be the
" Residency Review Committee. The effectlveness of the pro-

°*Program directors are referred also to the “General Requirements” of the
Essentials of Accredited Residencies for further explanation of the requirements
for program organization and responsibilities of the program director and the
staff. .

gram director will be considered by the Residency Review
Committee.

B. Responsibilities of the Program Director

1. The program director must arrange for the provision of
adequate facilities, teaching staff, resident staff, teaching
beds, educational resource materials, out-patient
facilities, and research facilities.

2. The program director is responsible for the selection of
residents and must insure that the appointed residents
meet the eligibility re‘quirements‘listed under item 3 of
the “General Requirements.” The program director
should monitor each resident’s performance and pro-
gress in cognitive, judgmental, interpersonal and man-
ual skills aspects of orthopaedic surgery. It is the pro-
gram director’s responsibility to counsel, censure, and,

' after due process, to dismiss residents who fail to dem-
onstrate appropriate industry, competence, responsibil-
ity learning abilities, and ethics.

3. In programs which offer post-graduate fellowships and
instructorships, the program director should insure that
such fellowships and instructorships do not compromise
resident education.

4. The program director must keep documentation of in-
stitutional and interinstitutional agreements, resident
agreements, patient care statistics, and evaluations, in-
cluding periodic assessments of resident performance.
These documents must be provided upon request to the
Residency Review Committee or site visitor.

5. The program director must notify the Secretary of the
Residency Review Committee of any change which
might significantly alter the educational experience.
Examples of such changes are:

a. Change of program director.

b. Major changes in institutional affiliation. Any change
in formal affiliation with an institution where a resi-
dent spends six months or longer requires prior ap-
proval by the Resndency Reivew Committee. The
total experience in institutions in which programs in
Orthopaedic Surgery are not accredited by the
ACGME shall not exceed six months for any resi-
dent.

c. Extension of resident education perlod A program
director may retain a resident longer than the dura-
tion for which the program is accredited in or-
thopaedic surgery so that the resident may achieve
sufficient competence in the specialty. The Resi-
dency Review Committee must be notified of such.
retention.

d. A change in number of residents. Any change in the
number of residents at any level of training or change
in the total number of residents must receive prior
approval of the Residency Review Committee.

. Responsibilities of the Teaching Staff

. It is the responsibility of the teaching staff to i insure that
the orthopaedic residency is an educational experience
with the resident in the role of student. The structure and

‘content of the of the residency program should reflect

the education-service ration of an educational experi-

ence.
2. There must be sufficient staff available to supervise and
instruct residents at all times. The teaching staff should

" demonstrate sufficient commitment in time and energy

to fulfill the teaching assignments.

3. The teaching staff should participate in appropriate sci-
entific societies, pursue their own continuing education,
and develop an active interest in related research.

IV. ELIGIBILITY, SELECTION,; RETENT[ON AND DIS-
MISSAL OF RESIDENTS

Program directors are referred to the “General Require-
ments” in this area.

=0
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V. TYPES OF PGY-1 EDUCATIONAL EXPERIENCE

A. Categorical PG-1 Year

The categorical post-graduate year (PGY-1) must be spent
in an accredited institution which has accredited residency

rograms in general surgery, internal medicine and pediatrics.
n categorical programs, the non-orthopaedic PG-1 year
should include no more than three months of orthopaedic
experience.
. Transitional Programs -

In transitional programs, the non-orthopaedic PG-1 year
should include no more than three months of orthopaedic
experience.

VL. SCOPE OF CLINICAL, BASIC SCIENCE, AND RE-
SEARCH EXPERIENCE

A, Clinical Resources

Clinical problems must be of sufficient variety and volume
to afford the residents adequate educational experience in
diagnostic, therapeutic, judgmental, and manual skills in adult
orthopaedics, pediatric orthopaedics, fractures and trauma,
surgery of the spine, .including disc surgery, hand and foot
surgery, athletic injuries, rehabilitation and related basic sci-
ences, :

B. Resident Responsibility

The residency program should provide gradually increasing

responsibility. Inpatient and outpatient experience including

all age groups is necessary.

C. Teaching Rounds and Conferences

There must be regularly scheduled and held teaching
rounds and clinical conferences. Subjects of mutual interst
should be discussed at interdisciplinary conferences.

D. Basic Medical Sciences '

" Basic science education must include anatomy, biochemis-
try, biomechanics, microbiology, pathology, physiology, em-
bryology, and other studies related to the musculoskeletal
system. Specific time must be available for basic science
instruction and routine clinical duties must not encroach upon
this time.

1. Anatomy should include study and dissection of
anatomical specimens, appropriate lectures or other
formal sessions, and correlation of anatomical infor-
mation with clinical problems.

2. Pathology should include formal teaching sessions

with lectures or seminars in correlative pathology, and

the study and discussion of microscopic pathology
with correlation to physical and roentgenographic
findings and patient care.

3. Biochemistry and physiology should include presen-
tation of formal course materials as related to or-
thopaedic surgery. The application of biochemistry
and physiology to daily clinical problems should be
emphasized. _

4. Biomechanics should be presented in seminars or
conferences emphasizing principles and terminology

~ as applied to orthopaedic practice.

5. Bacteriology and pharmacology should be discussed
in depth as related to patient care.

E. Research

Reasonable facilities for research by the residents should be
provided. Reports of such research should be encouraged.

F. LibraryFacilities : :

Library facilities should have available current and past
orthopaedic periodicals and reference books.

VI. PROGRAM EVALUATION

A. Site Visits

All programs will be evaluated -periodically by the Resi-
dency Review Committee for Orthopaedic Surgery. This
evaluation will include a site visit by a salaried Field Surveyor
oran Orthopaedic Site Visitor as determined by the Residency
Review Committee for Orthopaedic Surgery. A report of the
site visit will be sent to the Residency Review Committee and
will be considered in the evaluation of the program.

Otolaryngology

B. Examinations ‘

One measure of the quality of a program is the performance
‘of its graduates on examinations for certification by the
American Board of Orthopaedic Surgery.

C. Programs on Probation

Programs on probation will be reviewed by a specialist
within one year of their accreditation on a probationary status.

If deficiencies as documented by the specialist site visitor
have not been corrected, withdrawal of accreditation of the
program may be recommended after review by the Residency
Review Committee.

VIll. BOARD CERTIFICATION

Residents who plan to seek certification by the American
Board of Orthpaedic Surgery should communicate with the
Secretary of the Board to obtain the latest information regard-
ing certification.

Effective: July 1981 ACGME: Feb. 1981

14. Special Requirements for Residency
Training in Otolaryngology
Duration of Training: Residency training programs in
Otolaryngology are designed to meet the requirements of the
Council on Medical Education of the American Medical As-
sociation, the American College of Surgeons, and the Ameri-
can Board of Otolaryngology. The training must be of at least
five years duration, which should include one year of general

: surlgery training, three years of progressive training in

otolaryngology, and one additional year in otolaryngology,
general surgery or in other residency programs accredited by
ACGME. The final year of training must be a senior experi-
ence in otolaryngology.

Scope of Training: As stated in the general requirements
(Section 7, Training Program), it is not essential or even
desirable that all programs should adopt exactly the same
program, or that they should offer a rigidly uniform sequence
of experience. It is essential, however, that all institutions
participating in graduate training in otolaryngology should be .
able to meet the fundamental requirements for an approved
program and, either alone or in collaboration, should obtain

' comparable results in the quality of training and in the experi-

ence obtained.

Residencies in otolaryngology should offer broad training .
and should preferably include some experience in closely
related fields of surgery. Adequate educational content and
overall clinical and operative experience should be provided
to enable the resident on completion of his training to begin
the practice of his specialty in a scientific and competent
manner. Residencies in otolaryngology must provide in-depth
training and experience in medicine and regional surgery. ﬁ is

. essential that the training program have a well-organized,

comprehensive, and effective educational curriculum. The
curriculum content should reflect careful planning, with evi-
dence that the cyclical presentation of core specialty knowl-
edge is being supplemented by the addition of current infor-
mation and that teaching is being conducted in a variety of
educational settings employing accepted principles of educa-
tional methodology.

Essential equipment for diagnosis and treatment should be
available, including all special apparatus. The clinical material .
should be sufficient in variety and amount to provide

"adequate training in the various divisions of the specialty. The

program should provide for training in the following areas:

1. Morphology, physiology, pharmacology, pathology,
microbiology, biochemistry, genetics, immunology, allergy
and neurology relevant to the head and neck; the air and food

ssages; the communication sciences, including a working

nowledge of audiology and speech; the endocrine disorders
as they relate to otolaryngology.

2. The recognition and management of congenital
anomalies, abnormal function, trauma and disease in the
regions and systems enumerated in item one above.
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3. The recognition and medical management of diseases
and abnormality of function of the ears, upper and lower
respiratory tract and food passages.

4. Therecognition, technique and surgical management of
congenital, inflammatory, neoplastic and traumatic states, in-
cluding among others:

a. Temporal bone surgery

b. Paranasal sinus and nasal septum surgery

c. Max:l]ofacnal plastic and reconstructlve surgery of head
and neck

Surgery of the salivary glands
Head and neck oncologic surgery
Head and neck reconstructive surgery particularly as it
relates to the restoration of function in congenital
anomalies; following extensive surgery and complica-
tions of head and neck trauma

g. Peroral endoscopy, both diagnostic and therapeutic
h. Surgery of lymphatic tissues of the pharynx
i. Pre- and post-operative care. -

5. Diagnosis and diagnostic methods including related
laboratory procedures.

Diagnostic and therapeutic radlology, including the in-
terpretatlon of roentgenograms of the nose, accessory
sinuses, salivary glands, temporal bone, skull, neck, larynx,
lungs and esophagus.

7. Awareness of the current literature especially pertaining
to the areas mentioned in item one above.

8. Awareness of the habilitation and rehabilitation tech-
niques and procedures pertaining to otolaryngology.

A more detailed list of the procedures to be peformed by
residents may be obtained by rev1ewmg the Residency Re-
view Committee form entitled Otolaryngolo’gc Operative
Experience Report for an Individual Resident.” It is essential
that there be documentation of a careful analysis of the opera-
tive experience of the individual residents and the cumulative
operative experience of the graduating residents annually by
the Program Director as a part of his responsibility for the
evaluation of the balanced progress of individual residents
and the total program. The training shall include a systematic
course of instruction with demonstrations on clinical and
technical subjects pertinent to the various phases of otolaryn-

~0 a

- gology. Adequate experience should be provided in office

practice procedures and management.

A program need not necessarily be confined to a single
hospital. In programs involving two or more hospitals, it is
essential that the training programs be organized by the parent
institution with progressive responsibility for the residents.
Collaborative programs can be developed where two hospi-
tals of graduate training caliber have complementary clinical
resources which can be combined to advantage in developing
an acceptable program.

Application of the Basic Medical Sciences: There should be
training in the concepts and technique of allergy therapy, and
in audiology and speech and language disorders. There
should be applied training in hearing, hearing evaluation,
hearing aid use, hearing conservation, hearing rehabilitation
and the effects of noise on hearing. There should be instruc-
tion in the recognition and management of such disorders as
aphasia, articulation, dysfluency and voice disorders as well as
in normal and abnormal language development. Also, there
should be applied training in vestibular function evaluatlon
and vestibular disabilities.

Frequent departmental conferences for a detailed discus-
sion of problem cases are important, as are also
clinicopathological conferences, The residents should study
and discuss with the pathologist all tissues removed at opera-
tion and all autopsy material?;om patients on their services. It
is desirable to have the residents assigned for a period of
service in the department of pathology.

Surgical anatomy should be stressed by the attending sur-
geons in discussing surgical cases with the residents, and also

by the pathologists in the performing of autopsies as far as is
possible. In addition, opportunity for the residents to work out
special anatomic probrems by performing dissections in the
laboratory should be provided.

Research offers an important opportunity for the applica-
tion of the basic sciences in clinical problems, and is an
essential part of the preparation of the resident for a lifetime of
self-education after the completion of formal training. It is
essential that the training program provide a meaningful re-
search experience for the residents, sufficient to result in an
awareness of the basic principles of study design, perfor-
mance, analysis and reporting. The research experience may
be clinical or basic in nature and should reflect careful advice
and planning with the faculty.

One of the major areas of responsibility for program direc-
tors is the area of continuing program and trainee evaluation.
It is essential that the training program conduct a periodic
evaluation of the adequacy of the total educational experi-
ence of the residents and of the professional and educational
progress of each resident.

[t is essential that the residents participate in existing na-
tional examinations. Analysis of the results of these testing
programs should guide the faculty in regard to the strengths
and weaknesses of the individual trainees and the teaching
program. Reasonable facilities for research by the residents
should be provided, together with stimulating guidance and
supervision,

Staff: The chief of the training program should be certified
by the American Board of Otolaryngology, or possess suitable
equivalent qualifications.

At least one other member of the staff should be 51mxlarly
qualified.

The director of the otolaryngology training program must
devote sufficient time to the conduct of the program to assure
that an appropriate educational experience is provided for the
residents.

It is the responsibility of the program director to develop a
sound administrative organizational framework and an effec-
tive teaching staff as essential elements of an approved train-
ing program. It is essential that there be clear documentation
of an adequate faculty commitment to the residency training
program and that there be assurance of adequate institutional
support for the otolaryngology training program in terms of
budgetary, space and clinical resources provided by the in-
stitution.

Staff members must have a real interest in teaching, be
willing to give the necessary time and effort to the educational

rogram and be engaged in scholarly activities such as
F 1) participation in regional or national scientific societies;
(2) participation in their own continuing surgical education; '
(3} engage in scientific publications and presentations; and
(4) show active interest in research as it pertains to their
specialty. A staff which does not exhibit such characteristics
will be cause for grave concern as to its adequacy and suitabil-
ity for conducting a program of graduate education in
otolaryngology.

Surgical Staff: The surglcal staff should be composed of
surgeons who are highly qualified in both surgical skill and
judgment. It should be properly organized and harmonious,

lgnl]\e designated heag or chief of service responsible for the
quahty of work done in the department, and he should be the
surgeon best fitted for this responsibility. The members of the

staff should have a sincere interest in teaching and in the

welfare of the residents and must be willing to give the time
and effort required by the educational program.

Approval cannot be grar'\ted for residency training in
otolaryngology if the service is a division of the department of
surgery unless that division is headed and staffed by quahﬁed
otolaryngologists as specified above.

Clinical Material: The institution must be able to provide an
adequate number and variety of otolaryngic medical and
surgical patients. Arbitrary figures cannot reveal these consid-
erations accurately. The surgical cases provided by the hospi-
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tal should reflect a broad range of pathological problems and
clinical experience pertinent to oto]aryngo?:)gy. his is essen-
tial to give the progressive operative experience necessary for
the resident. The residency program should be organized so
that the residents will hold positions of increasing responsibil-
ity for the care and management of patients.

An approved residency in otolaryngology should include a
well-organized and well-supervised active outpatient service.

A hospital which limits its clientele to special types of cases
may, if otherwise qualified, be approved as a collaborating
hospital if its residency is an integral part of an approved
comprehensive program.

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

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

Effective: Not Specified ACGME: May, 1980

15. Special Requirements for Residency
' Training in Pathology

Accreditation is granted for residency training programs in
pathology in the following categories:

Category APCP-4 —In both anatomic and clinical pathol-
ogy, two years in each, for a total of four years.

Category AP-3 —In anatomic pathology only for three or
more years. :

Category CP-3 —In clinical pathology only for three or
more years.

Category APFP-4 —In both anatomic pathology and
forensic pathology, two years in each; for a total of four years.

Category APNP-4 —In both anatomic pathology and
neuropathology, two years in each, for a total of four years.

Category FP-1 —In forensic pathology for one year.

Category FP-2 —In forensic pathology for two years.

Category NP-2 —In neuropathology tor two years.

Category DP-1 —In dermatopathology for one year.

Category DP-2 —In dermatopathology for two years.

Category BB-1-—In blood banking for one year.

Category RIP—In radioisotopic pathology for one year.

Category SP-1—In selective pathology (formerly, special
pathology) usually for one year. Programs in this category are
ordinarily approved in highly specialized hospitals of ac-
knowledged excellence which because of the limitations of
their clinical material cannot provide general training in
anatomic or clinical pathology. Resident experience in a selec-
tive pathology program is deemed to be equivalent to one
year of training in either anatomic or clinical pathology. Resi-
dents receiving part of their training in such programs should
consult with The American Board of Pathology as to what
other training is necessary to provide acceptable breadth of
experience.

Training programs intended to qualify applicants for certifi-
cation in other special fields of pathology by The American
Board of Pathology are approved by the Board on an indi-
vidual basis.

The provisions of the General Requirements (Section 1 to
10) must also be met for accreditation.

Training Programs in

Anatomic and Clinical Pathology
Scope of Training: The training programs in AP/CP, AP and
CP should be designed so as to offer the opportunity to
acquire a broad and in-depth understanding of the subject
matter in clinical and anatomic pathology, as well as the
techniques and methodology required to gain this informa-
tion. Experience in the iriterpretation of laboratory data, in the
management and direction of a laboratory, in teaching and in

- investigation are all objectives of a good program.

Pathology

Every opportunity should be offered to and every attempt
made by the trainee to gain clinical correlative experience in
anatomic pathology and in clinical pathology and to relating
these experences directly to the patient.

Systematic instruction in anatomic pathology should be
accomplished primarily through the use of fresh tissues, mi-
croscopic slides, and photographs from current cases
supplemented by museum specimens and seminar and
course materials. Equal attention should be paid to maternial
from the autopsy service as well as from the surgical pathology
service. Proficiency in frozen section diagnosis, in exfoliative
and other forms of cytology, in electron and other special
forms of microscopy, in histochemistry, in cytogenetics and in
immunopathologic techniques is an important aim. Training
should be given in forensic pathology neuropathology,
pediatric pathology and gynecologic pathology and where
such training is not available in the primary institutions, ar-
rangements should be made to accomplish this in other in-
stitutions. The teaching material must be sufficient in quality
and varniety to afford adequate training in gross and micro-
scopic pathology. Special emphasis, however, should be
placed on the quality of the supervision and instruction and
the nature and quality of opportunities to gain clinical correla-
tive experience. )

The training in clinical pathology should emphasize an
integrated understanding of procedural theory and selection,
quality control and clinical correlation since the result of a
clinical pathology laboratory procedure should closely reflect
the medical requirements involved. Assurance of quality, pre-
cision, accuracy and medical appropriateness of laboratory
data to the diagnosis, management and prognosis of patients,
and the development of medical administrative ability and
responsibility are of special importance in clinical pathology.

Instruction in clinical pathology should include, but not be
limited to, training in medical microbiology, medical parasitol-
ogy, immunohematology-blood banking, chemical pathol-
ogy, hematology, medical microscopy, immunopathology,
radioisotopic pathology, toxicology, endocrinology and the
application of the physical and biological sciences to the diag-
nosis, prognosis and treatment of diseases. Instruction in au-
tomation and data handling in the clinical laboratory should
be included in the training program. It is expected that instruc-
tion will be augmented by tﬁre use of seminar and course
materials, laboratory indices of unusual cases and clinical
correlative conferences.

- The general criteria for approval of hospitals and
laboratories are both qualitative and quantitative. On the
score of quality, consideration is given to the qualifications of
the director of laboratories and his associates and assistants,

" the supervision of work of the trainee, the quality of the

educational program which includes the educational envi-
ronment of other training programs, the opportunities for
significant exchange of information and experience with pa-
tient care physicians through conferences, seminars, rounds,
consultations and on-call and trouble-shooting respon-
sibilities, the exactness and completeness of the laboratory
work performed and the quality control procedures used. On
the score of quantity, considerationn is also given to the
volume and distribution of laboratory work both in absolute
numbers and in relation to the size of the hospital, to the
pattern of medical practice in the institution, to the diversity
and completeness of tests performed, to the size and equip-
ment of the laboratory, and to the number and qualifications
of medical and nonmedical personnel in relation to the vol-
ume of work.

It is expected that the director of the program be fully
qualified in the branches of the specialty for which training is
approved, and that he provide adequate supervision of the
hospital laboratory. Adequate supervision is not interpreted in
terms of hours, but rather that the director have no obligation
outside of the one approved hospital which will dilute the
quality of this supervision; the equivalence of full time direc-
tion by two or more qualified persons is acceptable in special
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instances. Similarly, two or more hospitals may be approved
as a unit with a single, full-time director of laboratories if it is
apparent that a satisfactory training program can be con-
ducted.

Itis expected that the number of medical technologists and
their qualifications will be appropriate for the volume of work
in the laboratory.

Sufficient laboratory and office space, as well as equipment,
should be provided for both staff and trainees to enable the
department to function efficiently and the training program to
be effective. There should be facilities in all hospitals for the
procedures usually performed in clinical pathology, including
cytogenetics and immunopathology, and for the study of
surgical and cKtoIogic specimens, and for the performance of
necropsies. The trainee must be provided with the opportu-
nity to study such special procedures not available on the
premises of the main training institution.

The work and training of trainees must be fully supervised
with appropriate and increasing responsibilities of trainees
being clearly defined. Inter- and intra-department confer-
ences, seminars, journal clubs and demonstrations should be
conducted as frequently as the volume of the material and the
size of the staff justifies. A clinicopathologic correlative confer-
ence should be held regularly to review necropsy cases.

In institutions offering training in both anatomic and clinical
pathology, the program should be so arranged as to assure
even division of the residents’ training and experience in
anatomic and clinical pathology. Ordinarily, this can best be
achieved by a series of exclusive, or nearly exclusive, assign-
ments to the various departments of the laboratory. Assign-
ment in cytopathology is a mandatory requirement for train-
ir:{g in anatomic pathology with the trainee being given
adequate instruction and supervision, and appropnate re-
sponsibility. The training should be supervised by a
pathologist trained or fully experienced in cytopathology and
should include experience with extragential as well as gential
material.

Quantitative Requirements: In the field of anatomic pathol-
ogy there should be sufficient volume and variety of necropsy;,
and surgical and cytopathologic material (except in special
" programs) to insure adequate education, training, and experi-
ence in this branch of the specialty. There are no absolute
criteria but special scrutiny will be given to a hospital in which

an adequate volume and variety of the various types of

anatomic material does not exist.

In the field of clinical pathology there should be a reason-
able diversification of tests and in each category there should
be sufficient volume to provide training and experience.
There are no absolute criteria but special scrutiny will be given
to a hospital in which there is not a reasonable diversification
and variety. ’

Effective: July, 1981 ACGME: May, 1980

Training Programs in
Neuropathology

Itis expected that the program will be for a minimum of one
year and will be directed and adequately supervised by a
qualified neuropathologist and that additional
neuropathologists be involved in the training. .

The neuropathology program should be associated with
the Department of Pathology in-which during each year at
least 200 necropsies, with examination of the nervous system,
are performed, and 100 neurosurgical specimens from opera-
tive procedures on brain and spinal cord are examined for
diagnosis. In addition, there should be a reasonable number
of neuromuscular and peripheral nerve biopsy specimens and
an opportunity to study tumors and related lesions of

peripheral nerves and sympathetic and parasympathetic

nervous systems. The number of residents in training should
be proportional to the amount and quality of material avail-
able.

Adequate laboratory space and facilities and competent
personnel should be available and properly utilized for the
conduct of the special procedures customarily employed in
neuropathology, including electron microscopy and his-
tochemistry. .

There should be teaching materials in the form of indices of
unusual cases, course and seminar materials and microscopic
slide collections augmented by photographs and/or museum
specimens sufficient to provide adequate study of conditions
and diseases not frequently encountered in the routine nec-
ropsy and surgical specimens.

Teaching conferences in neuropathology, joint conferences’
with the general pathology service and with the clinical serv-
ices of neurology, psychiatry, and neurosurgery should be
regularly scheduled and attended by residents.

It is expected that residents in neuropathology will partici-
pate in research and will be provided with adequate facilities
for the conduct of same.

Effective: July, 1981 ACGME: Sept. 1980

Training Programs in
Forensic Pathology

Institutions or offices may apply for approval of training
programs in forensic pathology.

It is expected that the program will be for a minimum of one
year and be directed and adequately supervised by a qualified
forensic pathologist.

The approved institution or office should conduct a minimu
of approximately 500 medico-legal necropsies per year. Of
these, 100 or more should be in cases in which deathis due to
the immediate (within 24 hours) and direct effects of physical
or chemical injury. In 25 or more of these autopsies, the
investigation by the pathologist should also include an on-
scene investigation with examination of the body before it has
been disturbed.

Adequate facilities and competent personnel shall be avail-
able and properly utilized for the conduct of all bacteriological,
biochemical, toxicologic, firearms, trace element, physical an-
thropology, odontology and other scientific studies as may be
needed to insure complete postmortem investigation.

Effective: July, 1981 ACGME: Sept. 1980

Training Programs in
Blood Banking

The program must be directed and adequately supervised
by a physician qualified in blood banking.

The training program shall include all aspects of blood
banking, i.e., medical, technical research, and administrative.
The program must be conducted in institutions where blood is
regularly drawn and processed and also must include training
and experience on an active transfusion service of a hospital.

The administrative experience should include donor re-
cruitment and processing as well as logistic aspects of blood
banking. The program should also provide adequate study of
the technical -and laboratory facets of transfusion and trans-

- plantation. The hospital training should include clinical ex-

perience in the use of blood and blood components. The
resident in blood banking should participate in research or
development activities and that adequate facilities will be
provided.

In order to obtain adequate training in a blood bank pro-
gram, a sufficient number of blood donations and transfusions
to provide the required skills should be performed in the
participating institution(s). Also, an active teaching program in
laboratory medicine and pathology, as well as a training pro-
gram for blood bank technologists, in one or all of the institu-
tions in the training of blood bank physicians, is desirable.
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Requirements for Training Programs
in Radioisotopic Pathology

The training program shall include all aspects of the use of
radionuclides in the study of body fluids, excreta, or tissues
quantified outside the body. The training program should
provide the trainee adequate information regarding the basic
theory and physics of radiation, isotope production and label-
ing, radiation protection, appropriate instrumentation, a
broad spectrum of in vitro analyses and their interpretation,
authoradiography, quality control, and other related topics.
Furthermore, 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
radioisotopic pathology and devoting his major activities to
the specialty of radioisotopic pathology. The training institu-
tion should be of such size and composition as to provide not
only ample radioisotopic clinical material but possess all the
supporting facilities necessary to accomplish the above objec-
tives of the program.

The minimum training period in radioisotopic pathology
shall be one year in addition to the completion of acceptable
residency training in an approved program of either anatomic
and/or clinical pathology as outlined in the Directory of Resi-
dency Training Programs.

Training Programs
in Dermatopathology

The training program shall include all aspects of der-
matopathology, 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
one year in addition to the corhpletion of acceptable residency
training in an approved program of either dermatology or
pathology as outlined in the Directory of Residency Training
Programs. N

16. Special Requirements for Residency
' Training in Pediatrics

Residency programs in pediatrics are organized and con-
ducted to provide an advancing educational experience with
increasing patient responsibilities over a period of three years.
The Residency Review Committee designates the various
levels of pediatric training as Pediatric Levels (PL) 1, 2 and 3.
Residents and trainees of other varieties may also rotate
through the pediatric program for short term educational
experience.

L-1 refers to the first full year of accredited basic or core
training in pediatrics. This may correspond to a categorical
internship, or to the first year of pedtatric residency for some-
one with previous nonpediatric experience. The PL-1 year
must contain at least eight months of supervised pediatric

Dermatopathology/Pediatrics

experience. Any or all of the remaining four months may be
scheduled by the pediatric training program director for other
enriching or elective educational experience.

PL-2 refers to the second core year of an accredited pediat-
ric residency. Increased assumption of responsibility including
supervisory activities is expected.

PL-3 refers to the third year of accredited pediatric clinical
training. It may be a chief or senior supervising residency.

A year of supervisory experience must be an integral part of
the total three-year program. This year must include at least
six months of direct and senior supervisory responsibility in
general pediatrics. Subspecialty rotations, if any, e.g., cardiol-
ogy, hematology, neonatal intensive care, nephrology, eic.,
should be at least one month in duration. No one subspecialty
should accumulate more than six months time over a three
year program and the total of all such rotations should not
exceed eleven months. In keeping with the commitment of
pediatrics to primary and comprehensive care, the three year
program must include the equivalent of at least six months’
experience in ambulatory pediatrics. To enhance understand-
ing of longitudinal aspects of disease, as well as growth and
development, it is recommended that at least a portion of the
ambulatory experience be: of continuing as well as block
assignments. '

An accredited training program may be entirely indepen-
dent (intramural) or may occur in two or more institutions as
an affiliated or integrated program.

In both integrated and affiliated programs the strengths of
each institution are drawn upon to make a satisfactory unitary
educational experience for the house officer. The amount of
time to be spent by the house officer in each of the participat-
ing hospitals should be determined by his/her educational
needs rather than by the service needs of each institution. The
educational objectives and experiences obtained in each in-
stitution must be described. Copies of formal written
agreements and contracts specifying administrative and or-
ganizational relationships which bear upon the educational
program must be submitted.

Accredited programs may use the resources of other ap-
propriate but less closely affiliated hospitals or institutions to
provide certain essential or enriching elements in the house
officer’s training, such as newborn, subspecialty, adolescent,
development or community pediatrics rotations. If such af-
filiate hospitals or institutions do not have their own approvai
by the Residency Review Committee, periods of rotation
through them should not total more than three months in each

-of the years of training.

When a program which cannot supply a complete educa-
tional program relies upon another program to provide some
essential element, it is important that the arrangement be-
tween the two programs be such that the needs of the house
officer are actually met. The commitment of each program to
the other must be made explicit, and should be embodied in

" an exchange of letters or in a contract indicating;

1. the scope of the affiliation;
2. theresources in the affiliate program which will be avail-
able to the house officer; .

3. the duties and responsibilities the house officer will have

in the affiliate program;

4. the relationship which will exist between house officers

and staff of the affiliate and primary programs.

The needs of the house officer will not be met in such
affiliations by his relegation to second-class status, such as
observer or other relatively inactive or passive participant, and
the Residency Review Committee will look with disfavor upon
such arrangements if it appears that in the affiliate program the
affiliating house officer is not fully absorbed into the prevailing
pattern of instruction and patient care.

Staff: Of foremost importance in a successful graduate
training program is the quality of supervision and evaluation
of the clinical work of the house officers. An attending staff
with professional ability, enthusiasm, and a sense of responsi-
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bility for teaching is essential. The director of the residency
program must be capable of administering the program in an
effective manner and be competent in the care of pediatrics
patients. He/she should have demonstrated ability as a
teacher and be knowledgeable in' the related basic sciences
and in research methodology. The director should be certified
by the American Board of Pediatrics or-should possess suita-
ble equivalent qualifications. The faculty should contain simi-
larly qualified teachers with diversified interests and expertise
in clinical pediatrics and the basic sciences, and should be
sufficient in number to meet the training responsibilities of the
program. Qualified pediatric subspecialists provide highly de-
sirable depth of teaching and facilitate the incorporation of
new advances into the training program. The example set by
dedication of the teaching staff to patient care is essential to
the excellence of the educational program. Junior staff ap-
pointments, equivalent to chief residencies at the fourth-year
or other advanced residency level, may be desirable in some
programs. Such appointments may serve to provide better
coordination and supervision of the educational and patient
care programs. :

Continuity of leadership over a period of years is important
to the integrity of a program. The Committee feels that it is
imperative that the program director assume full responsibility
for supetvision of the work of the depariment. When a change
in program directqr occurs, the Committee must be notified
promptly since appropriate reevaluation of the program must
be undertaken.

The chief of the service must take responsibility for all
educational programs, including any subspecialty programs,
carried on in his department. All program descriptions submit-
ted from his department must bear his original signature indi-
cating his review and approval of the submitted programs.

It is desirable that the staff include qualified members of
allied health professions, such as social service, physical
therapy, psychology, nutrition and the like. Adequate num-
bers of qualified pediatric nurses are also essential.

Number of House Officers Appointed: The Committee
does not designate the exact number of house officers which
should be appointed to a program. If evaluation of a program
discloses deficient or excessive patient loads, however, or if
imbalances between supervisory and house staff are found,
the program director will be so advised and correction will be
expected.

cope of Training and Facilities: Residency programs in
pediatrics should be designed and organized to prepare
physicians for comprehensive care of the pediatric patient,
through a continuum of advancing educational experience
and increasing patient care responsibilities. The degree of
resident responsibility for patient care must be carefully ad-
vanced during the training years according tothe individual’s
capabilities in ofder to develop necessary medical judgment
and demonstrated competence.

Residents at all levels should be expected to provide care
for the whole patient. The program should include a broad
ex{)en'ence in all of the aspects of human growth and de-
velopment from conception through fetal life, infancy, child-
hood and adolescence. Sulfficient time must be devoted to
studies in the basic sciences related to clinical pediatrics. The
patient population served should encompass age groups from
the newborn (including premature infants) through adoles-
cence with respect to both therapeutic and preventive pediat-
rics. It is expected that accredited programs will include
adequate training in the basic medical sciences, as well as in
the clinical, laboratory, public health and community aspects
of pediatrics.

The house officers should be exposed to pathologic condi-
tions ranging from minor illness to life threatening conditions
requiring intensive care. There should be experience with
health supervision of the well child, diseases encountered
frequently in office-based pediatric practice, psychological
and social problems and problems which lie in subspecialty

areas, both surgical and medical, involving chronic as well as

acute or emergent conditions.

The inpatient and outpatient facilities must be adequate in
size, variety and equipment necessary for a broad educational
experience in pediatrics.

Ambulatory Services: A high quality of ambulatory pediat-
ric care is essential to adequate training. Attainment of high
quality requires the physical presence of supervising teachers
in ambulatory settings where the patient load is kept at a level
controlled to permit adequate teaching. An array of pediatric
problems varying widely in variety and complexity should be
included in the patient group cared for in the outpatient
setting. Appropriate consideration should be given to the total
environment including the psycho-social influences on, and
needs of, the patient and family. Provision must be made for
continuity between inpatient and ambulatory services.

Certain aspects of ambulatory care deserve special men-
tion, and their implementation will be an important factor
relative to the accreditation of training programs.

1. Continuity Clinic (follow-up clinic): This clinic provides
experience with continuity of care for both house staff
and patients. House officers should have weekly or
biweekly assignment to the clinic, during which they
should be relieved of other duties. Their patients should
include those initially cared for by the resident on the
ward or in the outpatient department, some well chil-
dren of different ages and children with a variety of
chronic diseases. Children with chronic, and often mul-
tiple, problems are in the greatest need of care such as
this arrangement provides. Subspecialty consultants for
these patients should be available to the house officers.
They should designate who will see their patients when
they are not available. The duration of this commitment
should be for at least two years of training.

2. Acutelllness Clinic and Emergency Room: This rotation
can be non-educational if inadequately supervised or if
the patient load reaches a point where learning is com-
promised. On the other hand, high volume forces one to
set priorities and facilitates development of accurate
clinical judgment. The patient load should be kept rea-
sonable with due consideration being given to the stage
of training of the resident, the number of new patients
versus return visits and the complexity of the problems.
The duration of such an assignment should total at least
three months over the three years of core training. Train-
ing in minor surgery and orthopedics shoulciJ be in-
cluded in this rotation. .

3. Specialty Clinics: Special clinics should provide the
house officer with experience in the role of a supervised
consultant. It is strongly recommended that the resident
have experience in dermatology, allergy, neurology,
cardiology, psychology, developmental pediatrics, care
of the handicapped and adolescence. Other desirable
experiences include hematology, endocrinology, gas-
troenterology, pulmonary and renal disease, collagen
diseases and learning problems. Where special clinics
for patients with these problems do not exist, an equiva-
lent exposure should be arranged. ’

4. Preceptorships: Office electives for preceptorships may
constitute up to two months in either the second or third
year of pediatric graduate education. Assignments may
be solid blocks of time, or may run concurrently with
other assignments on a part-time basis. Training pro-
grams incorporating this educational method should
submit to the Residency Review Committee adequate
descriptions of the content of these educational experi-
ences and a short curriculum vitae for each supervising
preceptor. Preceptors should be specifically designated
by the director and chosen for their willingness and
ability in teaching: The manner in which responsibility is
delegated is important. House officers should be in-
volved in decision-making processes, not merely func-
tion as observers. The house officer may advantage-

ous:iz accompany the preceptor on hospital visits. The

resident’s role in the management of inpatients should




ESSENTIALS OF ACCREDITED RESIDENCIES 37

not, however, conflict with that of other house officers
assigned to inpatient duty. A preceptee is not a locum
tenens employed to substitute for a pediatrician tem-
porarily absent from the office. A preceptor must be
physically present to supervise the resident and assure
the resident’s continuing educational experience.
A house officer in a preceptorial relationship should be
responsible for the maintenance of office records as well
as for the management of patients assigned to himr. The
program director is responsible for the maintenance of
records of preceptorial activities, including justification
. of the qualifications of the preceptor, evaluation of the
house officer by the preceptor and evaluation of the
preceptor by the house officer.

Quantitative Requirements: It is not considered feasible to
establish numerical quotas of either inpatients or outpatients
for house officers. A relatively small inpatient service may be
offset by a sizeable outpatient department. Programs should
have a sufficient number and variety of hospital patients to
assure each house officer broad training and experience.
There should be a sufficient number of residents at each level
of the training program to provide intellectual interaction
necessary for a stimulating, worthwhile educational experi-
ence. Hospital duties should not be so pressing or consuming
that they preclude ample time for other important phases of
the training program or for personal needs. On the other
hand, it is equally essential that the resident staff have a keen
sense of responsibility for patient care. Night and week-end
duty provides a valuable educational experience. Duty of this
type not less than every fourth night and week-end on inpa-
tient services is desirable.

Basic Science Teaching: Clinical rounds and conferences
should correlate fundamental physiological, biochemical,
microbiological, pathological and psychological aspects of
disease in infancy, childhood and adolescence. Although de-
partmental clinical faculty may have sufficient knowledge and
expertise to provide satisfactory instruction, participation of
basic scientists may increase the breadth and depth of the
educational challenge. House officers should be encouraged
to utilize basic science resources in the development of an
understanding of the mechanisms of diseases and their man-
agement.

Laboratory, Radiology and Pathology Facilities: Labora-
tory, radiology and pathology services must be adequate to
permit the house officer to obtain an educational experience
during the care of hisr patients. The services should be avail-
able each day throughout the entire 24 hours. The percent of
deaths in which autopsy is performed, and the use to which
this activity is put, reflect the house officer’s interest in observ-
ing post-mortem findings, the quality of the pathology service,
and the intensity of the attending staff’s interest in teaching.

Learning Experiences: The most important vehicle for
learning is the assumption of meaningful responsibility by the
house officer for arriving at his/her own diagnostic impres-
sions, for consulting appropriate literature or other source
material or persons, for developing plans for diagnostic

studies and for writing orders. The resident must be involved,

under supervision, in an adequate number and variety of
procedures in order to develop appropriate skills. This as-

sumption of responsibility must be carefully supervised by the -

pediatric faculty and attending physicians.

The most important formal teaching. session is attending
rounds conducted by a qualified teacher who is immediately
available to the house officer for consultation and who is
backed by a staff of consultants in subspecialty areas.

In addition to the teaching rounds at the bedside, there
should be other regularly scheduled teaching assignments
which the house officer is required to attend.

Conferences: In addition to regular departmental confer-
ences, there should be available teaching sessions devoted to
pathology, radiology, and various subspecialties such as
hematology, cardiology, neurology, basic sciences, psychiatry
and development. At least weekly, there should be an hour’s

Pediatric Cérdiology

meeting attended by both house staff and attending staff.
House staff should be given the responsibility of presenting
and discussing patient material or other subject matter. These
conferences ought to involve the house officers actively (not
be simply didactic), and should be conducted by highly qual-
ified individuals, preferably with pediatric orientation.

Clinical Investigation and Research: Time consuming re-
search projects at the expense of clinical learning should not
be required for house officers in the relatively short core
training program in pediatrics. Encouragement, supervision
and needed facilities should, however, be placed at the dis-
posal of the research-minded, insofar as circumstances per-
mit.

Clinical investigation, such as the adequately supervised
collection of data, review of pertinent literature, and prepara-
tion of a paper for presentation before a group, offers valuable
experience that might well be a requirement for all house
officers. '

Medical Library: An adequate medical library should be
readily available day or night. There should be an ample
supply of current pediatric textbooks and journals. If library
faciliies are inadequate within the hospital, arrangements
should be made for ready access to a larger medical library.
Access to computerized literature search facilities is highly
desirable. ]

- Records: There can be no substitute for a well taken history
and a carefully performed physical examination. On the basis
of these two procedures alone, the house officer should record
his/her impressions, and develop an initial study and man-
agement plan. The house officer’s progress notes and final
summary are a revealing index of the quality of his/her train-
ing. The medical record room should maintain a cross-
indexing system that makes patients’ charts readily available
for review and study. The Committee recommends a unit
record system for inpatient and outpatient charts.

Evaluation: Periodic evaluation of the educational progress
of all residents is required. Residents should be encouraged to
take a standard in-training examination at the beginning of the
PL-1 and PL-2 years and, if performance is questionable or
unsatisfactory, at the beginning of the PL-3 year. In-house
evaluations, utilizing a variety of acceptable techniques, must
be carried out on a recurring basis. These evaluations must be
discussed with the resident and must be kept on file and be
available for review.

One measure of the quality of a program is the performance
of its graduates in the examination of the American Board.

Conclusion: Hospitals conducting accredited graduate
training programs in pediatrics, or contemplating establish-
ment of such programs, should be ever mindful that success
for both teachers and students requires unselfish expenditure
of time, effort, ability and enthusiasm to the end that the
educational experience be of the highest possible quality.

Effective: May, 1980 ACGME: May, 1980

<

Training Programs in
Pediatric Cardiology

Residencies in pediatric cardiology should be closely as-
sociated with approved residency training programs in pediat-
rics, thereby assuring availability of all facilities and personnel
necessary for the complete care of the infant and child.
Thorough understanding of human growth and development
and the response of the young patient to environmental fac-
tors, both intrinsic and extrinsic, is a fundamental prerequisite
for the proper management of infants and children with car-
diovascular problems. The purpose of a residency in pediatric
cardiolody is to equip the trainee to manage children with
problems of a cardiovascular nature, whether congenital or
acquired, in relation to the patient’s rehabilitation and with
emphasis on the adaptation of the whole individual rather
than the specific disease process or the body system involved.
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Duration of Training: Two years of training in an approved
pediatric cardiology training center are required to meet the
minimal standards of the Sub-Board of Cardiology of the
American Board of Pediatrics. Training need not be confined
to a single approved center, although it is essential that the
resident who splits his training between two approved resi-
dencies in pediatric cardiology receive progressive education,
experience and responsibilities in the specialty rather than two
years as a beginner with virtual duplication of instruction at an
elementary level.

Scope of Training: Residencies in pediatric cardiology
should offer broad and inclusive training in the specialty. This
should include fundamentals of clinial diagnosis with special
emphasis on auscultation and physical examination and role
of roentgenology and roentgenoscopy, electrocardiography,
vectocardiography, phonocardiography and other laboratory
tests used in diagnosis and management. Through under-
standing of embryology and anatomy fo the normal heart and
vascular system as well as the deviations from normal that
may occur should be mastered. Knowledge of normal and
abnormal cardiovascular physiology should be required. Ex-
perience and instruction in technics of and understanding of
the limitations of cardiac catheterization and selective an-
giocardiography are necessary. Experience with pre- and

post-operative care of patients having cardiac surgery, both by.

closed and open ethods, in close cooperation with the
cardiovascular surgical staff is required. Opportunity for long-
term follow-up observation of post-operative patients must be
afforded the trainee. Study of rheumatic fever and other
infections and metabolic conditions resulting in abnormalities
in cardiovascular function should be combined with experi-
ence in management of patients in sufficient numbers to
demonstrate the typical and atypical feaatures of each.
Basic Medical Sciences: The resident should be assigned
for a period of service in pathology with instruction by a
qualified pathologist. Specimens demonstrating the various
types of congenital cardiovascular anomalies should be
classified and readily available for study. Conferences involv-
ing current pathological material should be held regularly and
closely correlated with clinical experience; such conferences
should include clinicians, surgeons, physiologists,
roentgenologists and pathologists. Thorough training in car-
diovascular physiology is essential and participation by the
resident in cardiac catheterization procedures is necessary.
Such experience should be intimately related to clinical diag-
nosis and management. Regularly scheduled conferences in-
volving clinicians, surgeons, roentgenologists and cardiovas-
cular physiologists should be an integral part of the resident
teaching program. Residency programs should provide ample

opportunities for basic research, and participation in a spetific

laboratory or clinical research project should be encouraged.
Staff: Highly qualified teachers should be available in
pediatric cardiology as well as in roentgenology, pathology
and physiology. The chief of service should be certified by the
Sub-Board of Cardiology of the American Board of Pediatrics
or, lacking such certification, should be of recognized ability
and possess high professional standing in the specialty. The
educational value of a residency depends largely on the qual-
ity and extent of supervision of the residents by teachers who
are not only fully qualified but who are interested in teaching
and willing to devote adequate time to this endeavor.
Clinical Material and Facilities: A satisfactory number of
patients must be available to provide the resident with a wide
variety of cardiovascular problems in children. While there is
no need to perform special tests such as cardiac catheteriza-
tion or angiocardiography on all patients with cardiac prob-
lems there should be a sufficient number of diagnostic prob-
lems to justify such procedures in an adequate number of
patients per year, thus reflecting a reasonably large case load,
in-patient and out-patient, during the course of a year. A
minimum number of cardiac operations in children is required
to provide depth of experience in pre- and post-operative

management needed by a properly trained tesident in pediat-

ric cardiology. If these minimal numbers of special procedures
and operations are reached or exceeded, the total number of
clinical cases should be adequate for proper instruction of a
resident.

Equipment, staff and availability of ancillary services such
as good nursing care, properly staffed post-operative units,
social service facilities, etc., should conform to the recom-
mendations of the Council for Rheumatic Fever and Congeni-
tal Heart Disease of the American Heart Association in
“Standards for Centers Caring for Patients with Congenital
Cardiac Defects,” published in Circulation, Vol. XXI, April,
1960. . . .

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

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.

17. Special Requirements flol_' Residency
Training in Physical Medicine and
Rehabilitation

I. INTRODUCTION

1.1 In addition to the general requirements, an approved
residency in physical medicine and rehabilitation must docu-
ment that it provides an educational experience of such qual-
ity and excellence as to assure that its graduates will possess
those competencies necessary to entry level independent
practice of this specialty. This will include a high order of
knowledge about the diagnosis, etiology, treatment, preven-
tion, and rehabilitation of those neuromusculoskeletal, car-
diovascular, pulmonary, and other system disorders common
to this specialty in patients of both sexes and all ages. The
graduate should possess the attitudes and psychomotor skills
required to perform the general and specific physiatric exam-
ination procedures and laboratory procedures such as elec-
tromyography and nerve conduction studies; to modify
his/her history taking technique to include data critical to the
recognition of physical and psychosocial impairments which
may create functional disabilities; and to be able to make
sound clinical judgments, design rehabilitation strategies to
minimize and prevent inpairment and maximize functional
independence with return of his/her patient to family and
community. The graduate of an approved program should be
able to effectively orchestrate a team of allied rehabilitation
practitioners to the maximum benefit of his/her patient by
thoroughly understanding each allied health professions role,
by the graduate’s ability to author adequately detailed pre-
scriptions for physiatric treatment and by acquiring the man-
agement and leadership skills necessary to rehabilitation team
leadership. Additionally, the graduate should be aware of
his/her own strengths and limitations and of the necessity for
continued professional development. He/she should possess
the necessary written and verbal communication skills essen-
tial to the effective practice of physiatry.

1.2 The organization and philosophy of the residency pro-
gram should make the resident aware that there are no short
cuts to clinical competence and no substitutes for hard indi-
vidual study. The initiative and originality of all residents
should be stimulated, their independence of mind promoted,
and their critical appraisal of current literature encouraged.
II. DURATION OF TRAINING

2.1 Ordinarily a minimum of three years successfully com-
pleted physical medicine and rehabilitation training after med-
ical school is considered necessary to train a physician con-
templating specialization in this field. This training should
include 6 months of acute medical and surgical training

2.2 Each approved program must provide a three year
integrated training experience in physical medicine and re-
habilitation. It should be able to design a program of flexible
length, taking into consideration the previous experience of its
trainees. !
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2.3 If a program plans to accept residents without
adequate previous acute medical and surgical training, then
the program should provide this experience.

Ill. ADMINISTRATION AND ORGANIZATION

3.1 Physical medicine and rehabilitation should be or-
ganized as a major specialty operating as a service department
to the board fields of medicine and surgery.

3.2 To provide complete training it is necessary to have
beds assif;ned, preferably in one area and reasonably geo-
graphically located to facilitate the rehabilitation mission and
training. A minimum of eight beds should be available for
each resident assigned to an-inpatient service.

3.3 The Program Director. Because the Residency Review
Committee believes that the quality of the educational pro-
gram is of foremost importance, the program director must

have the professional ability, enthusiasm and sense of respon-

sibility for this prioritization. The director should have the
authority and time needed to fulfill administrative and teach-
ing responsibilities in order to achieve the educational goals of
the program and to participate with other institutional pro-
ﬂam directors in maintaining the quality of all programs.

any program directors have found that a full time program
director is desirable. If the program director is not full time,
then he or she should have adequate time available without
other conflicting responsibilities. To maintain program con-
tinuity he/she should be assigned over a period of years to the
program directorship. Changes of program director must be
reported immediately to the Residency Review Committee
for review of approval status. The program director must be
qualified as a teacher, clinician and administrator, and be
certified by the American Board of Physical Medicine and
Rehabilitation or possess suitable equivalent qualifications.
He/she should possess broad experience in teaching residents
and have a sufficient level of clinial experience and compe-
tence in management skills.

3.4 There must be a sufficient number of professional
medical staff who are highly competent clinicians and
motivated towards teaching residents. Ordinarily they should
be Board certified or qualified to apply for admission to the
examination of the American Board of Physical Medicine and
Rehabilitation and/or an appropriate professional society or
board, or possess suitable equivalent qualifications. These
teachers must participate regularly and systematically in the
training program and be readily available for consuﬁaﬁons,
especially when the resident is faced with a major therapeutic
or diagnostic problem, & clinical emergency, or a crisis in
patient care. Part-time faculty should have specific teaching
responsibilities in which they engage with appropriate regu-
larity. The teachers should be afforded an opportunity on a
regular basis for advancing their educational methodology
skills and as individuals who set examples for residents, they
should make reasonable scholarly contributions, improve clin-
ical care, participate in research and/or contribute to the pro-
fessional literature. To improve educational quality a formal
system should exist to identify special competencies and
weaknesses of professional faculty and attention should be
paid to making teaching assignments within their realms of
greatest competency. Serious efforts should be made where
indicated to correct facuity weakness. Residents should have

a formal mechanism for faculty and rotation evaluation which .

is regularly reviewed by the program chairman.

3.5 Allied medical professional staff in the disciplines of
nursing, occupational therapy, orthotics and prosthetics, phys-
ical therapy, psychology, rehabilitation nursing, social work,
speech-language pathology, audiology, and vocational coun-
seling, who are competent in their fields and professionally
certified by their respective professional organizations and
who are willing and capable of contributing to the resident’s
education, should be integrated into both the didactic and
clinical experience of the resident whenever relevant. There
should be evidence of coordination of the teaching roles of the
allied health practitioners, and they too should be afforded

Physical Medicine and Rehabilitation

regular opportunity for improving their educational skills.
3.6 There must be adequate equipment and space avail-
able to carry out a comprehensive training program in physi-

- cal medicine and rehabilitation. Residents should gain famil-

iarity with the safety, calibration and maintenance as well as
the clinical use of médical equipment common to the various
therapy areas and laboratories, including diathermies, ul-
trasound, radiated heat devices, ultraviolet and various other
thermotherapy an hyrdotherapy devices, exercise equip-
ment, canes, crutches, walkers and other ambulatory aids,
wheelchairs and special devices for the impaired driver, elec-
trodiagnostic and EMG equipment, cystometric equipment
and urodynamic laboratory instruments, simple splinting ap-
paratus, and audiometric devices. The occupational therapy
area must be adequately equipped to give the residents ex-
perience in activities of daily living, and the evaluation of and
training in devicesto improve skills in activities of daily living,
Psychometric and vocational and social evaluation facilities
and test instruments must be adequate to expose the resident
to the broad spectrum of their prescription and their use and
interpretation in the common practice of rehabilitation
medicine.

3.7 The residents should have the opportunity to observe
and gain fundamental understanding or orthotics and
prosthetics, including fitting and manufacturing, through
documented arrangements made with appropriate orthotic-
prosthetic facilities. All of the items listed under sections 3.6
and 3.7 must include equipment suitable for all age groups
with special concern of availability of modified equipment for
the pediatric or geriatric patient.

3.8 Formal relationships with community rehabilitation
service facilities is encouraged to expose the resident to nurs-
ing homes, sheltered workshops, schools for the multiply
handicapped, deaf and blind, and independent living facilities
for the severely physically impaired individual.

3.9 The sponsoring institution should provide adequate
availability of a professional library with suitable basic
textbooks and journals pertinent to general medicine and
surgery and the specialty of physical medicine and rehabilita-
tion. Loan capabilities with other main or lending libraries
should be available. The library should be reasonably avail-
able during evening hours and weekends. Some scholarly
experience which demands the use of library reference
facilities should be a part of the residency program.

3.10 Basic teaching aids such as slide projectors, sound
film units, videotape facilities and the like should be available.
Reasonable access to these areas on nights and weekends for
residents and staff should be available.

3.11 Adequate office space should be available for the
faculty and residents to participate both in clinical exam-
inations of patients and in self-study.

3.12 Adequate space must be available which is desig-
nated for seminars, lectures, and other teaching experiences
to include team conferences and specialty care clinics such as
orthotics, prosthetics, children’s handicaps and the like.

IV. EDUCATIONAL PROGRAMS

4.1 General. The clinical care of patients is the heart of an
adequate program, since the chief objective of residency edu-
cation is the Srevelopment of a high order of clinical compe-
tence in its graduates. The attainment of this chief objective
must not be attenuated by. participation of the resident in

" other activities such as formal education, hospital administra-

tion, ward management, the teaching of other hospital per-
sonnel or research. Nevertheless, formal education should
have a high priority and residents should obtain adequate and
supervised experience in administration, ward management
and teaching of hospital personnel or junior residents, medical
students, and allied health personnel.

4.2 Didactic instruction must be well organized, thought-
fully integrated, based on sound educational principles, and
carried out on a regularly scheduled basis. In a progressive
fashion it should expose residents to topics appropriate to
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their level of training. Systematically organized formal instruc-
tion (prepared lectures, seminars, assigned reading, etc.) must
be an essential part of the residency. Staff meetings, clinical
case conferences, journal clubs and lectures by visitors are
desirable adjuncts but must not be-used as substitute for an
organized didactic curriculum.

4.3 The curriculum must include adequate and systematic
training in such basic sciences relevant to physical medicine
and rehabilitation as anatomy, physiology, pathology and
pathophysiology of the neuromusculoskeletal, cardiovascular
and pulmonary systems, kinesiology, functional anatomy,
physics, electronics and instrumentation related to the field,
physiologic responses to the various physical modalities and
therapeutic exercise, and the procedures commonly em-
ployed by physiatry. This training should be correlated with
clinical training but should, when appropriate, include the
teaching services of basic scientists. An accessible anatomy
lbaboratory for dissection and anatomy review is highly desira-

le. ‘

4.4 Number of residents. In order to insure the stimulating
educational atmosphere that a good peer group provides, a
minimum number of residents should be enrolled in a pro-
gram at all times. It is impossible to exactly define how many
residents are necessary to this “critical mass” needed to main-
tain vitality of a program; however, all programs should have
trainees in each Vear of training. Failure to recruit any new
trainees for two consecutive years will result in Residency
Review Committee review ang possible negative action.

4.5 The clinical portion of the curriculum must include a
sufficient variety, depth, and volume of clinical experiences.
Therefore, approved programs should have a minimum of

500 new patient admissions (inpatients and outpatients) and

at least 7,500 patient visits annually.

4.6 The training program must include a significant

amount of time spent in responsibility for the direct clinical
care of hospitalized patients as well as outpatients. Residents
should devote at least one-third of their residency experience
to work with hospitalized patients. It is undesirable for a
program to devote more than two-thirds of a resident’s time to
the care of hospitalized patients. .

4.7 Clinical experiences should allow for progressive re-
sponsibility with lesser degrees of supervision as the resident
advances and demonstrates new competencies. Supervision
must include faculty review of a clearly written patient history
and physical examination and meaningful continous record of
the patient’s illness, background, management strategies as
well as lucid presentations of the case summary.

4.8 Provision should be made for the resident to review
personally pertinent laboratory, biopsy and roentgenographic
materials for his/her patients and also to observe directly the
various therapies in the treatment areas. .

4.9 The clinical curriculum must be planned to develop
measurable competencies in: a) history and physical exam-
ination pertinent to physical medicine and rehabilitation; b)
assessment of neurological, musculoskeletal and
cardiovascular-pulmonary systems to include evaluation of
sensation, reflexes, muscle strength, muscle endurance, joint
range of motion, functional capacities, gait analysis, mental
status examination, peripheral vascular status, and heart and
lung status; ¢) data gathering and interpreting of psychosocial
and vocational factors; d) techniques for electromyography
and nerve conduction studies; e) prescriptions of orthotics,
prosthetics, wheelchairs and ambulatory devices as well as
special beds and pads; f) prescriptions and supervision of
therapeutic modalities and therapeutic exercise, occupational
therapy modalities and testing, and pertinent psychosocial,
vocational and speech pathology instruments as well as the
interpretation of those instruments; g) evaluation of car-
diopulmonary systems as related to the physiatric respon-
sibilities for cardiopulmonary rehabilitation; h) arthrocentesis
and synovial fluid analysis; i} analysis of growth and develop-
ment pertinent to the rehabilitation of children; j) collabora-
tion with other medical professionals and members of the

allied health team — the resident must learn management
techniques consistent with his/her team leadership role.

4.10 The resident must have the opportunity to learn to
diagnose, assess and manage the conditions commonly en-
countered by the physiatrist in order to provide for the re-
habilitation of at least the following: a) acute musculoskeletal
pain. syndromes; b) chronic pain management; c) radicular
pain syndromes; d) congenital or acquired myopathies,
neuropathies, motor neuron and motor system diseases, and
trauma; e) hereditary developmental and acquired central
nervous system disorders including cerebral palsy, stroke,
myelomeningocele, multiple sclerosis; f) spinal cord trauma
and diseases including management of neurogenic bladder
and bowel and decubitus ulcer prevention and treatment; g)
amputations in patients of all ages; h) sexual disturbance
peculiar to the physically impaired; i) post-fracture care; j)
pulmonary and cardiac disorders commonly seen by physiat-
rists; k) (?i/seases, impairments and functional limitations
common to the geriatric population; 1) rheumatologic disor-
ders treated by the physiatrist; m) usual medical conditions or
complications seen in the rehabilitation patient.

4.11 The resident should have a demonstrable, organized
formal system for his/her evaluation with periodic review by
faculty members, in-service examination, post-rotation
evaluation, and external examinations such as those provided
by the American Academy of Physical Medicine and Rehabili-

" tation, and be provided with regular formal counseling ses-

sions and access to his/her evaluation folder. His/her rights
must be protected by due process procedures. The resident
should be aware of his/her and the institution’s obligations
and rights. He/she possess a written agreement encompass-
ing the following: a) the educational experience to be pro-
vided, including the nature of assignments to other programs
or institutions; b) resident’s responsibilities; c) stipend and/or
compensation; d) vacation, professional leave and sick leave;
e) practice privileges and other activities outside the educa-
tional program; f) malpractice coverage and other insurance
benefits; g) individual educational plans tailored.to meet a
resident’s personal needs or career plans; h) guarantee of due
process. .

4.12 One measure of the quality of a program may be the
performance of its residents on the examination of the Ameri-
can Board of Physical Medicine and Rehabilitation.

V. All provisions of the general requirements must also be met
for approval. Residents who plan to seek certification by the
American Board of Physical Medicine and Rehabilitation
should communicate with the secretary of the Board through
their program director to be certain regarding qualification for
admission to the certifying examination.

Effective: July, 1982 ACGME: Nou., 1981

18. Special Requirements for Residency
Training in Plastic Surgery

Duration of Training: Residency training in Plastic Surgery
must be for a minimum of two years. The residency program
must be accredited by the ACGME on recommendation of the
Residency Reivew Committee for Plastic Surgery. If a Plastic
Surgery residency is accredited for three years (rather than
two), the trainee must complete all three years of that pro-
gram,

Prerequisite Graduate Education: The minimum prerequi-
site for a Plastic Surgery residency is three years of formal
training in General Surgery in a program accredited by the
ACGME on recommendation of the Residency Rievew
Committee for Surgery. Of the required three years of ap-
proved training in General Surgery, a minimum of twenty-
four months must be spent in clinical surgery. it is to be
emphasized that the minimum required General Surgery
training must be completed prior to entering a Plastic Surgery
residency.



ESSENTIALS OF ACCREDITED RESIDENCIES 11

. Prerequisite training may be accomplished in other ways,
such as completion of an accredited residency in Otolaryngol-
ogy, Orthopedic Surgery, Urologic Surgery or Neurological
Surgery.

Individuals who plan to seek certification by the American
Board of Plastic Surgery should communicate with the Secre-
tary of that Board regarding full requirements for certification,
including acceptability of prerequisite training. This inquiry
should be man prior to a%lastic Surgery residency.

Faculty and Staff: The Director of an accredited program
should be certified by the American Board of Plastic Surgery
or possess suitable equivalent qualifications. The faculty or
attending staff should possess qualifications that contribute to
the training program and should be willing to devote a sig-
giﬁcant period of time to the educational process of the resi-

ency. v

Scope of Training: Training should cover a wide field of
Plastic Surgery. It should include experience in management
of congenital and acquired defects of the face, trunk, and
extremities. This would encompass experience in the man-
agement of head and neck neoplasms, facial fractures and
other trauma, cosmetic surgery, surgery of the hand, man-
agement of burns and the complications of burns, Resident
involvement in patient management should be a graduated

and progressive responsibility. A program director may in- -

crease the volume and variety of patients a resident is exposed
to by rotating the resident through another service where
training in the areas included in the wide field of Plastic
Surgery is offered. Any rotation(s) outside of the accredited
program totaling more than three months in a two year period
require specific approval.

pplied Basic Science: The period of specialized training
should emphasize the relationship of basic sciences to surgical
principles fundamental to all branches of surgery and espe-
cially Plastic Surgery.

Didactic Program: Selected conferences should be regu-
larly attended by residents and attending staff to allow for a
discussion of topics selected to broaden their knowledge in
Plastic Surgery. These might consist of Cleft Palate Clinics,
Journal Club, Pathology Conference, Hand Conference, Re-
view of Burn Care and Head and Neck Neoplasms, and other
such conferences.

Evaluation of Educational Program: The knowledge and
progress of each resident should be evaluated each year. The

, Tesults of these periodic assessments of evaluations should be
communicated to the residents so that remedial steps can be
recommended. These evaluations should serve to designate
deficiencies to be corrected prior to completion of the resi-
dency. ' ‘ .

Effective: Nov. 1979 ACGME: Nov. 1979

19. Special Requirements for Residency
" Training in Preventive Medicine
1. Preventive Medicine is a specialized field of medical prac-
tice:

1. The primaray focus of which is health and disease as
these occur in communities and in defined population
groups. .

2. 'Which seeks to promote those practices with respect to
the community and the individual which will advance
health, prevent disease, make possible early diagnosis
and treatment and foster rehabilitation of those with
disabilities.

3. In addition to the basic knowledge and skills required of
a physician, the basic disciplines of the specialty are
biostatiscs, epidemiology, administration, and environ-
mental sciences.

II. Preventive medicine as a specialized field of medical prac-
tice is conceived to have a common group of basic com-

Preventive Medicine

ponents, whatever the specific subspecialty or area of
practice. These may be of major importance in some areas
of practice and of relatively minor importance in others,
but all are represented in some measure in each area.
. Biostatistical principles and methodology.
. Epidemiological principles and methodology.
. Planning, administration and evaluation of health and
medical programs.
Environmental hazards to health and principles of their
control.
Social, cultural and behavioral factors in medicine.
Applications of primary, secondary and tertiary preven-
tive principles and measures.in clinical practice, includ-
ing genetic factors in disease and disability.

To acquire this knowledge and these skills, graduate educa- -
tion in Preventive Medicine shall include three years, one of

o T N Y O

. which shall be an academic year, one a clinical year, and one a

year of practical training.
Residencies in Preventive Medicine are accredited by the
Accreditation Council for Graduate Medical Education upon

the recommendation of the Residency Review Committee for

Preventive Medicine.
While not all the provisions of the section on “General

" Requirements” are directly pertinent to residencies in Preven-

tive Medicine, the underlying principles do apply and should
be followed.

Training Programs in
General Preventive Medicine

Residencies in preventive medicine should be organized on
a broad basis to furnish instruction in the various special fields
which combine to form the foundation of the total field of
preventive medicine. Any given residency may place em-
phasis upon a special field, e.g., epidemiology. Residency
training in preventive medicine may be offered by Schools of
Public Health, organized Departments of Preventive Medicine
in Medical Schools, other appropriate Graduate Schools in
Universities, or other appropriate institutions or agencies in
which an established component of their program is the
graduate training of physicians. Institutions seeking approval
of residency training in preventive medicine must provide
evidence that the resident in training is assured of a super-
vised, comprehensive and progressively graded educational
experience over a period of at least three years. One institu-
tion or agency, preferably one with a primary interest in
graduate education, must assume overall responsibility for
directing and supervising the preventive medicine residency
training program. The residency program need not be en-
compassed within a single institution or agency, however, but
may be constructed by formal programming and coordinated
supervision of the educational and training experience of the
residency by two or more institutions or agencies.

A formal training program in General Preventive Medicine
should include:

1. A graduate year of clinical training and experience in-

volving direct patient care. ’

2. A year of academic training in the fundamental disci-
plines of Preventive Medicine and Public Health.

3. A graduate year of planned and supervised experience
in a residency program approved for General Preven-
tive Medicine. )

A fourth year of training, teaching, practice and/or research
in General Preventive Medicine is required before a candidate
becomes eligible to take the Board examinations. :

Clinical Training: A clinical year should provide experience
in direct patient care including ambulatory and inpatient ex-
perience. This clinical year can be provided in an accredited
program in one of the recognized clinical specialties or
through a clinical year sponsored by Preventive Medicine.
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Occupational Medicine

If it is a Preventive Medicine clinical year, it must provide
experience in direct patient care and include at least four
months of Internal Medicine and three months in a hospital
setting.

Acgdemic Training: Courses should be such as to satisfy
requirements for the Master of Public Health Degree or its
equivalent. These courses should inciude the following fields:

1. Epidemiology: the study of disease and injury in human
populations, the factors contributing to increase or
spread, and means of control.

Public health administration or practice: organization
and administration of programs for promotion of health.
Evaluation and control of environmental hazards.

Statistical methods applicable to the study of disease or
injury and the evaluation of control procedures.

Such other subjects as may be required for the Master of
Public Health Degree or equivalent and such desired
elective subjects as may be applicable to General Pre-
ventive Medicine.

These academic requirements may be met before or after
~ graduation from medical school, or by course work taken in
conjunction with the medical curriculum. '

ook b

Field Training:.In selecting field training experience for the
resident, the training institution may use a field training area
partially or entirely under its own jurisdiction and supervision
or it may use an-affiliated organization or agency most suitable
to the needs of the individual resident. The resources and
organization of the affiliated agency must satisfy basic re-
quirements for graduate training purposes; the caliber of
supervisory professional staff members and their competence
and interest inresidency level training should be the determin-
ing factors in the assignment of residents to their charge.

acilities: The facilities of the training institution need not
conform to any rigid pattern; educational institutions, research
centers or operating agencies may qualify, provided the resi-
dency program is appropriately affiliated with and supervised
by an accredited academic institution. A plan of affiliation

. between two or more of these categories will be necessary in
most instances. In every case, the combination must provide:

1. An educational environment capable of providing the

breadth of instruction outlined above;

Laboratory space, supplies, and technical assistance for
research by the resident;
. A well-stocked, up-to-date medical library;
Facilities for field training of sufficient size and scope to
provide experience in each of the major areas of preven-
.tive medicine and to exemplify good administrative or-
ganization. The staff members associated with residency
programs should have demonstrable -interest in and
capacities for teaching, as well as high competence in
their respective fields.

Personnel and Organization: The Director of the residency
training program should be qualified in preventive medicine
and have established competence in teaching and graduate
training. There should be at least one person on the training
. staff who has established competence and continuing experi-

. ence in each of the major fields of instruction. The training
staff members should be selected by the Director and should
be directly responsible to him for their participation in the
.. program. There should be specific commitments concerning
. the time to be contributed by each staff member and the

" content of training which he is to provide. There should be a
- Residency Advisory Committee composed of the Director
and the heads of the departments primarily concerned with
. the training of the resident, and selected consultants. This
. Committee should concern itself with the development, con-
tent and improvement of the training program, the policies,
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.+ procedures and conduct of the program inclusive of instruc-

_ tional techniques, and the periodic evaluation of all phases of
_the resident’s training. It should report periodically, at least
~annually, to the head of the training institution.

Training Programs in
Occupational Medicine

A formal training program in Occupational Medicine should
include: .

1. Academic training in the fundamental disciplines of Pre-

ventive Medicine and Public Health.

~ 2. Training and experience in the basic clinical stiences
related to Occupational Medicine.

. 3. Clinical training and experience involving direct patient
care. :

4. Training in the Administration of Occupational Medicine

programs.

The formal residency training program should be of at least
three years duration. One year should be devoted to
academic study in Preventive Medicine and Public Health.
The clinical year should provide experience in direct patient
care including ambulatory and inpatient experience. Another
year should be devoted to training and experience-related
Occupational Medicine programs, including the administra-
tive aspects of such programs. The order in which these
elements are provided ¢an be varied.

The residency should include an academic component and
an applicatory component; the entire residency should nor-
mally be under the sponsorship of a medical school or a
school of public health. Under such sponsorship and direc-
tion, an approved industrial organization may serve as the site
for the year of practical training and experience in Occupa-
tional Medicine.

Academic Program: Courses should be such as to satisfy
requirements for the Master of Public Health Degree or its
equivalent. These courses should include the following fields:

1. Epidemiology: the study of disease and injury in human
populations, the factors contributing to increase or
spread, and means of control.

Public health administration or practice: organization
and administration of programs for promotion of health.
. Evaluation and control of environmental hazards.

Statistical methods applicable to the study of disease or
injury and the evaluation of control procedures.

Such other subjects as may be required for the Master of
Public Health Degree or equivalent and such desired
elective subjects as may be applicable to Occupational
Medicine.

oW N

Applicatory Program: The residency should provide ap-
proved clinical training involving direct patient care and didac-
tic training and experience in the principles of Preventive
Medicine as applied to Occupational Medicine, the environ-
ments in which they work, and the protection of all concerned
from the hazards which may be encountered. -

The clinical training component should provide a variety of
patients and responsibility for comprehensive evaluation and
treatment in a supervised clinical setting. The didactic compo-
nent should cover:

1. Environmental physiology: responses of the body to
changes in temperature, noise, and other stresses re-
lated to work environment.

2. Selection and appropriate placement of workers.

3. Maintenance of physical and emotional health of
workers. ‘

4. Toxicology: basic principles, clinical management and
prevention of health problems associated with chemical
agents in the work environment.

5. Industrial hygiene: principles of evaluation and control
of toxic or physical agents in the work environment.

6. Safety, including accident prevention and medical sup-
port of accident investigation.

7. Interpretation of laboratory data from either biological
or environmental monitoring and their application to
medical surveillance.
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The program should provide an opportunity for the
planned and supervised application of the knowledge and
concepts of Preventive Medicine and Occupational Medicine
gained in the didactic phases of the program. The program

" should impose definite responsibilities upon the resident. It
should encompass experience in the following fields:

1. Clinical Occupational Medicine: diagnosis, prevention
and treatment of disorders arising from work, and the
evaluation of fitness to continue at work in specific jobs.
This will require some knowledge of job requirements.

2. Administrative Occupational Medicine: planning, ad-

- ministration and supervision of a broad health program
for workers, including worker’s compensation and the
regulatory requirements under the Occupational Safety
and Health Act. :

The entire residency training program should be under the
supervision of a Director of Training who is certified, or other-
wise qualified, in Occupational Medicine and a Residency
Advisory Committee. The professional qualifications of the
Director of Training should meet the standards required of the
staff of institutions approved for residency training in other
specialties (General Requirements, Section 1). The Commit-
tee should be made up of persons of recognized capabilities in
Occupational Medicine and related medical fields. Should the
practical year be arranged in an industrial organization, the
resident should during such period be under the direct super-
vision of an individual certified or otherwise qualified, in Oc-
_cupational Medicine and a related clinical specialty. Under
these circumstances, the supervisor should be furnished a
clearly defined statement of the program to be followed by the
resident during the period of affiliation. .

Training Programs in
Aerospace Medicine

A formal training program in Aerospace Medicine should
include:

1. Academic training in the fundamental disciplines of Pre-

ventive Medicine and Public Health. -

2. (Applicatory.component) Training and experience in
the basic clinical sciences related to aerospace opera-
tions and ground support. .

3. Clinical training and experience involving direct patient

care.

4. Training in the Administration of support of Aerospace

Medicine programs.

The formal residency training program should be of at least
three years’ duration. One year should be devoted to
academic study in Preventive Medicine and Public Health.
The clinical year should provide experience in direct patient
care including ambulatory and inpatient experience. Another
year should be devoted to training and expereince related to
aerospace operations, ground support of flight operations and
the administrative applications of Aerospace Medicine pro-
gram;. The order in which these elements are provided can be
varied.

The residency program, including the academic and
applicatory components, should normally be under the spon-
sorship of a school of aerospace medicine, a medical school, a
school of public kealth, or a graduate school. An approved

government or civilian agency or institution may also serve as -

the agency responsible for residency training. The sponsoring
organization should normally be responsible for the mainte-
nance of the health of a sufficiently large number of flyingand
ground support personnel to provide the residents with broad
experience in the various phases of the specialty. There
should be a sufficient amount and variety of aeronautical
equipment available to enable the resident to familiarize him-
self with its use. A well-staffed hospital to which aerospace
medicine problems are referred should be available. If not,
such training should be provided through affiliation. Experi-
ence in the examination, care, and management of ambula-

Aerospace Medicine

tory patients should be provided through the facilities of an
adequately staffed and well-equipped outpatient department,
The agency should have access to an adequately equipped
laboratory in which studies on problems relating to aircraft
accidents and hazards of flight can be carried out. The
applicatory component may be secured in another agency
affiliated with the sponsoring organization.

Academic Program: Courses should be such as to satisfy
requirements for the Master of Public Health Degree or its
equivalent. These courses should include the following fields:

- 1. Epidemiology: the study of disease and injury in human
populations, the factors contributing to increase or
- spread, and means of control.

2. Public health administration or practice: organization
and administration of programs for promotion of health.
Evaluation and control of environmental hazards.

3. Evaluation and control of envitonmental hazards.

4. Statistical methods applicable to the study of disease or
injury and the evaluation of control procedures.
5. Such other subjects as may be required for the Master of
Public Health Degree or equivalent and such desired
" elective subjects as may be applicable to Aerospace
Medicine.

Applicatory Program: The residency should provide clinical
and didactic training and experience in the principles of pre-
ventive medicine as applied to flying personnel, those en-
gaged in ground support of flight or aerospace operations, the
environments in which they work, and the protection of all
concerned from the hazards which may be encountered.

The clinical training component should provide a variety of
patients and responsibility for comprehensive evaluation and
treatment in supervised clinical setting, including the following
topics in clinical Aerospace Medicine: diagnosis, prevention,
and treatment of disorders resulting from flight or ground
support activities; evaluation of disorders having a bearing on
capabilities or qualification for duties in aviation or ground
sugport .

he didactic component should cover the following sub-
jects:
) 1. Aviation physiology: responses of the body to changes
in temperature, pressure, and ambient gas tensions,
acceleration forces, and other stresses occasioned by
aeronautics and space flight.

2. Selection of aircrews: medical examination and selec-
tion of persons to be trained for flying or other aero-
space activities.

3. Maintenance of aircrews: recognition, prevention and
treatment of disorders related to flight; influence of
specific disorders on fitness for flying; consideration of
these problems from viewpoints of clinical specialties
such as internal medicine, surgery, ophthalmology,
otorhinolaryngology, neurology and psychiatry.

4. Flying safety, including accident prevention and medical
support of accident investigation {aviation pathology).

5. Environmental (including toxicoiogic) hazards faced by
flyers and ground support workers; devices, equipment,
and procedures for protection of personnel concerned.

6. Aeral transportation of patients: contraindications .for
air travel by patients; medical problems in movement of
patients by air.

7. Human factors, medical aspects of design of flight sys-
tems and equipment, and medical problems pertainin

- to man-machine interfaces. : _ .

The program should provide an opportunity. for the
planned and supervised application of the knowledge and
concepts of preventive medicine and aerospace medicine
gained in the didactic phases of the program. Finally, concepts
in administrative aerospace medicine should be considered,
including: planning, administration and supervision of a
broad health program for flight and/or ground support per-
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sonnel. Significant responsibilities should be assumed by the
resident. The training may be in a civilian or military organiza-
tion having responsibility for the health of a reasonable
number of flight personnel and/or personnel concerned with
ground support of aeronautical or space operations.

The entire residency training program should be under the
supervision of a Director of Training who is certified, or other-
wise qualified, in Aerospace Medicine. The professional qual-
ifications of the Director of Training should meet the standards
required of the staff of institutions approved for residency
training in other specialties (General Eequirements, Section
1). The Committee should be made up of persons of recog-
nized capabilities in Aerospace Medicine and related medical
fields. Should any portion of the program be arranged
through affiliation, the resident should during such period be
under the direct supervision of an individual certified in Aero-
space Medicine and a related clinical specialty. Under these
circumstances the supervisor should be furnished a clearly
defined statement of the program to be followed by the
resident during the period of affiliation.

Training Programs in
Public Health

A formal training program in Public Health should include:

1. A graduate year of clinical training and experience in

direct patienf care.

2. A year of academic training in Preventive Medicine and

Public Health.

3. A year of planned and supervised field training and

experience.

Clinical Year: A clinical year should provide experience in
direct patient care including ambulatory and inpatient experi-
ence. This clinical year can be provided in an accredited
program in one of the recognized clinical specialties or
through a clinical year sponsored by Preventive Medicine.

If it is a Preventive Medicine clinical year, it must provide
experience in direct patient care and include at least four
months of Internal Medicine and three months in a hospital
setting.

Academic Year: Courses should be such as to satisfy re-
quirements for the Master of Public Health Degree or its
equivalent. These courses should include the following fields:

1. Epidemiology: the study of disease and i injury in human
populations, the factors contributing to increase or
spread, and means of control.

Public health administration or practice: organization
and administration of programs for promotion of heaith.
Evaluation and control of environmental hazards.
Statistical methods applicable to the study of disease or
injury and the evaluation of control procedures.

Such other subjects as may be required for the Master of
Public Health Degree or equivalent and such desired
elective subjects as may be applicable to Public Health.

AR R

Field Training and Experience: The year of supervised train-
ing and experience should be provided in a health depart-
ment and should include all aspects of general public health
practice, including communicable and chronic disease con-
trol, community health organization (public, private, and pro-
fessnonal) medical care administration, health protection and

promotion, maternal and child health (including school .

health), environmental health and sanitation, mental health,
epidemiology, dental health, health educahon public health
nursing, health care services in homes and nursing homes as
well as hospitals, program planning, health legislation, and
fiscal, personnel, and administrative policies and procedures.

e51dency training in Public Health may be provided by a
state health agency, a large and well organized local health
agency, a federal health agency, a school of pubhc health or a
medical school.

The health agency in which field training is given should be
well-established and should serve an area large enough to
offer comprehensive experience in the several aspects of
community health. A program of sufficient scope and dlveI‘Sl%
is not likely to be providegr in communities of less than 50,00
population.

he agency should be efficiently organized on a basis which
will assure the provision of public health services of a superior
quality as well as proper supervision of residents’ training. It
should cooperate actively with other agencies, official and
non-official, in the development and conduct of a
community-wide program.

The facilities of the health agency, including office, and
laboratory space, should be adequate for the efficient
functioning of the public health service. When the work of the
resident involves considerable travel, adequate transportation
should be provided. The agency should maintain a basic
collection of reference texts and periodicals in Public Health
and associated fields, even if more complete library facilities
are available outside the agency.

An efficient system of records must be maintained. Since -
much of the resident’s later responsibility is likely to be admin-
istrative in nature, it is essential that he has a thorough indoc-
trination in the preparation and maintenance of reports, regis-
ters, and other required records.

The residency program should be under the direction of a
qualified physician (certified by the American Board of Pre-
ventive Medicine or otherwise qualified) who has demon-
strated his ability to administer a comprehensive program. His
professional qualifications should meet the standards required
of the staff of hospitals approved for residency trainingin other
specialties (General Requirements, Section I). His staff should
include a sufficient number of well-trained personnel to pro-
vide adequate health service to the community and assistance
in the training program. Additional consultative service in the
several basic and special public health fields should be avail-
able.

There should be an affiliation agreement with a school of
medicine or public health that assures an educational partner-
ship in the conduct of the residency programs. This action
should be considered to be effective June 1, 1980.

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.

20. Special Requirements for Residency
Training in Psychiatry and Neurology

Residencies in Psychiatry and Neurology are offered sepa-
rately.

Training Programs in
Psychiatry
L Introduction*®
An approved residency program in psychiatry must dem-
onstrate that it provides an educational experience of such

'*This material constitutes the special requnrements for training in psychiatry
and includes material formerly published as a ‘Guide” for residency programs
in psychiatry. The “Guide” is no longer published separately. The reader is also
referred to the General Requirements for Residency Trainingand to the publica-
tions of the Accreditation Council for Graduate Medical Education which
outline the composition and function of all Residency Review Committees and
which indicate the actions which any Residency Review Committee may take,
as well as the actions which the Accreditation Council for Graduate Medical
Education (ACGME) may take. The General Requirements and ‘the other
publications of the ACGME also indicate the appeals procedures, the types of
programs and the relationships between the Residency Review Committee
(RRC), its parent organizations and the ACGME.

Requests to have a program accredited to train residents in psychiatry {or
related inquiries regarding residency programs) should be addressed to: Secre-
tary, Residency Review Committee for Psychnalxy and Neurology, 535 North
Dearborn Street, Chicago, IL 60610. All inquiries as to whether a physician is

qualified to be examined for certification in psychiatry should be addressed to:
Execut]ve Director, American Board of Psychiatry and Neurology, One Ameri-
can Plaza, Evanston, IL 60201,
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quality and excellence as to assure that its graduates will
possess sound clinical judgment and a high order of knowl-
edge about the diagnosis, treatment, and prevention of all

psychiatric disorders and the common neurological disorders.

While residents cannot be expected to achieve in four years of
training the highest possible degree of expertise in all of the
diagnostic and treatment procedures used in psychiatry, those
individuals who satisfactorily complete residency programs in
psychiatry must be competent to render effective professional
care to patients. Futhermore, they must have a keen aware-
ness of their own strengths and limitations and of the necessity
for continuing their own professional development.

" Only those programs are eligible for approval which:

1. provide (with rare exceptions) at least three years of
residency education and usually four years of gradua-
tion education following receipt of the lgi.D. degree (see
regulations of the American Board of Psychiatry and
Neurology).™ '

2. are conducted under the sponsorship of a hospital
which meets the General Requirements that apply to
residency programs in all specialties, as outlined in Sec-
tions 1, II, llI, and IV of the Essentials of Accredited
Residencies, and

3. meetall of the Special Requirements of Residency Train-
ing in Psychiatry.

Under rare and unusual circumstances, programs of either
one year or two years duration may be approved, even
though they do not meet all of the above requirements for
psychiatry. Such one or two year programs will be approved
only if they provide some gighly specialized educational
and>/}or research programs. .

In general, there are two major entries into psychiatric
residency training. Residents may enter programs at the sec-
ond postgradauate year level, after a broad based clinical year
of training in accredited programs such as medicine, family
practice and pediatrics. Residents entering at the first post-
graduate year of training must spend a minimum of four
months in psychiatric training and a minimum of four months
in the specialty of internal medicine, family practice or pediat-

rics. A rotation in neurology is particularly encouraged at this

stage of training, ,

The objectives of the training obtained during the first
postgraduate year should provide residents with medical skills
most relevant to psychiatric practice. These include:

1. learning to undertake the inital clinical and laboratory
studies of patients presenting with a broad range of
common medical and surgical disorders,

2. being capable of providing limited care for medical
illnesses and of making appropriate referrals,

3. being especially conversant with medical disorders dis-
playing symptoms likely to be regarded as psychiatric
and with psychiatric disorders displaying symptoms
likely to be regarded as medical, and

4. being especially cognizant of the nature of the interac-
tions between psychiatric treatments and medical and
surgical treatments.

If contact is maintained by the Department of Psychiatry
with residents in the first postgraduate year while they are on
services other than psychiatry, it would be an ideal time to
conduct a seminar dealing with the interface between
psychiatry and the rest of medicine. '

"The regulations of the American Board of Psychiatry and Neurology,
referred to in (1) above state that two patterns of training are acceptable:

a. Prior to enteringan approved Psychiatry or Neurology training program, a
. physician must have completed one year of approved training after
receiving the degree of Doctor of Medicine. This year of clinical experi-
ence should emphasize internal medicine or pediatrics or family practice.
b. A four-year training program in Psychiatry or in Neurology would be
acceptable with the provision that at least four months be spent in an
approved program providing direct responsibility for the general medical

care of children and/or aduits. :

Psychiatry

An approved program must have an explicitly described
educational curriculum composed of (1) formal didactic ex-
periences such as regularly scheduled lectures, seminars, clin-
ical conferences and required reading assignments; (2) clinical
experiences in which the resident, under supervision, receives
progressively greater responsibility for patient care. The clini-
cal responsibility must never be greater than that which is
optimai for educational purposes. The educational program

- must include systematic instruction and clinical experience in
-all of the Eenerally accepted diagnostic and therapeutic pro-

cedures. All programs should state specifically and clearly as
possible the objectives and criteria for successful completion
of the program and these objectives and criteria should be
made available to residency applicants.

Both the didactic and clinical curriculum must provide a
thorough and well balanced presentation of the generally
accepted theories, schools o? thought, and diagnostic or
therapeutic procedures in the field of psychiatry. Thoughtful
and informed appraisals of the major theories and viewpoints
in psychiatry, together with a thorough grounding in the gen-
erally accepted facts, are fundamental to a sound professional
education. ‘

Although the RRC does not designate any specific number
of residents who can be in training in a given program, all
programs must maintain a “critical mass” of trainees sufficient
to promote an intellectually stimulating educational atmos-
phere. An educationally sound minimal “critical mass” of
psychiatric residents is defined as at least two trainees enrolled
in each year of a program. Programs which fall below this
prescribed “critical mass” will be reviewed, and if this defi-
ciency is not corrected, the program will be subject to negative

action.

1I. Educational Programs
The chief objective of residency education is the develop-

- ment of a high order of clinical competence in graduates.

Carefully supervised clinical care of patients is the core of an
adequate program.

Formal educational activity shall have high priority in the
allotment of the resident’s time and energies. The clinical
responsibilities of residents must not infringe unduly on didac-
tic educational activities and formal instruction.

Clinical and didactic teaching must be of sufficient breadth
to insure that all residents become thoroughly acquainted with

" the major methods of diagnosis and treatment of mental

iliness.

Didactic instruction must be well'organized, thoughtfully
integrated, based on sound educational principles, and car-
ried out on a regularly scheduled basis. In a progressive
fashion it should expose residents to topics appropriate to
their level of training. Systematically organized formal instruc-
tion (prepared lectures, seminars, assigned reading, etc.) must
be an essential part of the residency. Staff meetings, clinical
case conferences, journal clubs, and lectures by visitors are
desirable adjuncts, but must not be used as substitutes for an
organized didactic curriculum.

The curriculum must include adequate and systematic in-
struction in such basic biological and clinical sciences relevant
to psychiatry, in psychodynamics and child development and
in sufficient material from the social and behavioral sciences.
The curriculum must also provide a thorough grounding in
medical ethics and in the history of psychiatry and its relation
to the evolution of modern medicine.

By means of individual supervision, seminars, lectures,
assigned reading, case conferences, teaching rounds and
supervised patient care, the residency program must provide
systematic instruction and substantial experience in:

1. The skills of clinical diagnosis such as interviewing,
mental status examination, physical and neurological
examination, history writing and the formulation of a

. differential diagnosis and treatment plan.’

2. The presentation and discussion of clinical case mate-
rial at conferences attended by faculty arid fellow resi-
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dents. This training should include the ability to formu-
late relevant theoretical and practical issues involved in
the discussion of the diagnosis and management of the
cases presented at such conferences.

The diagnosis and treatment of adults, adolescents
and children who have psychiatric disorders. Experi-
ence should also be provided in the diagnosis and
treatment of patients who have mental retardation or
other developmental disabilities. Training in the diag-
nosis and treatment of children should provide the
resident with an understanding of the biological,
psychological, social, economic, ethnic, and family fac-
tors that significantly influence physical and psycholog-
ical development in infancy, childhood, andy adoles-
cence.

The diagnosis and treatment of neurological disorders
relevant to psychiatric practice. This must be sufficient
to enable a psychiatric resident to obtain a thorough
history. regarding neurological disease, perform a
competent neurological examination, make a differen-
tial neurological diagnosis, and, under supervision,
plan and camy out the treatment of the common,
clinically important neurological diseases. This re-
quires an adequate commitment of time, during which
each resident obtains supervised clinical experience in
the diagnosis and treatment of neurological patients.

The diagnosis and treatment of psychophysiologic

- disorders.

Psychiatric consultation or liaison psychiatry involving
patients on other medical and surgical services.

‘Hospital emergency service {or equivalent experience

in emergency care). A twenty-four hour emergency

. service should be an integral part of the program. Crisis

intervention techniques, including the evaluation and
management of suicidal patients, are best taught under
such circumstances. Where the emergency service is
part of a general hospital, it broadens the clinical ex-
perience of the psychiatric resident and offers a valu-
able opportunity X)r collaboration and exchange of
ideas with colleagues in other specialties.

Community psychiatry. This should include experi-
ence in community based programs. This training
should also include the opportunity to consult with at
least one community agency.

Psychiatry and the law. This must involve didactic

‘instruction in the legal aspects of psychiatric practice,

such as civil commitment, guardianship and confiden-
tiality. The opportunity should be provided to pattici-
pate in court evaluations under the supervision of a

- psychiatrist. :

The use of the generally accepted techniques for diag-
nostic psychological assessment. In their clinical work,
residents must have experience with the more com-
mon psychological-test procedures in a sufficient
number of cases to give the resident an understanding

" of the clinical usefulness of these procedures and the

correlation of psychological test findings with clinical

-data. Under the guidance of a qualified clinical psy-

chologist, residents should have experience with the
interpretation of the psychological tests most com-
monly used. Some of the experience which residents
have with psychological tests should be with their own

‘patients. .

All of the major types of therapy. The therapeutic

_ techniques which should be taught include:

a. Individual psychotherapy, including supervised
experience in long term psychotherapy
. Family therapy

b
c. Group therapy
*d. Crisis intervention

12.
13.

14.

15.

16.

17.

1.
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e. Pharmacological therapies, short-term and long-
term k ‘

f. Somatic therapies _ .

g. Behavior therapy ' C

h. Other techniques such as biofeedback and hyp-
nosis . _

Instruction in medical ethics.

Clinical experiences in which residents actively col-
laborate with psychologists, psychiatric nurses, social
workers and other professional and paraprofessional
mental health personnel in the treatment of patients.
The continuous care of patients. This should include
the care of a significant number of patients who are
seen regularly and frequently for an extended period.
Of these patients who are in the resident’s continuous
care for an extended period of time, some must be
patients with chronic psychotic conditions and som
must have nonpsychotic illnesses. ;
The resident must acquire competence ‘in the diag-
nosis, treatment and management of patients with
alcoholism and drug abuse. These patients represent a
significant percentage of patients treated on psychiatric
inpatient units and in psychiatric clinics. The effective
diagnosis and management of such patients must be .
learned by didactic lectures as well as supervised ex-
perience in the clinical treatment of such patients. This
includes detoxification and long term management in
inpatient and/or outpatient settings, and familiarity
with self-help groups.

Residents must learn about research methodology and
develop the ability to appraise critically professional
and scientific literature. Approved programs must pro-
vide opportunities for actual participation in clinical or
basic research by residents.

Residents must obtain experience in the administrative
aspects of psychiatric practice. This should include
information about the structure of federal, state and
local organizations that influence mental health care.

In addition to providing systematic instruction and substan-
tial experience in the topics and skills noted above, an accre-
dited residency must also be characterized by:

An appropriate and progressive degree of clinical re-
sponsibility for the care of patients. The clinical services
must be organized so that residents may have major
responsibility for the care of a significant propottion of all
patients assigned to them, and that they have an appro-
priate amount of supervision by the staff. The amount
and type of responsibility for patient care which a resi-
dent assumes must increase as the resident advances in
training. i :

2. An adequate variety of patients. Residents must have

major responsibility for the diagnosis and treatment of a
reasonable number of patients with the major categories
of psychiatric illness and ample experience in the diag-
nosis and mangement of the more common neurologi-
cal disorders. They must have experience in the care of
both sexes, of patients of various ages from childhood to
old age, and of patients from a variety of ethnic, racial,
social and economic backgrounds.

An appropriate amount and type of experience in the
treatment of inpatients. Residents should have signifi-
cant responsibility for the diagnosis and ‘treatment of
psychiatric inpatients for a period of approximately
twelve, but no more than eighteen, months in a four
year program. :
Optimal case load. The number of patients for which a
resident has primary responsibility at any one time must
be sufficiently small to permit the resident to conduct a
detailed study of each patient, provide each patient with
appropriate treatment, and to have sufficient time for
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other aspects of his educational program. At the same

time, the number must be sufficiently large to provide a

- variety of clinical experiences.

5. Interdisciplinary conferences. The curriculum must in-
clude a.significant number of clinical conferences and
didactic seminars for residents in-which psychiatric fac-
ulty members collaborate with neurologists, internists
and colleagues from other medical specialties and men-
tal health disciplines. - Co

6. Individual supervision. Clinical training must include an
adequate amount of regularly scheduled individual
supervision. As a general rule, each resident should
have at least two hours of individual supervision weekly
in addition to teaching conferences and rounds.

7. Electives. All programs should provide the opportunity
for residents to pursue individually chosen electives.

L Director of Residency Program and Participating Faculty

Each residency program must be under the direction of a
" tully qualified psychiatrist whose major responsibility is to
maintain an educational program of excellence. The resi-
dency program director must be board certified or possess
equivalent qualifications, and must devote a sufficient
number of hours weekly to the educational program. The
program director should be responsible for maintaining:

1. A process for selecting as residents physicians who are
personally and professionally suited for training in
psychiatry. The program shouﬁ‘l document the proce-

. dures used to select residents. Application records
should document information from medical schools and
graduate medical education programs. It is recom-
mended that each program have a residency selection
committee to advise the program director on selection of
residents. Those residents selected at the second post-
graduate year or above must have satisfied the training
objectives cited above for that level of training.

2. A documented procedure for checking the credentials

and past performance of residents transferring from one -

program to another.

3. A well-planned and systematic educational program of
quality which includes specific, assessable objectives for
program components and criteria for graduation.

. 4. Regular and systematic evaluation of the progress of
each resident, including complete records of evaluations
containing explicit statements on the resident’s progress
and his or her major strengths and weaknesses. Each
resident should maintain a record of selected specific

" cases in a manner which does not identify patients, but
which illustrates his clinical experience in the program.
These records should be reviewed periodically with the
program director or a designee. .

5. A program of regularly scheduled meetings with each
resident, of sufficient frequency, length and depth to
insure that the resident is continually aware of the qual-
ity of his progress toward attainment of professional
competence. These evaluation sessions should be held
at least semi-annually and preferably more frequently.
They should give the resident opportunity to assess the
program and the faculty. Provision should be made for
remediation in cases of unsatisfactory performance.

6. Procedures for helping the resident obtain appropriate
. help for significant personal or professional problems.
7. Procedures for the resolution of problems that occur

when a resident’s performance does not meet required
standards. These procedures should be fair to the resi-
dent, the patient under his care, the training program

. and the profession. A written grievance procedure for
residents and/or faculty should be maintained. Criteria
for terminating a resident whose performance is unsatis-
factory should be available to all concerned.

" Psychiatry

8. A written record of the educational responsibilities of all
* staff and faculty members (whether full-time or part-
time) who participate directly in the education of resi-
dents, including the qualifications and experience of the
faculty member, and the nature, frequency and amount
of time involved in the teaching activity of each.
9. A system to monitor and document each resident’s
achievement of the educational goals as specified by the
program.

The residency msut be staffed by qualified psychiatrists in
sufficient numbers to achieve the goals and objectives of the
training program. They should be qualified clinicians and
capable teachers. The teachers must participate regularly and
systematically in the training program and be readily available
for consultation whenever a resident is faced with a major
therapeutic or diagnostic problem. :

There must be sufficient variety of qualified faculty mem-
bers to provide the residents with instruction and supervision
in the required types of therapy. .

In addition to ‘qualified psychiatrists in appropriate num-
bers, the faculty should also include representatives of other
mental health professions.

The director of the residency program should have an
educational policy committee composed of members of the
teaching staff and including representation from the residents.
This committee should .participate actively in planning, de-
veloping, implementing and evaluating all signiticant features
of the residency program, including the selection of residents
(unless there is a separate residency selection committee),
determining goals and objectives of the curriculum, and
evaluating both the teaching staff and resident staff. Each
program should havé a written description of the committee
including the responsibility to the sponsoring department or
institution and to the program director.

IV. Residents - '

A strong sense of responsibility for patient care is essential
on the part of the resident staff. The attitudes required of a
psychiatrist are those expected of all physicians. These at-
titudes begin to be acquired in medical school and are
broadened in the special responsibilities of the medical spe-
cialty training of the psychiatrist. Mastery of the knowledge
and skill objectives of the residency should be accomplished
by didactic instruction, scheduled teaching rounds and con-
ferences, assigned reading and progressive supervised re-
sponsibility for the clinical care of patients. Achieving clinical
competence demands long hours and disciplined effort. Resi-
dency education in psychiatry is a major commitment. The
resident should not engage in activities which interfere with
optimal performance in the residency.

The ability to interview patients and other informants
adequately, record a history clearly and accurately, perform a
competent physical, neurological and mental status examina-
tion and record the findings of these examinations in a com-
plete and systematic manner are essential to adequate diag-
nosis ‘and treatment. Generally speaking, the quality of a
residency program is reflected in the ability of the resident to
conceptualize illness (including mental disorder) in terms of
biological, psychological and sotiocultural factors which de-
termine normal and disordered behavior in order to accom-
plish further data gathering, differential diagnosis, formulation
of a treatment plan, implementation of treatment and follow-
up. Clinical records must include an adequate history, mental
status, and physical and neurological examinations recorded
by residents, an adequate treatment plan, regular and relevant
progress notes, adequate justification for diagnostic and
therapeutic procedures performed and a discharge summary.

The residency program director must accept only those
applicants whose qualifications for residency include sufficient
command of English to facilitate accurate, unimpeded com-
munication with patients and teachers. '

The residency program should provide its residents with
instruction about American culture and subcultures. Many
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physicians may not be sufficiently familiar with attitudes, val-
ues and social norms prevalent among various segments of
contemporary American life. Therefore, the curriculum
should contain instruction about these issues adequate to
enable the resident to render competent care to those patients
from various cultural backgrounds for whom he has clinical
responsibility in the course of his residency,.

An important part of the education of the resident is the
development of teaching skills. Residents should have ample
opportunity to teach students in the health professions.

V. Clinical and Educational Facilities and Resources

Training programs must have available to them adequate
inpatient and outpatient facilities, clinics, agencies and other
suitable placements where the residents can meet the educa-
tional objectives of the program. The program should specify
the facilities as well as the methods by which the goals and
objectives are to be implemented.

The administration of the facility must provide ample space
and equipment for educational activities. There must be
adequate space and equipment specifically designated for
seminars, lectures, and other teaching exercises. All residents
must have offices adequate in size and decor to allow them to
interview patients in a professional manner. .

The facility must also provide adequate and specifically
designated areas in which residents can perform basic physi-
cal examinations and other necessary diagnostic procedures.

The program should have available such basic teaching
aids as slide projectors, sound film projectors, as well as teach-
ing material in the form of films, audio cassettes and television
tapes and the capability for making and playing back video
tapes. EE <

The sponsoring institution of an approved residency in
psychiatry must provide residents with ready access to a li-
brary that contains a substantial number of current basic
textbooks in psychiatry, neurology and general medicine, and
a sufficient number of the major journals in psychiatry,
neurology and medicine, necessary for an educational pro-
gram of excellence. The library must have the capability of
obtaining textbooks and journals on loan from major medical
libraries, the capacity for Medline or other medical informa-
tion processing or access to a library which has the capacity,
and must be reasonably available to residents on weekends
and during evening hours.

Effective: July, 1981 ACGME: Nov. 1980

Training Programs in
Child Psychiatry

Essential elements for approved residency training in Child
Psychiatry are generically similar to those in general
psychiatry (see the Special Requirements of the Essentials for
Residency Programs in Psychiatry). The training program
should offer a well-balanced patient load, adequate supervi-
sion, and a formal educational experience to provide a com-
bination of training and practice which will be both broad
enough to insure familiarity with the variety of childhood
disorders, and intensive enough to insure basic treatment
skills. Consultative experience is also essential.

Essential requirements for approved training for the career
child psychiatrist consist of a minimum of a‘two-year block of
time of training in general psychiatry together with two years
of specialized training in child psychiatry. This is in addition to
the categorical, categorical* or flexible first year of post M.D.
training. To achieve greater flexibility in the sequence of train-
ing for the career child psychiatrist and to assist in recruitment,
the training experience for a career.child psychiatrist may be
initiated in any of the three years of general psychiatric resi-
dency training, provided that the training s full-time'?, a block

'2As in general psychiatry-training, two years of half-time training is equiva-
lent to one year of full-time training.

of ime spent at any one time is not less than six months, and
that if a six-month block is chosen it be followed at another
time by not less than an eighteen-month block of full-time
training in child psychiatry. Two separate twelve-month full-
time blocks in child psychiatry may also be chosen. Up to six
months’ credit for residency training in pediatrics which was at
least a year in duration, may count in place of any six-month
period of child psychiatry training. In summary, in addition to

" the categorical, categoricalr flexible first graduate year, a total

of four years of training, two years in general psychiatry and
two years in child psychiatry, must be taken. (Ordinarily, the
exposure to child psychiatry given to most general psyc Kiatry

residents as part of their basic psychiatry curriculum will not

qualify for this credit.) The entry point of child psychiatry

training may be anywhere after the first post-M.D. year.

" Each training program accredited for child psychiatry must
be an integral part of a general psychiatric residency program
accredited for three years of training, or must have a formal
educational affiliation with such a program. The written
agreement of such affiliation must be signed by the training
directors of both programs and a copy of it filed with the
Executive Director of the American Board of Psychiatry and -
Neurology, Inc., and with the program file which will be -
reviewed by the Residency Review Committee and the Ac-
creditation Council for Graduate Medical Education.

The program in child psychiatry must be under the direction
of a qualified child psychiatrist. It is desirable that he or she be
Board certified or its equivalent in child psychiatry. Educa-
tional quality must have the highest priority in the allotment of
the residents’ time and energy. The clinical responsibilities of
residents must not infringe unduly on didactic educational
activities. The program must exist for the resident and not
vice-versa. A formal curriculum must be outlined and avail-
able. It must include a program of graduated learning and
experience throughout the two years, which is marked by
graduated and increasing clinical responsibility for the diag-
nosis and treatment of children and their families. The training
should take place in a child psychiatric facility wherein a
spectrum of supervised experience is available with children
from infancy through adolescence. The program should pro-
vide an understanding of normal behavior as well as the
gamut of developmental psychopathology. Biological, socio-
cultural, psychodynamic, behavioral, and familial aspects of
childhood and its problems must be covered both in the
clinical and the didactic experience. Opportunities for the
development of both conceptual understanding and clinical
skill in therapeutic interventions with children, adolescents,
and families, including psychotherapeutic and psychophar-
macologic treatment, must be available. An experience de-
voted to work with out-patients should include a significant
amount of work which involves active collaboration with
other mental health professionals. Direct experience with
psychological measurements is essential. The development of
skill in working with severely disturbed children is also an
essential part of the training experience and is best achieved in

.an in-patient or residential program. The case load for each

resident must be small enough to insure the intensive study’
and understanding of patient management within a controlled
milieu. Administrative experience in ward management
should be a part of this assignment. In some circumstances,
the same experience may be achieved in a day-treatment
setting with an intensive milieu program. Work with severely
disturbed children should constitute a significant period of
time.

Consultation and liaison with pediatric services and com-
munity agencies such as well-baby centers, schools, courts,
and the social welfare department is a third essential experi-
ence. The essential community consultation areas in which
the resident should be able to function are: 1) medical, 2)
educational, 3) forensic, 4) social. In this connection, the
training program must provide a significant number of clinical
conferences and didactic seminars not.only with child
psychiatry faculty members but with other medical specialists
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and other mental health professionals as well. There should
be opportunities for the resident to apply principles he or she
has learned in community consultation experience.

Emphasis on developmental considerations is the hallmark
of a child psychiatric program. Toward this end, clinical ex-
perience with children of all ages and with families from all
socio-economic levels is essential. It is recognized that some
programs are unable to provide such broad populations
‘themselves but must then do so through affiliation.

-Opportunities for teaching with community groups, medi-
cal students, and nurses, and opportunities for learning about
research should also be available..

The program director is responsible for selecting residents,
planning their progress and maintaining records of these
evaluations. The program director must devote sufficient time

- to his program responsibilities so that the program will meet
the stated requirements. He or she should provide residents
with an understanding of the goals of training and evaluation
procedures, as well as the responsibilities of the residents for
their own learning and their own clinical work. The program
director must also be responsible for the provision of adequate
space and equipment for educational activities, e.g. au-
diovisual equipment, playroom materials and library facilities
“which contain basic child psychiatric textbooks and journals.
Individual office space for each resident with readily available
play materials must be available. Special space for physical
and neurological examinations, as well as the appropriate
medical equipment, must also be readily -available in the
training facility. .

The residency program should provide its residents with
instruction about the various cultures existing in the country.
Many physicians may not be sufficiently familiar with the
attitudes, values and social norms prevalent among the vari-
ous segments of contemporary American life. Therefore, the
curriculum should contain instruction about these issues
adequate to enable the resident to render competent care to
those patients from various cultural backgrounds for whom
the resident has cliniical responsibility in the course of resi-
dency training.

Finally, it is unlikely that a program can function without a
“critical mass” of residents because of the elements of peer
teaching and interaction as well as the need for group discus-
sion in seminars and conferences. While it is difficult to identify
the optimal “critical mass” for many programs it is clear that a
minimum of two residents in each of the two years of training
is essential if the program is to maintain full accreditation.

Effecﬁve: June, 1979 ACGME: June, 1979

Training Programs in Neurology
E Introduction*®
"The purpose of the training program is to prepare the
hysician for the independent practice of clinical neurology.
This training should be based on supervised clinical work with
increasing responsibility for out-patients and in-patients. It

This material constitutes the special requirements for residency programs in
neurology and includes material formerly published as a “guide” for residency
programs in neurology. The “Guide” is no longer published separately. The
reader is also referred to the General Requirements for Residency Training and
to the publications of the Accreditation Council for Graduate Medical Education
which outline the composition and function of all Residency Review Commit-
tees and which indicate the actions which any Residency Review Committee
may take, as well as the actions which the Accreditation Council for Graduate
Medical Education (ACGME) may take.

The General Requirements and the other publications of the ACGME also
indicate the appeals procedure, the types of programs and the relationships
between the Residency Review Committee (RRC), its parent organizations and
the ACGME. . :

Requests to have a program accredited to train residents in neurology (or
related inquiries regarding residency rograms) should be addressed to: Secre-
tary, Resigency Review Committee &r sychiatry and Neurology, 535 North
Dearborn Street, Chicago, lllinois 60610. Allinquiries as to whether a physician
is qualified to be examined for certification in neurology should be addressed to:
Executive Director, American Board of Psychiatry and Neurology, One Ameri-
can Plaza, Evanston, Illinois 60201.

Neurology

should include not only the specific diseases of the nervous

system of different age groups, but also the neurological com-

plications of medical and surgical conditions. The resident

must also learn to differentiate those patients whose primary

illness lies in other areas, for example, internal medicine and

psychiatry. p
Length of Program**

Approved residencies in neurology must provide at least
three years of graduate education in neurology. The programs
meeting these requirements may be of two types:

1. Those which provide four years of graduate training
beyond the receipt of the M.D. degree, the first year of which
includes a broacfJ clinical experience in genera? medicine in
such primary care specialties as internal medicine, family
medicine or pediatrics, with not more than two months, and
preferably no time, in neurology or psychiatry.

2. Those which provide three years of neurology residency
training but accept only residents who have had an initial first
year of graduate training. This first year should have the
minimum requirements as noted in 1. above.

General Curriculum Considerations

It is essential that the residency program contain a compo-
nent of service to patients. This component should be so
designed as to assure a balance between service and educa-
tion which achieves for the resident an optimal educational
experience consistent with the best of medical care.

The resident must have instruction and practical experience
in obtaining an orderly and detailed history from the patient,
in conducting a thorough examination (general, mental
status, neurological, etc.) and in organizing and recording the
data. The resident must understang the indications f