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First Update 

• New Executive Director for RRC-RadOnc 

 

• Laura Edgar. EdD, MBA, CAE 

• Since January 1, 2014 

• ACGME since 2011, Outcomes Assessment 

• Executive Director for Milestone Development 

 

• Linda Thorsen, MA retired after 26 years at the 

ACGME 

 



Goals of  

The “Next Accreditation System” 

• To begin the realization of the promise of 

Outcomes 

• To free good programs to innovate 

• To assist poor programs to improve 

• To reduce the burden of accreditation 

• To provide accountability for outcomes (in 

tandem with ABMS) to the Public 



Where are we going? 

The Next Accreditation System 
 • Continuous Accreditation Model  

• Review programs every 10 years with self-study 

 

• Leave Good Programs alone 

• Good Programs can innovate detailed standards 

 

• Identify weak programs earlier 

• Site visit or progress report from weak programs 

• Weak programs held to detailed standards 

 

 

 

 



Where did we come from? 

• 2002  Six Core competencies in PR 

• 2012 work done so far 

• Core and Detailed Process 

• Outcome in Requirements 

• New policies and procedures  

• ADS rebuilt to prepare for NAS 

• Annual update: free text replaced by data 

• Scholarly activity replaces CVs 

• 2012 Milestones 1.0 developed 



Decisions in the NAS 

New Program Requirements 
Clinical Competency Committee 

Program Evaluation Committee 

 

Louis Ling, MD 

Senior VP, Hospital-based Accreditation 

ACGME 

 



 

 

All 9,022 ACGME Pre-NAS Accredited  

Residency and Fellowship Programs 2013* 

@ 2013 Accreditation Council for Graduate Medical Education (ACGME)  

* Excludes programs with Initial Accreditation 



All 9,022 ACGME Pre-NAS Accredited  

Residency and Fellowship Programs 2013* 

 

 

@ 2013 Accreditation Council for Graduate Medical Education (ACGME)  

95.7% 

4.0% 

0.3%, n=27 

* Excludes programs with Initial Accreditation 



   Program Review in the NAS 2013 

Initial 

Applications 

Structure 

Resources 

Core Process 

Detailed Process 

Withhold Accreditation 

Withdrawal of Accreditation 

 Close look 2%  Closer look 2-3%         Data review 95% 

 

 

 

 

                                        <1% 

 

 

 

Accreditation (with 

Warning) 

 

Probationary 

Accreditation 

Structure 

Resources 

Core Process 

Detailed Process 

Outcomes 

Maintenance of 

Accreditation 

Continued 

Accreditation 

Structure 

Core Process 

Resources 

Outcomes 

Original by TJ Nasca, MD modified 



The Next Accreditation System 
 

• Screening based on annually submitted data 

• ADS annual update 

• Resident Survey 

• Faculty Survey (new for core faculty) 

• Milestones Data (new, will be phased in) 

• Procedure or Case Logs 

• Boards Pass Rate Data 

• Scholarly Activity (new format replaces CVs) 

• RRC review programs based on RRC set performance 

indicators and thresholds  

• High performing programs moved to consent agenda 

• Programs with potential problems require more 

information with a progress report or site visit 

 



Review Process in the  

Next Accreditation System 

1. RRC screens programs using annual outcome 

data – high level screening 

1. No review comparing to requirements 

2. Identify some programs for closer look 

3. Decide what information to gather 

2. For some programs, RRC reviews additional 

information or site visit and may compare to 

requirements 

3. Every program will get an accreditation letter 

every year 

 

 



RRC Decisions for the Green Box 

1. Continued accreditation (likely) 

1. No cycle length any more 

2. May note areas for improvement 

3. May note trends 

4. May issue citations (unlikely) 

2. RRCs wants more information 

1. Clarification or progress report from PD 

2. Focused site visit for specific concern 

3. Full site visit for general concern 

 

 



From the Green to the Yellow Box 

1. Continued accreditation (with warning) 

1. Public status is Continued Accreditation 

2. Analogous to old 1-2 year cycle 

3. RRC data review next year 

2. Probation* 

1. Requires a site visit before going on probation 

2. Site visits will have short notice and no PIF 

3. Requires a site visit before going off probation 

*No programs on probation 

 

 

 



Decisions for the Yellow Box 

1. Continued accreditation (green box) 

 Probation can only be lifted after a site visit 

2. Continued accreditation (with warning) 

3. Probation (max 2 years) 

4. Withdraw accreditation (red box) 

5. Request additional information 

1. Progress report 

2. Site visit, focused or full 

 



Proposed Adverse Actions Gone 

• No longer proposed adverse actions 

• Can go directly to (warning) from any status  

• Can go directly to probation from any status (site 

visit required) 

 

• Faster to get off an adverse action after a site 

visit 

 



Decisions for Applications 

1. Withhold accreditation 

2. Initial accreditation 

 

• Subspecialties based on application only 

• Core programs require an application and a site 

visit 



Decisions for Initial Accreditation 

• Requires a full site visit within 2 years 

 

1. Continued Accreditation (green box) 

2. Initial accreditation with warning 

  (for one more year) 

3. Withdrawal accreditation (red box) 

4. No probation (either up or out) 

 

 

 



   Program Review in the NAS 

Initial 

Applications 

Structure 

Resources 

Core Process 

Detailed Process 

No Outcomes Yet 

Withhold Accreditation 

Withdrawal of Accreditation 

 Close look 2%  Close look 2-3%         Data review  95% 

 

 

 

 

                                        <1% 

 

 

 

Accreditation (with 

Warning) 

 

Probationary 

Accreditation 

Structure 

Resources 

Core Process 

Detailed Process 

Outcomes 

Maintenance of 

Accreditation 

Continued 

Accreditation 

Structure 

Resources 

Core Process

No Detailed Process 

Outcomes 

Original by TJ Nasca, MD modified 



New Program Requirements 

• Requirement on Clinical Competency and 

Program Evaluation Committees 

• Approved June 9, 2013 

• (Effective July 1, 2013 for Phase 1) 

• Effective July 1, 2014 for Phase 2 

 

 

 

 



New CCC Program Requirement 

• Program director appoints a CCC 

• Must be at least three faculty members 

• Can include non-physician faculty 

• Subs can include faculty from cores 

• Can include program director 

• PD role is undefined, but consider conflicts 

• Optional members in addition 

• Other physicians and non-physicians 

• No residents 

 



New CCC Program Requirement 

Written description of responsibilities 

1. CCC reviews all resident evaluations 

 Semi-annually 

2. Assure semi-annual reporting to ACGME 

3. Advise the Program Director 

1. Promotion 

2. Remediation 

3. Dismissal 

 



New CCC Program Requirement 

• General concept: many is better than one 

• Program size and structure varies wildly 

• Program Requirement is broad on purpose 

 

• Each Program will have to decide what works 

best 

• E.g. subcommittees, individual reviewers, 

multiple meetings and other innovative formats 

are allowed 

 



New PEC Program Requirement 

• Program Evaluation Committee 

• Can be same or different or overlap with CCC or 

Education Committee, APDs 

 

• Adds structure to current requirement for annual 

review so should it not be new process 

 

 

 

 



New PEC Program Requirement 

• Appointed by program director 

• Must be at least 2 members of the faculty and 

can include PD 

• PD role is undefined 

• Should include at least one resident 

• (recognizes sometimes no resident/fellow) 

• Should meet even if no residents 

• Written description 

 

 

 

 



New PEC Program Requirement 

Active participation (deliberately broad): 

1. Plans, develops, implements and evaluates 

program activities 

2. Recommend Goals and Objectives revisions 

3. Annually review the program 

4. Address (not fix) non-compliant areas  

 

 

 

 



New PEC Program Requirement 

• Produce annual program evaluation (APE)  

• Written (not necessarily long) 

• Systematic review of the curriculum 

• Use faculty and resident feedback 

• Document action plan to improve 

• Monitor improvement 

 

(Program responsibility, not GMEC or DIO) 

 



Guide to Successful Continued Accreditation 

• Accreditation Status 

• Common Citations 

• Annual Data 

• Milestones 

• Clinical Competency Committee 

• Program Evaluation Committee 

• Preparation 

• Implementation 

• ACCURACY AND COMPLETENESS COUNT 



Annual Data Collection 

• Every program submits data every year  
 

 

• Every program is reviewed every year  
 

 

• Site visit only if RRC asks for it after review of 

program 
 



Annual Data Collection 

• Annual Program, Faculty and Resident Update 
 

• 5 year first-time Board pass rate 
 

• Case Logs  
 

• Resident Survey  
 

• Faculty Survey  
 

• Scholarly Activity of Core Faculty  
 

• Scholarly Activity of Residents 
 

• Milestones 

 

 

 



Annual Data Collection 

Annual Program, Faculty and Resident Update 

 

• Most common error is outdated or missing 

information: certification dates, updates to resident 

list, updates to faculty list 
 

 

 

 



Annual Data Collection 

 

5 year first-time Board pass rate (all exams) 

• Low pass rate 

 

 
 

Case Logs  
 

• Incomplete data 

 

 

 



Annual Data Collection 

 

Resident Survey  

• Somewhat is noncompliant 
 

 

 

 

Faculty Survey  

• Only sent to core faculty (>15 hours) 

• Must complete 

• Somewhat is noncompliant 

 
 

 

 

 



Annual Data Collection 

 

Scholarly Activity of Core Faculty  
 

Scholarly Activity of Residents 
 

 

• Must be entered to be counted 

 

 

 

 



Annual Data Collection 

 

Milestones 

 

ARE YOU READY?? 

 

 

 



Radiation Oncology Milestones 

First reporting date is November/December 2014 



Radiation Oncology Milestones 





ACGME Reporting Tool 



Mouse-over Description 



Implementation 

• How many of you have thought about how to 

implement NAS into your program? 
 

• Have you “cross-walked” your assessment tools 

to the milestones? 
 

• Have you had a dry run with the CCC? 
 



Accreditation Council for Graduate Medical Education 

ACCURACY AND 

COMPLETENESS  

COUNT 
 



We are here to help 

• Executive Director:  Laura Edgar, EdD, CAE 

• ledgar@acgme.org    312-755-5029 

 

• Accreditation Administrator: Nicole Wright 

• nwright@acgme.org   312-755-5491 

 

• ADS Representative: Raquel Running 

• webads@acgme.org   312-755-7111 

 

mailto:ledgar@acgme.org
mailto:nwright@acgme.org
mailto:rrunning@acgme.org


Summary 

 

Submit Questions on the bottom of the screen 

Reviewed and returned by e-mail 

 

Thanks. 

 

 



Radiation Oncology RRC Chair 

Robert Amdur, MD 

Residency Program Director 

University of Florida 

 

I will be showing you examples of forms and 

templates that I use. If you want digital copies 

of these, contact me at: 

amdurr@shands.ufl.edu 



Accreditation Actions in NAS 

Accreditation Policies and Procedures 

Effective date:  7/1/2013 

Copyright Accreditation Council for Graduate Medical  Education 2013 



Accreditation Actions – pre-NAS 

• Application 

• PROPOSED Withhold - WITHHOLD 

• Initial Accreditation  [1-3 years] 

• Accreditation (Continued) 

• PROPOSED Probation  

• Probation [2 years]  Continued PR [1 additional year] 

• PROPOSED Withdraw 

• Withdrawal of Accreditation 

• Expedited WD 

• Voluntary WD [may be requested at any time] 



Accreditation Status - NAS 

• Application (Single Electronic Process) 

• Accreditation Withheld 

• Initial Accreditation (Site Visit within 2 years) 

• Initial Accreditation with Warning (1 year) 

      (Note:  Program may not request permanent increase in 

 complement during period of Initial Accreditation) 

• Continued Accreditation 

• Continued Accreditation with Warning  

 (Note:  Program may not request permanent increase in 

 complement when CA w/warning has been conferred by RRC) 

• Probationary Accreditation (NO PROPOSED Probation) (2 years) 

• Withdrawal of Accreditation 

• Withdrawal of Accreditation Under Special Circumstances 

• Voluntary Withdrawal 

• Administrative Withdrawal 

 

 



Rad Onc starts NAS July 2014 

Every program submits data every year and is reviewed 

every year (site visit only if RRC asks for it) 

• 5 year ABR board first-time pass rate 

• Case Logs of last year grads 

 450 EBRT, 12 peds, brachy 15/5, 20 SRS,10 SBRT, 3 RAI, 3 IV 

• Resident ACGME survey  “somewhat” is noncompliant 

• Faculty survey of Core Faculty 

    (Core faculty: MD only, 15 hrs/wk resident education) 

• Scholarly Activity of Core Faculty 

• Scholarly Activity of Residents 

• Milestones: Not sure how this will work 



To do before July 2014 

• Rad Onc PR revisions: effective July 2014 

• Clinical Competence Committee 
Responsibility Document 

Meeting minutes template 

• Program Evaluation Committee 
Responsibility Document 

Meeting minutes template 

APE: Annual Program Evaluation template 

• Milestones 

How to get the info the CCC needs 

 

• Quality Improvement Project Requirement 

CCC and PEC are in 

addition to:  

Annual Dept Review 

Minutes template 



Rad Onc PRs: Effective July 1, 2014 

acgme.org 

with tracked 

changes 



3 Meeting Evals: Folder Organization 

CCC 

2 docs 

PEC 

3 docs 

ADR 

1 doc 



CCC: Responsibilities- 

I end the Responsibilities document 

with a meeting summary table 



CCC: Minutes 



PEC: Responsibilities 

I end the Responsibilities document 

with a meeting summary table 

Resident Survey results sent early June 
Change to 

June-July  



PEC: Annual Program Eval 

Minutes 

I use same template for the 3 Annual Program Evaluation documents: 

- PEC Annual Program Evaluation (APE) 

- PEC Meeting Minutes 

- Annual Dept Review Minutes 

Resident Survey results sent early June 

Change to 

June-July  



Quality Improvement Requirement 
FAQ: acgme.org/Program and Institution Accreditation/Rad Onc/FAQ/pages 11-12 



Milestones: Rad Onc starts July 2014 

No mention of objective evaluation methods 

Not specific to an subtopic 

Graduation 

acgme.org/NAS/Milestones/Hospital based/Rad Onc 

 

22 Rad Onc Milestones:  

- Patient Care: 11 

- System BP: 3 

- Med Knowledge: 2 

- Interpersonal skills: 2 

- Professionalism: 2 

- Practice BL: 2 



CCC submits Milestone data Q 6 months 

Where does the CCC get the info they need to complete 

Milestones? 

CCC needs more than the standard Competency-Based 

Eval because these evals don’t phrase things the way 

Milestones do in several areas 

Understanding the controversy of using the Milestone 

tables as faculty evaluation forms 

 

Impossible to substitute Milestones for Competency-

based eval form in all areas because no Milestone for: 

Patient Care- Peds, Sarcoma, Skin, Non Neoplastic 



What Amdur does 

All clinical rotations get the 

Competency-based eval 
Plus the Patient Care Milestone(s) 

relevant to that rotation:  

- only 1-3 tables  

- single eDocument with eval form 

CCC relies on evals from the CB eval 

to determine Milestone in the  

Non Patient Care domains 


