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Preface

The Graduate Medical Education Directory (90th edition), pub-
lished by the American Medical Association (AMA), lists programs
accredited by the Accreditation Council for Graduate Medical Edu-
cation (ACGME).

The Directory provides medical students with a list of accredited
graduate medical education (GME) programs in the United States,
which aids them in making important professional decisions. State
licensing boards, specialty societies, and hospitals refer to the Di-
rectory to verify the authenticity of programs presented by physi-
cians who wish to qualify for licensure, certification, or hospital
privileges. The Directory provides a unique historical record of ac-
credited GME programs and background information about the
ACGME accreditation process.

Contents of the Directory

Section I—Graduate Medical Education Information—summarizes
the accreditation policies and procedures followed by the ACGME.

Section II-—Essentials of Accredited Residencies in Graduate
Medical Education: Institutional and Program Requirements—pro-
vides information on the ACGME accreditation process, require-
ments for institutions sponsoring GME programs, and Program
Requirements for each of the medical specialties and
subspecialties, including the Common Program Requirements. The
Program Requirements describe curricular content for GME pro-
grams and may also address program resources and personnel, pro-
gram length, and other specifications.

Section ITI—Accredited Graduate Medical Education Pro-
grams—lists GME programs accredited by the ACGME as of Janu-
ary 20, 2005, the date the ACGME transferred to the AMA the data
used in this section. Section HI provides program name, sponsoring
institution, major participating institution(s), program director
name, address, and phone/fax numbers, e-mail address, accredited
program length, ACGME approved/offered positions, and program
ID number. Specialties and subspecialties are listed in alphabetical
order. Programs within each specialty or subspecialty are listed in
alphabetical order by state and city. A list of accredited transitional
year programs offered by hospitals or groups of hospitals is also in-
cluded. Newly appointed program directors since the publication of
last year's Directory are noted with an asterisk. (Note: The Direc-
tory may include programs that are on probation. For information
on a program’s current accreditation status, contact the ACGME,
B15 N State St/Ste 2000, Chicago, IL 60610; 312 464-4920;
www.acgme.org.)

Section [V—New and Withdrawn Programs—Ilists GME programs
newly accredited since the publication of the 2004-2005 edition of
the Directory and programs that are no longer accredited to offer
GME as of December 31, 2004, or earlier.

Section V—~Graduate Medical Education Teaching Institu-
tions—Iists institutions and organizations that sponsor or partici-
pate in GME programs. Teaching institution listings include type of
affiliation {sponsor and/or participant) and are listed alphabeti-
cally by state and city. Institution listings include the name and ad-
dress of the institution, medical school affiliations (as verified
biennially by the deans of accredited US medical schools), a list of
the specialties and subspecialties in which the institution provides
training, and the institution identification number.

Appendix A—Combined Specialty Programs——provides informa-
tion on programs that offer combined specialty training. These com-
bined programs are approved by each respective medical specialty
board, and physicians completing combined training programs are
eligible for board certification. Although the ACGME has accredited

each program separately, neither the ACGME nor the Residency Re-
view Coramittees have reviewed these combined programs.

Appendix B—Medical Specialty Board Certification Require-
ments——contains information about the American Board of Medical
Specialties (ABMS) and the certification requirements for each of
the 24 member boards of the ABMS. Certification is the process by
which a medical specialty board grants recognition to a physician
who has met certain predetermined qualifications, as specified by
the board. Certification requirements are also published by and
available from each medical specialty board. Questions concerning
certification requirements should be directed to the particular spe-
cialty board office listed in Appendix B.

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

Appendix D-—Graduate Medical Education Glossary—defines
various terrs commonly used in GME.

Contents of the GMED Companion

The following sections, which had been included in previous edi-

tions of the Directory, are now available in the GMED Companion:

An Insider’s Guide to Selecting ¢ Residency Program:

¢ Entry of Foreign-born Medical Graduates to the United States

o Fifth Pathway Program )

+ Appointment to US Armed Services Graduate Medical Education
Programs

¢ Electronic Residency Application Service (ERAS)

o National Resident Matching Program (NRMP)

o Medical Licensure Information

Production of the Directory

The work of the ACGME’s Residency Review Committees (RRCs),
which review and evaluate programs, provides a basis for program
and institution information included in Sections III through V of
the Directory. Through regular electronic data transfers, the
ACGME shares with the AMA information about accreditation ac-
tions and other changes. Although the AMA, in turn, shares with the
ACGME information collected on its annual survey of GME pro-
grams, directors of ACGME-accredited programs are reminded that
most RRCs require prompt notification, in writing, of changes in
the program’s leadership. Providing information on program direc-
tor changes via the National GME Census alone does not meet this
requirement. In addition, most RRCs require a current copy of the
curriculum vitae for new program directors.

The Directory, as the official list of ACGME-accredited programs,
reflects accreditation actions completed as of Janwary 20, 2005, the
date the ACGME transferred to the AMA the data used in Sections
111 through V. Readers are reminded that accreditation actions and
related changes can alter the ACGME program population on a
daily basis and that the Directory serves only as a “snapshot” of this
population at a given moment, For updated information on
ACGME-accredited programs, consult the ACGME Web site at
WWW.acgme.org.

The ACGME also provides the Institutional Requirements, Com-
mon Program Requirements, and Program Requirements listed in
Section I1 of this Directory (Essentinls of Accredited Residencies
in Graduate Medical Education). Accreditation of a residency pro-
gram indicates that the program and its sponsoring and affiliated
institutions are judged to be in substantial compliance with the Es-
sentials.
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Preface

FREIDA Online® (Fellowship and Residency
Electronic Interactive Database Access)

FREIDA Online® provides Internet access to extensive information
on ACGME-accredited residency programs and combined specialty
programs. FREIDA Online® allows users to search these programs
by program identifier, specialty/subspecialty, state/region, program
size, and educational requirements, among other variables, All pro-
gram listings include program director name, address, and phone
number, as well as program length and program start date(s). In
addition, the majority of programs listed include expanded vari-
ables, such as the number of positions, program benefits (including
compensation), resident-to-faculty ratio, work schedule, policies,
and educational environment.

FREIDA Online® is available through the AMA home page at
www.ama-assn.org/go/freida.

AMA Physician Masterfile

The AMA Physician Masterfile is a comprehensive and authoritative
database on resident and licensed physicians used to produce por-
tions of the Directory as well as of FREIDA Online® and AMA Phy-
sician Select. Masterfile data track physicians’ entire educational
and professional careers, from medical school and graduate medi-
cal education to practice.

Medical Education Data Service
The AMA Medical Education Data Service provides published infor-
mation, existing tables, custom tables, electronic data, and mailing
labels to educational institutions, professional associations, govern-
ment agencies, foundations, and others interested in collecting,
analyzing, and disseminating medical education data. Written re-
quests for data must state the purpose of the project, describe the
specific data service requested, include expected due date for data,
and provide the name, address, phone, and fax number of the pro-
ject contact. When requests require staff contribution or organiza-
tional overhead, a fee is assessed. Most data requests require a
licensure agreement.

Individuals interested in obtaining medical education data
should contact Sarah Brotherton, PhD, AMA, 515 N State St, Chi-
cago, IL 60610; 312 464-4487; sarah_brotherton@ama-assn.org.

Disclaimer

It is the AMA’s understanding that all institutions listed in the
Graduate Medical Education Directory are required by law to in-
clude the phrase “EEO, M/F/D/V” (Equal Employment Opportunity,
Minority/Female/Disabled/Veteran) on any information distributed
for public view.

Back issues of the Directory

Copies of previous editions of the Directory are available for pur-
chase at $25 per copy. For more information or to order, please call
312 464-5333. In addition, the CD-ROM version of the Directory
contains Adobe Acrobat files of editions from 1996-1997 to the
present.

Special Acknowledgment to the ACGME

The AMA gratefully acknowledges the cooperation of the Accredita-
tion Council for Graduate Medical Education (ACGME) in supplying
the ACGME accreditation standards, the list of programs accredited
by the ACGME and sponsoring/participating institutions, and rele-
vant information about the ACGME accreditation process. Particu-
larly helpful have been the contributions of the RRC executive
directors and accreditation administrators, who provided corrected

copy of Program Requirements and notification of recent RRC and
ACGGME actions.

Finally, the AMA thanks ACGME staff Ingrid Philibert, John
Nylen, MBA, Rebecca Miller, MS, Doris Stoll, PhD, and Kathy Malloy
for their many ongoing contributions to the Directory.

Acknowledgments

Many people contributed to the publication of this edition of the
Graduate Medical Education Directory. In addition to collabora-
tive efforts with the ACGME (see “Special Acknowledgment,”
above), the ABMS and staff of the member boards of the ABMS pro-
vided requirements for certification in each of the medical special-
ties and subspecialties.

Special acknowledgment is also given to the following groups and
individuals:

AMA Department of Data Collection, for data collection and in-
formation resources management: Susan Montrimas, Chris
Mathews, Frank Karnavas, Patrick Cook, John Wilson, Angelina
Martinez, and Charles Fisher.

Association of American Medical Colleges, for its collaboration
with the AMA in collecting data on combined programs (see Appen-
dix A) via the National GME Census: Jennifer Faerberg, Jason
Cantow, and Charnita Uzzell.

AMA Press, for production support and assistance in disseminat-
ing this product: Suzanne Fraker, Jean Roberts, Ronnie Summers,
Carol Brockman, Boon Ai Tan, J D Kinney, Amy Postlewait, Lori
Hollacher, Mark Daniels and Al Novak.

AMA Medical Education Group, for data cleaning, QA, and edi-
torial advising and assistance: Sarah Brotherton, PhD, Sylvia Etzel,
Irrie Swopshire, Dorothy Grant, Enza Messineo, and Arecia Wash-
ington.

We would also like fo recognize the many contributions of Rod
Hill of North Coast Associates, the typesetter of this publication.

Fred Donini-Lenhoff, MA, Editor
Paul H Rockey, MD, MPH, Director, Division of Graduate Medical
Education

Graduate Medical Education Directory 2005-2006



Section|

Graduate Medical
Education
Information

Review and Accreditation of
Graduate Medical Education
Programs

Note: This summary of the process of review and accreditation of
graduate medical education programs was adapted from official pol-
icies of the Accreditation Council for Graduate Medical Education
(ACGME}; for the official Manual of Policies and Procedures for
ACGME Residency Review Committees, other information related
to the accreditation process, and the current listing of accredited
programs, showing their status and length of review cycle, contact
the ACGME or consult the ACGME Web site at www.acgme.org.

Introduction

The Accreditation Council for Graduate Medical Education
(ACGME) is a separately incorporated organization, responsible for
the accreditation of approximately 8,000 allopathic graduate medi-
cal education programs. It has five member organizations: the
American Board of Medical Specialties, American Hospital Associa-
tion, American Medical Association, Association of American Medi-
cal Colleges, and Council of Medical Specialty Societies. Each mem-
ber organization nominates four individuals to the ACGME'’s Board
of Directors. In addition, the Board of Directors includes three pub-
lic representatives, a resident representative, and the chair of the
Residency Review Committee Council. A representative for the fed-
eral government and the chair of the RRC Resident Council also
serve on the Board in a non-voting capacity.

The mission of the ACGME is to improve health care in the
United States by ensuring and improving the quality of graduate
medical education experience for physicians in training. The
ACGME establishes national standards for graduate medical educa-
tion by which it approves and continually assesses educational pro-
grams under its aegis. It uses the most effective methods available
to evaluate the quality of graduate medical education programs. It
strives to develop evaluation methods and processes that are valid,
fair, open, and ethical.

In carrying out these activities the ACGME is responsive to
change and innovation in education and current practice, promotes
the use of effective measurement tools to assess resident physician
competency, and encourages educational improvement.

Under the aegis of the ACGME, the accreditation of graduate
medical education programs is carried out by 27 review committees
and a committee for the review of sponsoring institutions. These
committees have been delegated accreditation authority by the
ACGME. A Residency Review Committee (RRC) consists of repre-
sentatives appointed by the American Medical Association, the ap-
propriate specialty board, and, in some cases, a national specialty
organization. The Transitional Year Review Committee is composed
of ten members who are appointed by the chair of the ACGME in
conjunction with the Executive Coramittee. The term “review com-
mittee” is used to denote a Residency Review Committee, the Tran-
sitional Year Review Committee and the Institutional Review
Committee. The Institutional Review Committee (IRC) is composed
of ten members appointed by the Chair of the ACGME in conjunc-
tion with the Executive Committee. The Institutional Review Com-
mittee assumes the responsibility for reviewing institutions which
sponsor multiple programs. It evaluates institutions for substantial
compliance with the Institutional Requirements.
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Review and Accreditation of Graduate Medical Education Programs

Graduate medical education programs are accredited when they
are judged to be in substantial compliance with the Essentials of
Accredited Residencies in Graduate Medical Education. The Es-
sentials consist of (a) the Institutional Requirements, which are
prepared by the ACGME and apply to all programs, and (b) the Pro-
gram Requirements for each specialty and subspecialty. The re-
quirements are developed and periodically revised by a review
committee for its area(s) of competence, and are approved by the
ACGME. The activities of the ACGME extend only to those institu-
tions within the jurisdiction of the United States of America.

A list of programs accredited by the ACGME, including detailed
information about each program, is published by the American
Medical Association annually in the Graduate Medical Education
Directory, using information provided by the ACGME. As this list is
periodically updated to add or remove programs or to change their
accreditation status, the most current information is always found
on the ACGME's Web listing of programs (www.acgme.org). With the
exception of this listing of programs and their current accreditation
status, the contents of program files are confidential, as are all
other documents regarding a program used by a review committee.

Application and Site Visit

The accreditation review process is set in motion in one of two
ways, depending upon whether the program under consideration is
seeking initial accreditation, re-accreditation, or continued
accreditation.

Application

In the case of a program seeking initial accreditation or
re-accreditation, the process begins when the program director
sends an application to the executive director of the review commit-
tee. Review and evaluation of an application involves several steps
and usually requires 8 to 10 months from the time the application is
received by the review committee executive director until an ac-
creditation action is taken.

The review committee executive director checks the application
for completeness and forwards the document to the director of field
activities , who schedules a site visit of the program. The scheduling
and completion of the site visit take approximately 6 months. In
some specialties, a member of the review committee or a specialist
will review the application to identify areas requiring clarification
by the site visitor.

Re-accreditation following loss of accreditation involves the
process described above. A program cannot apply for re-accredi-
tation while engaged in the appeals process described in this docu-
ment. In addition, an institution placed on unfavorable status by
the Institutional Review Committee may not apply for any new pro-
grams or reapply for programs withdrawn or voluntarily withdrawn
until it has once more attained favorable status.

Review of Accredited Programs
Accredited programs undergo site visits and reviews on cycles de-
termined by the review committee, as described below in the sec-
tions on actions regarding accreditation of general specialty and
subspecialty programs. Program directors are notified well in ad-
vance of the site visit, at which time they receive the appropriate
forms for completion. Program directors may request forms earlier.
A review committee may elect to review a program outside the
usual cycle. A program director also may request an early review.
However, a program will not be reviewed while it is in the appeals
process.

Function of Site Visitor
Annually, approximately 1,900 site visits are conducted by the
ACGME Field Staff, and between 100 and 200 visits are conducted
by Specialist Site Visitors, who are members of the particular spe-
cialty being reviewed. In either case, the site visitor does not partic-
ipate in the final accreditation decision or recommendation of the
review committee beyond providing a written report. It is the site
visitor’s primary responsibility to verify the information that has
been provided by the program director. The site visitor also con-
ducts interviews with administrators, faculty, and residents in order
to report accurately on the various aspects of the educational pro-
gram, The site visitor, whether field staff or specialist, should not be
viewed as a consultant to the program and should not be expected
to provide feedback to the program or to conduct a formal exit
interview.

After the site visit has been completed, the site visitor's report
is submitted to the review committee executive director, who
prepares the program file for evaluation by the review committee.
The site visitor is not present when the review committee evaluates
the program.

Review and Accreditation

The review committee reviews the program information in detail,
evaluates the program, and determines the degree to which it
meets the published educational standards (Essentials). The re-
view committee decides upon an accreditation status for the pro-
gram and identifies areas of noncompliance with the Essentials.

Actions Regarding Accreditation of General
Specialty Programs

The following actions may be taken by a review committee regard-
ing the accreditation status of general specialty programs and by
the Transitional Year Review Committee regarding the status of
transitional year programs.

Withhold Accreditation

A review committee may withhold accreditation when it determines
that the proposal for a new program does not substantially comply
with the Essentials. The review committee will cite those areas in
which the proposed program does not comply with the Essentials.

Provisional Accreditation

Provisional accreditation is granted for initial accreditation of a
program or for a previously accredited program that had its accredi-
tation withdrawn and has subsequently applied for re-accreditation.
Provisional accreditation may also be used in the unusual circum-
stance in which separately accredited programs merge into one or
an accredited program has been so altered that in the judgment of
the review committee it is the equivalent of a new program.

When a program is accredited on a provisional basis, the effec-
tive date of accreditation will be stipulated. Under special circum-
stances, the effective date may be made retroactive; however,
unless specifically justified, it should not precede the beginning of
the academic year during which the program is accredited.

Provisional accreditation implies that a program is in a develop-
mental stage. It remains to be demonstrated that the proposal for
which accreditation was granted will be implemented as planned. A
review committee will monitor the developmental progress of a pro-
gram accredited on a provisional basis. Following accreditation,
programs should undergo a site visit in approximately 2 years in
preparation for review by the respective committee. The interval
between accreditation and the next review of the program should
not exceed 3 years. In the course of monitoring a program’s
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development, a review committee may continue provisional accredi-
tation; however, the total period of provisional accreditation should
not exceed b years for programs of 4 years’ duration or less, or the
length of the program plus 1 year for programs of 5 years’ duration
or longer. With the exception of special cases as determined by a re-
view committee, if full accreditation is not granted within either of
these time frames, accreditation of the program should be
withdrawn.

Full Accreditation

A review committee may grant full acereditation in three

circumstances:

A, When programs holding provisional accreditation have demon-
strated, in accordance with ACGME procedures, that they are
functioning on a stable basis in substantial compliance with the
Essentials;

B. When programs holding full accreditation have demonstrated,
upon review, that they continue to be in substantial compliance
with the Essentials; and

C. When programs holding probationary accreditation have demon-
strated, upon review, that they are in substantial compliance
with the Fssentials.

The maximum interval between reviews of a program holding full

accreditation is 5 years; however, a review committee may specify a

shorter cycle.

Probationary Accreditation

This category is used for programs holding full accreditation that
are no longer considered to be in substantial compliance with the
Essentiols. The normal interval for review of programs holding pro-
bationary accreditation is 2 years; however, a review committee may
specify a shorter cycle. In reviewing a program holding probationary
accreditation, a committee may exercise the following options:
grant full accreditation; withdraw accreditation; or, in special cir-
cumstances, continue probationary accreditation. A program should
not hold probationary accreditation for more than 4 consecutive
years until it is returned to full accreditation or the review commit-
tee acts to withdraw accreditation. This period may be extended

for procedural reasons, as when a program exercises the right to ap-
peal procedures or the review schedule exceeds 4 years. The proba-
tionary period is caleulated from the date of the initial decision for
probation. The Procedures for Proposed Adverse Actions and Proce-
dures for Appeal of Adverse Actions, in subsequent text, provide
further details on adverse actions.

Withdrawal of Accreditation

Accreditation of a program may be withdrawn under the following

conditions:

A. Noncompliance with Essentigls. Accreditation of programs hold-
ing either provisional accreditation or probationary accreditation
may be withdrawn as follows:

1. For programs holding provisional sccreditation, once a review
committee has notified a program director that the program
has not developed as proposed to establish and maintain sub-
stantial compliance with the Essentials, the program will be
subject to withdrawal of accreditation for failure to be in sub-
stantial compliance with the Essentials.

2. For programs holding probationary accreditation, once a re-
view committee has notified a program director that the pro-
gram is accredited on a probationary basis, the program will
be subject to withdrawal of accreditation for continued failure
to be in substantial compliance with the Essentials.

3. In giving notification, as indicated in 1 and 2 above, a review
committee must indicate the areas in which the program is
judged not to be in substantial compliance with the Essentials.

Review and Accreditation of Graduate Medical Education Programs

1t is understood that these areas may change in the course of
multiple reviews conducted from the time a program is first
given notice that it is not in compliance until withdrawal of ac-
creditation may oceur,

B. Request of Program. Voluntary withdrawal of accreditation may
occur at the request of the program director in the following
ways:

1. A program director may request voluntary withdrawal of ac-
creditation of a program, without prejudice. It is expected that
if a program is deficient for one or more of the reasons set
forth in E below, the director will seek voluntary withdrawal of
accreditation. Normally such requests would come from the
program director, with a letter of confirmation from the spon-
soring institution’s chief executive officer.

2. Two or more programs may be merged into a single new pro-
gram. If the review committee accredits the new program, it
will take concurrent action for withdrawal of accreditation,
without prejudice, of the previously separate programs. The re-
view committee will consider the expressed preference of the
program director in establishing the effective date for with-
drawal of accreditation of the program(s).

C. Delinquency of Payment. Programs that are judged to be delin-
quent in payment of fees are not eligible for review and shall be
notified by certified mail, return receipt requested, of the effec-
tive date of withdrawal of accreditation. On that date, the pro-
gram will be removed from the list of ACGME-accredited
programs.

D. Noncompliance with Accreditation Actions and Procedures. A
program director may be deemed to have withdrawn from the
voluntary process of acereditation and a review committee may
take appropriate action to withdraw accreditation if that director
refuses to comply with the following actions and procedures:

1. To undergo a site visit and program review;

2. To follow directives associated with an accreditation action;
and

3. To supply a review committee with requested information.

E. Program Inactivity or Deficiency. A review committee may with-
draw accreditation from a program, regardless of its current ac-
creditation status, under the following circumstances:

1. The program has been inactive for 2 or more years, without re-
questing and being granted official “inactive status.”

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

3. The program has incurred an egregious accreditation
violation.

F. Withdrawal of accreditation for reasons noted in the above para-
graphs (Delinquency of Payment, Noncompliance with Aceredita-
tion Actions and Procedures, and Program Inactivity or Defi-
ciency) is an administrative action and is not subject to the
appeals process.

G. The following policies apply when action is taken to withdraw ac-
creditation (except for establishment of an effective date in the
case of voluntary withdrawal of accreditation or withdrawal of
accreditation because of inactivity or deficiency):

1. The effective date of withdrawal of accreditation shall not be
less than 1 year from the date of the final action taken in the
procedures to withdraw accreditation.

2. The effective date of withdrawal of accreditation shall permit
the completion of the training year in which the action be-
comes effective.

3. Once notification has been made of the effective date of with-
drawal of accreditation, no residents may be appointed to the
program.
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4. When action has been taken by a review committee to with-
draw accreditation of a residency program and the program
has entered into appeal procedures, an application for
re-accreditation of the program will not be considered until
the appeal action is concluded.

The Procedures for Proposed Adverse Actions and Procedures

Jor Appeal of Adverse Actions, provided in this document, contain
further details.
H. Inactive Status in Lieu of Withdrawal of Acereditation

A program in otherwise good standing that has not been active

{had residents) for 2 or more years may request “inactive status"

in lieu of withdrawal of accreditation if it is contemplated to re-

activate the program within the next 2 years. The RRC may stipu-
late what assurances must be provided for reactivation to be sure
the program continues in substantial compliance. For dependent
subspecialty programs, “inactive status” does not exempt from
policies related to accreditation status. Unless the general spe-
cialty program is in full or continued accreditation the depend-
ent subspecialty is not eligible for “inactive status,” Programs
with residents may not elect to become inactive until all resi-
dents have left the program.

In any event a program may not retain accreditation for more
than 4 consecutive years without residents even with “inactive
status” for 2 years.

Actions Regarding Accreditation of Subspecialty

Programs

There are two procedural models for the accreditation of

subspecialty programs:

A. When the acereditation status of a subspecialty program is not
directly related to, or dependent upon, the status of a general
specialty/parent program, the subspecialty programs are accred-
ited in accordance with the same procedures used for general
specialty programs as heretofore described.

B. When the accreditation status of a subspecialty program is di-
rectly related to, or dependent upon, the status of a general spe-
cialty/parent program, the following accreditation actions are
used:

1. Withhold Accreditation. A review committee may withhold ac-
creditation when it determines that the proposal for a new
subspecialty program does not substantially comply with the
Essentials. The review committee will cite those areas in
which the proposed program does not comply with the
Essentials.

2. Accreditation. The subspecialty program has demonstrated
substantial compliance with the Essentials and is attached to
a general specialty program that holds full accreditation or is
otherwise deemed satisfactory by the review committee.

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

4. Accreditation With Warning, Administrative. The general spe-
cialty program to which the subspecialty program is attached
has been granted accreditation on a probationary basis. This
action simultaneously constitutes an administrative warning
of potential loss of accreditation to any subspecialty program
that is attached to the general specialty program.

5. Withdraw Accreditation. An accredited subspecialty program
is considered not to be in substantial compliance with the
Essentials and has received a warning about areas of
noncompliance.

6. Withdraw Accreditation, Administrative. If a general specialty
program has its accreditation withdrawn, simultaneously the

accreditation of any subspecialty program that is attached to
the general specialty program is administratively withdrawn,

7. Other Actions by a Review Committee. The policies and proce-
dures on withdrawal of accreditation of general specialty pro-
grams, as well as those on deferral of action, resident comple-
ment, participating institutions, and progress reports
governing general specialty programs, also apply to the actions
concerning subspecialty programs.

Warning Notices

A review committes may use a special procedure to advise a pro-

gram director that it has serious concerns about the quality of the

program and that the program’s future accreditation status may be
in jeopardy. In keeping with the flexibility inherent in the accredi-
tation process, each review committee may use this procedure in
accordance with its own interpretation of program quality and the
use of the different accreditation categories. This procedure is not
considered an adverse action and therefore is not subject to the ap-
peal procedures.

The warning procedure may be used as follows:

A. For a program with provisional accreditation. A review commit-
tee may elect to continue provisional accreditation, buf include
in the letter of notification a statement that the program will be
reviewed in approximately 1 year, following a site visit, at which
time withdrawal of acereditation will be considered if the pro-
gram has not achieved satisfactory development in establishing
substantial compliance with the Essentials.

B. For a program with full accreditation. A review committee may
elect to continue full acereditation, but include in the letter of
notification a statement that the program will be reviewed in ap-
proximately 1 year, following a site visit, at which time probation-
ary accreditation will be considered if the program is not in sub-
stantial compliance with the Essentials.

C. Review committees may extend the interval before the next re-
view fo 2 years, as in cases where program improvements may be
addressed more appropriately within 2 years rather than 1 year.

Deferral of Accreditation Action

A review committee may defer a decision on the accreditation sta-
tus of a residency program. The primary reason for deferral of ac-
creditation action is lack of sufficient information about specific is-
sues, which precludes an informed and reasonable decision. Whena
committee defers accreditation action, the residency program re-
tains its current accreditation status until a final decision is made.

Size of Resident Complement

The complement of residents in a program must be commensurate
with the total capacity of the program to offer each resident an edu-
cational experience consistent with accreditation standards; thus, a
review committee may indicate that a residency program is accred-
ited to train a specific number of residents as a maximum af any
one time. In addition, a committee may indicate the number of resi-
dents to be trained in each year of the program. A review commit-
tee may also indicate that a minimum number of residents is con-
sidered necessary in each program to provide an effective learning
environment.

Participating Institutions

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

A review committee may request a progress report from a program
director. The committee should specify the exact information to be
provided and a specific due date for the report. The progress report
should be reviewed by the sponsoring institution GMEG and signed
by the chair of the GMEC,

Notification of Accreditation Status

Letters of Notification

Accreditation actions taken by a review committee are reported to
program directors by formal letters of notification. The accredita-
tion status of any program will change only by subsequent action of
the review committee. The notification letters usually contain refer-
ence to the approximate time of the next site visit and review of
the program.

Notifying Residents and Applicants

All residents in a program, as well as applicants (that is, all candi-
dates invited to come for an interview), should be aware of the ac-
creditation status of the program and must be notified of any
change in the accreditation status. When an adverse action is
taken, program directors must notify all current residents as well as
applicants to the program in writing. For applicants, the informa-
tion on accreditation status must be provided in writing prior to
having candidates come to the program for an interview. Copies of
the letters to residents and applicants must be kept on file by the
program director and a copy must be sent to the executive director
of the review committee within 50 days of receipt of the notification
of the adverse action. Additional information regarding notification
letters is contained in the Procedures for Proposed Adverse Actions
and Procedures for Appeal of Adverse Actions.

Duration of Accreditation

When a residency program is initially accredited, accreditation
commences with the date specified in the letter of notification. A
program remains accredited until formal action is taken by a review
committee to withdraw accreditation. The action to withdraw ac-
creditation will specify the date on which accreditation ends.
ACGME accreditation does not lapse merely because of the passage
of time. The time interval specified in the letter of notification is
the time of the next site visit and review; it does not imply that ac-
creditation will end when the time of next review occurs.

Identification of Programs in ACGME Records

Because numerous users consult and reference ACGME records,

the ACGME retains the right to identify programs in a way that is

consistent and will not give unfair advantage to any program.
The following standards are followed:

a. The program title clearly identifies the sponsoring institution.

b. Only one sponsoring institution is identified.

¢. Participating institutions are identified in the program listing
only if they serve as major teaching sites for resident education.
This means that, in a 1-year program, residents raust spend at
least 2 months in a required rotation at the site for it to be listed,;
in a 2-year program, the rotation must be 4 months, and in a pro-
gram of 3 years or longer, the rotation must be at least 6 months.
Review committees retain the right to grant exceptions to this
formula.

d. Qutpatient facilities and ambulatory clinics and inpatient sites
not serving as major participating institutions generally are

Review and Accreditation of Graduate Medical Education Programs

listed in the Accreditation Data System (ADS) on an optional ba-
sis, as determined by the program.

¢. Units that do not operate under a separate license are not listed
as discrete training sites.

Procedures for Proposed Adverse
Actions and Procedures for Appeal
of Adverse Actions

ACGME Procedures for Proposed Adverse Actions
(Approved by ACGME June 24, 2003)

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

a. When an RRC determines that an adverse action is warranted,
the RRC will first give notice of its proposed adverse action to the
program director and to the Designated Institutional Official of
the sponsoring institution. This notice of proposed adverse action
will include the citations that form the basis for the proposed ad-
verse action, a copy of the site visitor’s report, and the date by
which the program may submit, in writing, its response to each of
the citations and to the proposed adverse action. [Note: Here and
elsewhere in these Procedures for Proposed Adverse Actions, the
word “action” reflects delegation of acereditation authority to
the RRC. In the event of a decision by an RRC not holding dele-
gated authority, read “recommendation of an RRC and action by
the ACGME” throughout the procedures.]

b. The program may provide to the RRC written information revis-
ing or expanding factual information previously submitted; chal-
lenging the findings of the site visitor; rebutting the interpreta-
tion and conclusions of the RRC; demonstrating that cited areas
of noncompliance with the published standards either did not ex-
ist or have been corrected since the time when the RRC reviewed
the program and proposed an adverse decision; and confending
that the program is in compliance with the standards. The RRC
will determine whether the information may be considered with-
out verification by a site visitor.

¢. The RRC will complete its evaluation of the program at a regu-
larly scheduled meeting, as indicated to the program director in
the notice of proposed adverse action. The RRC may confirm the
adverse action or modify its position and take a nonadverse
action.

d. If an RRC confirms the adverse action, it will communicate to
the program director the confirmed adverse action and the cita-
tions, as described above, including comments on the program
director’s response to these citations.

e. The letter of notification, which will include information on the
right of the program to appeal the RRC’s decision to the ACGME,
will be sent to the program director, and the DIO. The program
director may appeal the decision; otherwise, it is final. If the de-
cision is accepted as final, the program director may subse-
quently request a new review in order to demonstrate that the
program is in compliance with the standards.

f. Upon receipt of notification of a confirmed adverse accreditation
action, the program director must inform, in writing, the resi-
dents and any applicants who have been invited to interview
with the program that the adverse action has been confirmed,
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whether or not the action will be appealed. A copy of the written
notice must be sent to the executive director of the RRC within
50 days of receipt of the RRC’s letter of notification.

ACGME Procedures for Appeal of Adverse Actions
(Approved by ACGME June 24, 2003)

a. If a Residency Review Committee (RRC) takes an adverse action,
the program may request a hearing before an appeals panel.
[Note: Here and elsewhere in these Procedures for Appeal of Ad-
verse Actions, reference to “Residency Review Committee” also
includes the ACGME's Transitional Year Review Committee. ]
[Note: Here and elsewhere in these Procedures for Appeal of Ad-
verse Actions, the word “action” reflects delegation of accredita-
tion authority to an RRC. In the event of a decision by an RRC
not holding delegated authority, read “recommendation of an
RRC and action by the ACGME” throughout the procedures.] If a
written request for such a hearing is not received by the execu-
tive director of the ACGME within 30 days following receipt of
the letter of notification, the action of an RRC will be deemed fi-
nal and not subject to further appeal.

b. Requests for a hearing must be sent express mail to: Executive
Director, Accreditation Council for Graduate Medical Education,
515 North State Street, Suite 2000, Chicago, Illinois 60610.

¢. If a hearing is requested, the appeals panel will be appointed ac-
cording to the following procedures:

1) The ACGME shall maintain a list of qualified persons in each
specialty as potential appeals panel members,

2) For a given hearing, the program shall receive a copy of the
list of potential appeals panel members and shall have an op-
portunity to delete a maximum of one-third of the names from
the list of potential appeals panel members. Within 15 days of
receipt of the list, the program shall submit its revised list to
the executive director of the ACGME.

3) A three-member appeals panel will be constituted by the
ACGME from among the remaining names on the list.

a. When a program requests a hearing before an appeals
panel, the program reverts to its status prior to the ap-
pealed adverse action until the ACGME makes a final deter-
mination on the status of the program. Nonetheless, at this
time residents and any applicants who have been invited to
interview with the program must be informed in writing as
to the confirmed adverse action by an RRC on the accredi-
tation status. A copy of the written notice must be sent to
the executive director of the RRC within 50 days of receipt
of the RRC'’s letter of notification.

b. Hearings conducted in conformity with these procedures
will be held at a time and place to be determined by the
ACGME. At least 25 days prior to the hearing, the program
shall be notified of the time and place of the hearing.

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

d. The documents comprising the program file, the record of
the RRC’s action, together with oral and written presenta-
tions to the appeals panel, shall be the basis for the recom-
mendations of the appeals panel.

e. The appeals panel shall meet and review the written record,
and receive the presentations. The appropriate RRC shall
be notified of the hearing and a representative of the RRC
may attend the hearing to be available to the appeals panel
to provide clarification of the record.

Proceedings before an appeals panel are not of an adver-
sary nature as typical in a court of law, but rather, provide
an administrative mechanism for peer review of an accredi-
tation decision about an educational program. The appeals

panel shall not be bound by technical rules of evidence usu-
ally employed in legal proceedings.

The program may not amend the statistical or narrative
descriptions on which the decision of the RRC was based.
The appeals procedures limit the appeals panel’s jurisdic-
tion to clarification of information as of the time when the
adverse action was confirmed by the RRC. Information
about the program subsequent to that time cannot be con-
sidered in the appeal. Furthermore, the appeals panel shall
not consider any changes in the program or descriptions of
the program which were not in the record at the time when
the RRC reviewed the program and confirmed the adverse
decision. [Note: Option: When there have been substantial
changes in a program and/or correction of citations after
the date of the confirmed action by the RRC, a program may
forego an appeal and request a new evaluation and accredi-
tation decision. Such an evaluation will be done in accor-
dance with the ACGME procedures, including an on-site
survey of the program. The adverse status will remain in ef-
fect until a reevaluation and an accreditation decision have
been made by the RRC.] Presentations shall be limited to
clarifications of the record, arguments to address compli-
ance by the program with the published standards for ac-
creditation, and the review of the program in the context of
the administrative procedures governing accreditation of
programs. Presentations may include written and oral ele-
ments. The appellant may make oral arguments to the ap-
peals panel, but the oral argument will be limited to two
hours in duration.

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

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

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

g. The appeals panel shall submit its recommendations to the
ACGME within 20 days after receipt of additional written
material. The ACGME shall act on the appeal at its next reg-
ularly scheduled meeting.

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

i. The executive director of the ACGME shall, within 15 days
following the final ACGME decision, notify the program un-
der appeal of the decision of the ACGME.

Program Organization

The organization of a program may involve any of several adminis-
trative forms. For example, a program may be conducted within a
single institution, that is, the assignment of residents is limited to
that institution; or a program may involve more than one institu-
tion, that is, the resident assignments are not limited to the spon-
soring institution.

Some RRCs have specific requirements relating to program orga-
nization. These may be found in the appropriate Program
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Requirements (see Section I1). In all cases, however, a single,
clearly identified sponsoring organization must exercise oversight
over the educational program.

Institutional Review

Procedures for review of sponsoring instifutions for compliance
with the Institutional Requirements of the Essentials have been es-
tablished, in addition to the process of review and accreditation of
programs in graduate medical education.

The purpose of the review is to determine whether the sponsor-
ing institution provides the necessary educational, financial,
and human resources to support graduate medical education;
supports the residents and their work environment through
well-established and documented policies and procedures; and
provides strong oversight of the residency programs to ensure
substantial compliance with the Program Requirements. Insti-
tutions that sponsor programs in two or more different core spe-
cialty or subspecialty areas will undergo an institutional site visit
and will have formal review by the Institutional Review Committee
of the ACGME. Institutions that sponsor only one residency pro-
gram, one residency program and its related subspecialty(ies), or
several residencies in only one specialty, such as Family Practice,
will undergo an institutional review as part of their program site
visit and will be reviewed by the appropriate RRC.

Results of institutional review evaluation for institutions that un-
dergo a formal institutional review by the IRC are reported as ei-
ther favorable or unfavorable in a letter of report. Beginning July
2006, the institutional review will use the same accreditation status
designations as for the review of programs, The date of the next in-
stitutional review will be identified in this letter. Results of institu-
tional review for institutions that do not undergo a formal
institutional review by the IRC are incorporated into the letter of
notification concerning program accreditation,

An institution that has received an unfavorable evaluation can
request another institutional review earlier than the specified re-
view cycle. An unfavorable review of an institution may lead to the
withdrawal of accreditation of all the residency programs sponsored
by the institution at the time of the institution’s next review, An ap-
peals mechanism has been established for the latter contingency.

Fees for Evaluation and Accreditation

Fees charged for the accreditation of programs are determined an-
nually by the ACGME. As of January 1, 2000, the following fee
schedule is in effect.

Application Fee

A fee is charged for processing applications for programs seeking
initial accreditation. This alsc applies to programs seeking
re-acereditation following any withdrawal status. The charge for ap-
plications is $3,000. It is normally billed at the time the application
is received.

Program Fee

An annual accreditation fee is assessed on a per program basis for
all accredited programs. This annual fee is $2,000 for programs with
five or fewer residents and $2,500 for programs with five or more
residents. This fee is billed around January 1 of each year and ap-
plies to the current academic year.
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Paim Pilot Fee

Programs required to use the ACGME Internet Case log system for
tracking resident cases may choose the option of utilizing Palm Pi-
lots to record and then upload data into the system. Though use of
the Internet system is free to all accredited residencies, the Palm
Pilot interface carries a $25 per resident per year charge. Use of a
Palm Pilot is optional. This is a pass-through charge for software li-
censing required for Palm Pilot use.

Cancelled Site Visit Fee

Should a program cancel or postpone a scheduled site visit, includ-
ing cancellation of the site visit for a program electing voluntary
withdrawal of accreditation or inactive status, if inadequate notice
is provided the ACGME may impose a cancellation fee penalty of up
to $2,750. This penalty may be imposed at the discretion of the Di-
rector of Field Activities.

Appeal Fee

The fee for an appeal of an accreditation decision is $10,000 plus
expenses of the appeals panel members, and the associated admin-
istrative costs shall be shared equally by the appellant and the
ACGME.

Information and Inquiries

Inquiries regarding the accreditation of residency programs should
be directed to ACGME staff members listed below. The educational
standards (Fssentials of Accredited Residencies in Graduate Medi-
cal Education: nstitutional and Program Reguirements) pub-
lished in this edition of the Graduate Medical Education Directory
have an effective date as indicated for each document. Please con-
sult with the ACGME for changes in those standards that occur
throughout the year. Copies of the Institutional Requirements and
of the Program Requirements for each specialty/subspecialty may
be obtained through the Internet at www.acgme.org. Other docu-
ments pertaining to the accreditation process are also available
through this source.

The address for the ACGME is as follows:
ACGME
516 N State St, Ste 2000
Chicago, IL 60610

ACGME Staff
The following list is updated as of January 2005

Office of the Executive Director
David € Leach, MD

Executive Director, ACGME

312 755-5007

Cynthia Taradejna
Associate Director for ACGME Activities
312 755-5004

Barbara J Warren

ACGME Office Manager and Credit Manager
312 755-6006

Marsha A Miller

Associate Executive Director

312 755-6041

Rose Cross

Executive Secretary
312 755-5008

dcl@acgme.org

cat@acgme.org

mmiller@acgme.org
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Review and Accreditation of Graduate Medical Education Programs

Tami S Walters
ACGME Accreditation Appeals Administrator
312 755-5002

Department of RRC Activities
Jeanne K Heard, MD

Director

312 755-5040

Kathy Malloy
Associate Executive Director, Program Requirements
312 755-5046 kmalloy@acgme.org

RRCs for Allergy and Immunology, Ophthalmology, Otolaryngol-
ogy, and Preventive Medicine

Patricia Levenberg, PhD, Executive Director

312 755-5048 plevenberg@acgme.org

RRCs for Anesthesiology, Nuclear Medicine, and Diagnostic
Radiology

Judith § Armbruster, PhD, Executive Director
312 755-5043

Linda Thorsen, Associate Executive Director

RRCs for Anesthesiology and Diagnostic Radiology

312-7565-5029 Imt@acgme.org
RRCs for Colon and Rectal Surgery, Obstetries and Gynecology,
and Physical Medicine and Rehabilitation

Paul O'Connor, PhD, Executive Director

tsw@acgme.org

ikh@acgme,org

Jsa@acgme.org

312 765-5039 poc@acgme.org
RRCs for Dermatology, Medical Geneties, Orthopaedic Surgery,
and Pathology

Steven P Nestler, PhD, Executive Director

312 755-5025 spn@acgme.org
RRCs for Emergency Medicine, Neurological Surgery, Neurology,
and Psychiatry

Larry D Sulton, PhD, Executive Director

312 755-5027 lds@acgme.org
Linda Thorsen, Associate Executive Director

RRCs for Neurology and Psychiatry

312 755-5029 Imt@acgme.org
RRCs for Family Medicine and Pediatrics

Mary Alice Parsons, MS Ed, Executive Director

312 755-5045 map@acgme.org
Jerry Vasilias, PhD, Co-Executive Director

812 765-5015

RRCs for General Surgery, Plastic Surgery, Thoracic Surgery,
and Urology

Doris A Stoll, PhD, Executive Director

312 755-5499 das@acgme.org
RRC for Internal Medicine

William E Rodak, PhD

312 755-5497 wer@acgme.org
Karen L Lambert, Associate Executive Director

312 755-56785 kll@acgme.org
Debra L Dooley, Associate Executive Director

312 755-5496 dld@acgme.org

RRC for Radiation Onecology and Transitional Year Review
Committee
Linda Thorsen, Executive Director

312-755-5029 Imt@acgme.org
Institutional Review Committee

Cynthia Taradejna, Executive Director

312 755-5004 cat@acgme.org

Department of Field Activities
Ingrid Philibert, Director, Field Activities
312 755-5003

Other ACGME Personnel

Susan R Swing, PhD, Director
Department of Research
312 755-7447

John H Nylen, MBA, Chief Operations Officer
312 765-7121

Rebecca Miller, MS, Director
Department of Operations and Data Analysis
312 7656-7118

Richard Murphy, Director
Human Resources
312 765-7122

Julie Jacob, Manager
Communications

312 755-7133

Linda Gordon, Manager
Meeting Services

312 755-7142

Sheri A Bellar

Help Desk Specialist, Department of Information Services

312 755-7129 sab@acgme.org

iphilibert@acgme.org

srs@acgme.org

jhn@acgme.org

rmiller@acgme.org

rmurphy@acgme.org

juliej@acgne.org

lgordon@acgme.org
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Section Il

Essentials

of Accredited
Residencies

in Graduate
Medical Education:
Institutional

and Program
Requirements

Section II—Essentials of Accredited Besidencies in Graduate Med-
ical Bducation: Institutional and Program Requirements—abegins
with a preface containing general information about the three
major phases of the education of physicians, the accreditation of
graduate medical education programs, and a glossary of selected
terms, followed by a copy of the Institutional Requirements and the
Common Program Requirements, both effective July 1, 2003. The
bulk of Section II consists of Program Requirements organized by
specialty/related subspecialty, reflecting updates/revisions in 2003.
Because the RRCs meet periodically throughout the year to review
programs, the most current list of accredited programs of graduate
medical education and relevant Program Requirements can be
found at the ACGME Web site at www.acgme.org.

Preface

I. The Education of Physicians
Medical education in the United States occurs in three major
phases.

A. Undergraduate Medical Education

Undergraduate medical education is the first or "medical school”
phase. The medical school curriculum provides instruction in the
sciences that underlie medical practice and in the application of
those sciences to health care. Students learn basic informa-
tion-gathering, decision-making, and patient-management skills in
rotations through the various clinical services. Students are granted
the MD or DO degree on the successful completion of the medical
school curriculum and are eligible to undertake the next phase of
medical education.

Accreditation of educational programs leading to the MD degree
is the responsibility of the Liaison Committee on Medical Educa-
tion (LCME). Accreditation of educational programs leading to
the DO degree is the responsibilify of the American Osteopathic
Association.

B. Graduate Medical Education

Graduate medical education (GME), the second phase, prepares
physicians for practice in a medical specialty. GME focuses on the
development of clinical skills and general and professional compe-
tencies and on the acquisition of detailed factual knowledge ina
medical specialty, This learning process prepares the physician for
the independent practice of medicine in that specialty. The pro-
grams are based in hospitals or other health care instifutions and,
in most specialties, utilize both inpatient and ambulatory settings,
reflecting the importance of care for adequate numbers of patients
in the GME experience. GME programs, including Transitional Year
programs, are usually called residency programs, and the physicians
being educated in them, residents.

The single most important responsibility of any sponsoring insti-
tution of GME is to ensure the provision of organized educational
programs with guidance and supervision of the resident, facilitating
the resident’s professional and personal development while ensur-
ing safe and appropriate care for patients. A resident takes on pro-
gressively greater responsibility throughout the course of a resi-
dency, consistent with individual growth in clinical experience,
knowledge, and skill.

The education of resident physicians relies on an integration of
didactic activity in a structured curriculum with diagnosis and man-
agement of patients under appropriate levels of supervision and
scholarly activity aimed at developing and maintaining life-long
learning skills. The quality of this experience is directly related to
the quality of patient care, which is always the highest priority.
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Residency Review Committee Appointing Organizations

Residency Review Committee  Sponsoring Organizations

o, .

y Review Committee Sponsoring Drganizations

Allergy and Immunology American Board of Allergy and Immunology Ophthalmology American Academy of Ophthalmology
{A Conjoint Board of the American Board of American Board of Ophthalmology
Internal Medicine and the American Board of AMA Council on Medical Education
Pediatrics)
AMA Council on Medical Education
Anesthesiology American Board of Anasthesiology Orthopaedic Surgery American Academy of Orthopaedic Surgeons
American Society of Anesthesiologists American Board of Orthopaedic Surgery
AMA Council on Medical Education AMA Council on Medical Education
Colon and Rectal Surgery American Board of Colon and Rectal Surgery Otolaryngology American Board of Otolaryngology
American College of Surgeons American College of Surgeons
AMA Council on Medical Education AMA Council on Medical Education
Dermatology American Board of Dermatology Pathalogy American Board of Pathology
AMA Councii on Medical Education AMA Council on Medical Education
Diagnostic Radiclogy American Board of Radiology Pediatrics American Academy of Pediatrics
American College of Radiology American Board of Pediatrics
AMA Council on Medical Education AMA Council on Medical Education
Emergency Medicine American Beard of Emergency Medicine Physical Medicine and Americ an Academy of Physical Medicine and

American College of Emergency Physicians Rehabilitation Rehahilitation
AMA Council on Medical Education American Board of Physical Medicine and
Rehabilitation
AMA Council on Medical Education
Family Practice American Academy of Family Physicians Plastic Surgery American Board of Plastic Surgery

American Board of Family Practice
AMA Council on Medical Education

American College of Surgeons
AMA Councit on Medical Education

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

Internal Medicine

P

American Board of Preventive Medicine
AMA Council on Medical Education

reventive Medicine

Medical Genetics American Board of Medical Genetics Psychiatry American Board of Psychiatry and Neurology
American College of Medical Genetics American Psychiatric Association
AMA Council on Medical Education AMA Council on Medical Education
Neurological Surgery Amarican Board of Neurological Surgery Radiation Oncology American Board of Radiclogy

American College of Surgeons
AMA Council on Medical Education

American Coliege of Radiology
AMA Council on Medical Educaticn

Neurology American Academy of Neurclogy Surgery American Board of Surgery
American Board of Psychiatry and Neurclogy American College of Surgeons
AMA Council on Medical Education AMA Council on Medical Education
Nuclear Medicine American Board of Nuclear Medicine Thoracic Surgery American Board of Thoracic Surgery
AMA Council on Medical Education American College of Surgeons
Society of Nuclear Medicine AMA Council on Medical Education
Obstetrics-Gynecology American Board of Obstetrics and Gynecology Urology American Board of Urology

American College of Obstetricians and
Gynecologists
AMA Council on Medical Education

American Coflege of Surgeons
AMA Council on Medical Education

Educational quality and patient care quality are interdependent
and must be pursued in such a manner that they enhance one an-
other. A proper balance must be maintained so that a program of
GME does not rely on residents to meet service needs at the ex-
pense of educational objectives,

A resident is prepared to undertake independent medical prac-
tice within a chosen specialty on the satisfactory completion of a
residency. Residents in a program accredited by the Accreditation
Council for Graduate Medical Education (ACGME) typically com-
plete educational requirements for certification by a specialty
board recognized by the American Board of Medical Specialties
(ABMS).

The accreditation of GME programs is the responsibility of the
ACGME, its associated Residency Review Corumittees (RRCs) for
the various specialties, and the Transitional Year Review Commitiee
(TYRC). These committees are hereafter referred fo as “review
cormmittees.” In addition, the review of the institutions sponsoring
GME programs is carried out by an Institutional Review Committee
established specifically for this purpose by the ACGME. Further

information on the ACGME and the review committees is provided
below.

C. Continuing Medical Education
Continuing medical education (CME) is the third phase of medical
education. This phase continues the specialty education begun in
graduate fraining; it reflects the commitment to life-long learning
inherent in the medical profession.

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

Il. Accreditation of GME Programs

A. Accreditation, Certification, Licensure

In the context of GME, accreditation is the process for determining
whether an educational program is in substantial corapliance with
established educational standards as promulgated in the institu-
tional and program requirements. Accreditation represents a pro-
fessional judgment about the quality of an educational program. De-
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cisions about accreditation are made by the review committees
under the authority of the ACGME.

Certification is the process for determining whether an individ-
ual physician has met established requirements within a particular
specialty. The standards for certification are determined by the ap-
propriate member specialty board recognized by the ABMS.

Licensure is distinct from both accreditation and certification.
Licensure is a process of government through which an individual
physician is given permission to practice medicine within a particu-
lar licensing jurisdiction. Medical licenses are granted by the Board
of Medical Examiners (or the equivalent) in each licensing jurisdic-
tion (the 50 states, the District of Columbia, Guam, Puerto Rico,
and the Virgin Islands).

B. Accreditation of Residency Programs

Accreditation of residency programs is a veluntary process. By par-
ticipating in the process, residency programs undergo regular re-
view. The review helps programs in their goals of attaining and
maintaining educational excellence. The review also serves to in-
form the public, specialty boards, residents, and medical students
whether specific residency programs are in substantial compliance
with the standards that have been established for GME.

For a program to become accredited, the sponsoring institution
must demonstrate a commitment to GME. The sponsoring institu-
tion must be in substantial compliance with the Institutional Re-
quirements and must assume responsibility for the educational
quality of its sponsored program(s). (Further information concern-
ing a “sponsoring institution” is provided below.)

The Institutional Requirements, which have been established by
the ACGME’s Institutional Review Committee (IRC), apply fo all in-
stitutions that seek to sponsor programs in GME. An assessment of
whether institutions fulfill these requirements is made by the IRC
through its institutional review process and by the review commit-
tees through their program review process.

A program must demonstrate to its RRC that it is in substantial
compliance with the Program Requirements for its particular disci-
pline and that it is sponsored by an institution in substantial com-
pliance with the Institutional Requirements. Materials used by the
review committees in making this determination include the results
of the most recent institutional review conducted by the ACGME.

The Program Requirements are developed by each review com-
mittee for programs in its specialty and accredited subspecialties.
The Program Requirements specify essential educational content,
instructional activities, responsibilities for patient care and super-
vision, and the necessary facilities of accredited programs in a par-
ticular specialty. In developing and updating Program Require-
ments, a review committee obtains comments on the proposed
documents from interested parties and agencies. The review com-
mittee then decides on the final proposal to be submitted to the
ACGME, The ACGME has final authority for approving all Program
Requirements.

Accreditation actions taken by the review committees are based
on information submitted by program directors and on the reports
of site visitors. Actions of the committees, under the authority of
the ACGME, determine the accreditation status of residency pro-
grams and are based on the degree to which the programs meet the
published educational standards.

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

Current operating policies and procedures for review, accredita-
tion, and appeal are contained in the ACGME Manual of Policies
and Procedures for Graduate Medical Education Review Commit-
tees. The Manual is reviewed annually and is revised as appropri-
ate. (A copy of the Manual, as well as copies of the Institutional

Preface

Requirements and of the Program Requirements, may be obtained
from the ACGME's Web site at www.acgme.org or the Office of the
Executive Director, ACGME, 515 N State St, Ste 2000, Chicago, IL,
60610.)

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

€. Structure of the ACGME and of the Review Committees

1. The ACGME is an independently incorporated voluntary accredi-
tation organization. Its five member organizations are national
professional bodies, each of which has major interests in and in-
volvement with residency education.

The five member organizations of the ACGME are as follows:

American Board of Medical Specialties (ABMS)

American Hospital Association (AHA)

American Medical Association (AMA)

Association of American Medical Colleges (AAMC)

Council of Medical Specialty Societies (CMSS)

Each member organization submits nominees to the ACGME
Board of Directors for approval. From among the nominees of
each member organization, the Board of Directors elects four di-
rectors to the ACGME per member organization. The ACGME ap-
points three public directors.

The Resident and Fellow Section of the AMA, with the advice
of other national organizations that represent residents, selects a
resident director to the ACGME,

The Chair of the RRC Council, an advisory body of the ACGME,
represents that group on the ACGME.

The Secretary of the US Department of Health and Human Ser-
vices designates a nonvoting representative of the federal govern-
ment to the ACGME.

2. There is an RRC for each of the specialties in which certification
is offered by a specialty board that is 2 member of the ABMS.
Each RRC is sponsored by the AMA’s Council on Medical Educa-
tion, by the board that certifies physicians within that specialty,
and in most cases, by the professional college or other profes-
sional association within the specialty.

The Transitional Year Review Committee, which accredits 1
year of GME consisting of rotations in multiple clinical disci-
plines, is appointed directly by the ACGME.

The established RRCs and their respective appointing organi-
zations are listed in the chart on the previous page.

3. There is an Institutional Review Committee (IRC) that assumes
the responsibility for reviewing institutions that sponsor multiple
programs. It evaluates institutions for substantial compliance
with the Institutional Requirements. The IRC is appointed di-
rectly by the ACGME.

ll. A Glossary of Selected Terms Used in GME

Accreditation
Applicants: Persons invited o come for an interview for a GME
program,

Consortium: Two or more organizations or institutions that have
come together to pursue common objectives (e.g., GME). A consor-

tium may serve as a “sponsoring institution” for GME programs if
it is formally established as an ongoing institutional entity with a
documented commitment to GME,

Destrable: A term, along with its companion “highly desirable,”
used to designate aspects of an educational program that are not
mandatory but are considered to be very important. A program
may be cited for failing to do something that is desirable or highly
desirable.

FEssential: (See “Must.”)

Graduate Medical Education Directory 2005-2006

1




Preface

Feliow: A physician in a program of graduate medical education
accredited by the ACGME that is beyond the requirements for eligi-
bility for first board certification in the discipline. Such physicians
may also be termed as “resident” as well, Other uses of the term
“fellow” require modifiers for precision and clarity, e.g., “research
fellow.”

Institution: An organization having the primary purpose of pro-
viding educational and/or health care services (e.g., a university, a
medical school, a hospital, a school of public health, a health de-
partment, a public health agency, an organized health care delivery
system, a medical examiner’s office, a consortium, an educational
foundation).

A. Major Participating Institution: An institution to which residents
rotate for a required experience and/or those that require ex-
plicit approval by the appropriate RRC prior to utilization. Major
participating institutions are listed as part of an accredited pro-
gram in the Graduate Medical Education Directory.

B. Participating Institution: An institution that provides specific
learning experiences within a multi-institutional program of
GME. Subsections of institutions, such as a department, clinic, or
unit of a hospital, do not qualify as participating instifutions.

C. Sponsoring Institution: The institution that assumes the ultimate
responsibility for a program of GME.

Institutional Review: The process undertaken by the ACGME to
judge whether a sponsoring institution offering GME programs is in
substantial compliance with the Institutional Requirements.

Intern: Historically, “intern” was used to designate individuals in
the first year of GME; less commonly it designated individuals in
the first year of any residency program. Since 1975 the Graduate
Medical Fducation Directory and the ACGME have not used the
term, instead referring to individuals in their first year of GME as
residents.

Internal Review: The formal process conducted by a sponsoring
institution to assess the educational effectiveness of its sponsored
residency programs.

Must (Shall, Essential): Terms used to indicate that something
is required, mandatory, or done without fail. These terms indicate
absolute requirements.

Program: The unit of specialty education, comprising a series of
graduated learning experiences in GME, designed to conform to the
program requirements of a particular specialty.

Resident: A physician at any level of GME in a program accred-
ited by the ACGME. Participants in accredited subspecialty pro-
grams are specifically included.

Scholarly Activity: Educational experiences that include active
participation of the teaching staff in clinical discussions, rounds,
and conferences in a manner that promotes a spirit of inquiry and
scholarship; active participation in journal clubs, research confer-
ences, regional or national professional and scientific societies, par-
ticularly through presentations at the organizations’ meetings and
publications in their journals; participation in research, particularly
in projects that are funded following peer review and/or result in
publications or presentations at regional and national scientific
meetings; offering of guidance and technical support, e.g., research
design, statistical analysis, for residents involved in research; and
provision of support for resident participation as appropriate in
scholarly activities. May be defined in more detail in specific Pro-
gram Requirements.

Shall: (See “Must.”)

Should: A term used to designate requirements that are so im-
portant that their ahsence must be justified. The accreditation sta-
tus of a program or institution is at risk if it is not in compliance
with a “should.”

Substantial Complignce: The judgment made by experts, based
on all available information, that a spensoring institution or vesi-
dency program meets accreditation standards.

Suggested: A term, along with its companion “strongly sug-
gested,” used to indicate that something is distinctly urged rather
than required. An institution or a program will not be cited for fail-
ing to do something that is suggested or strongly suggested.

Institutional Requirements

L Introduction

A. Purpose of Graduate Medical Education {GME}

The purpose of GME is to provide an organized educational program
with guidance and supervision of the resident, facilitating the resi-
dent’s ethical, professional and personal development while ensur-
ing safe and appropriate care for patients.

B. Sponsoring Institution

1. ACGME-accredited GME programs must operate under the au-
thority and control of a Sponsoring Institution (see definition of
“Sponsoring Institution” in the Glossary under “Institution”).

2. A Sponsoring Institution must be appropriately organized for the
conduct of GME in a scholarly environment and must be commit-
ted to excellence in both medical education and patient care.

C. Compliance with ACGME Requirements, Policies and

Procedures

1. A Sponsoring Institution must be in substantial compliance with
the Accreditation Council for Graduate Medical Education
(ACGME) Institutional Requirements and must ensure that its
ACGME-accredited programs are in substantial compliance with
the Institutional, common and specialty-specific Program
Requirements.

2. A Sponsoring Institution’s failure to comply substantially with
the Institutional Requirements may jeopardize the accreditation
of all of its sponsored ACGME-accredited programs.

3. A Sponsoring Institution and its ACGME-accredited programs
must be in substantial compliance with the ACGME Manual of
Policies and Procedures for GME Review Committees (ACGME
Web site, www.acgme.org). Of particular note are those policies
and procedures that govern “Administrative Withdrawal,” an ac-
tion that could result in the closure of a Sponsoring Institution’s
ACGME-accredited program(s) and cannot be appealed.

Il. Institutional Responsibilities

A. Commitment to GME
The commitment of the Sponsoring Institution to GME is exhibited
by the provision of leadership, organizational structure, and re-
sources to enable the institution to achieve substantial compliance
with the Institutional Requirements and to enable its
ACGME-accredited programs to achieve substantial compliance
with Program Requirements. This includes providing an ethical,
professional, and educational environment in which the curricular
requirements as well as the applicable requirements for scholarly
activity and the general competencies can be met. The regular as-
sessment of the quality of the GME programs, the performance of
their residents, and the use of outcome assessment resulfs for pro-
gram improvement are essential components of this commitment.
1. There must be a written statement of institutional commitment
to GME that is dated and signed within two years of the next in-
stitutional review and indicates the support of the governing au-
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thority, the administration, and the GME leadership of the Spon-

soring Institution. This statement must specify, at a minimum, a

commitment to providing the necessary educational, financial,

and human resources to support GME,

2. There must be an organized administrative system, which in-
cludes a graduate medical education committee (GMEC) as de-
scribed in Section IV, to oversee all ACGME-accredited programs
of the Sponsoring Institution,

3. There must be a Designated Institutional Official (DIO) who has
the authority and responsibility for the oversight and administra-
tion of the Sponsoring Institution's ACGME-accredited programs
and who is responsible for assuring compliance with ACGME In-
stitutional Requirements.

a} The DIO is to establish and implement procedures to ensure
that s/he, or a designee in the absence of the DIO, reviews and
cosigns all program information forms and any correspon-
dence or document submitted to the ACGME by the program
directors that either addresses program citations or requests
changes in the programs that would have significant impact,
including financial, on the program or institution.

b) The DIO and/or the Chair of the GMEC shall present an an-
nual report to the Organized Medical Staff(s) (OMS) and the
governing body(s) of the major participating
JCAHO-accredited hospitals in which the GME programs of
the Sponsoring Institution are conducted. This annual report
will review the activities of the GMEC during the past year
with attention to resident supervision, resident responsibili-
ties, resident evaluation, and the Sponsoring Institution’s par-
ticipating hospitals’ and programs’ compliance with the
duty-hour standards. The GMEC should receive concerns of
the OMS related to the items listed above. The GMEC and the
OMS should regularly communicate about the safety and qual-
ity of patient care provided by the residents.

4, The Sponsoring Institution must provide sufficient institutional
resources, to include GME staff, space, equipment, supplies, and
time to allow for effective oversight of its ACGME-accredited pro-
grams. In addition, there must be sufficient institutional re-
sources to ensure the effective implementation and development
of the ACGME-accredited programs in compliance with the Pro-
gram and Institutional Requirements.

5. The DIO, GME staff and personnel, program directors, faculty
and residents must have access to adequate communication re-
sources and technological support. This should include, at a min-
imum, computers and access to the Internet.

B. Institutional Agreements

1, The Sponsoring Institution refains responsibility for the quality
of GME even when resident education occurs in other
institutions.

2. Current institutional agreements (i.e., master affiliation agree-
ments) must exist between the Sponsoring Institution and all of
its major participating institutions.

3. The Sponsoring Institution must assure that each of its
ACGME-accredited programs has established program letters of
agreement (or memoranda of understanding) with its participat-
ing institutions in compliance with the specialty's Program
Requirements.

C. Accreditation for Patient Care

1. Institutions sponsoring or participating in ACGME-accredited
programs should be accredited by the Joint Commission on Ac-
creditation of Healthcare Organizations (JCAHO), if such institu-
tions are eligible.

2. If a sponsoring or participating institution is eligible for JCAHO
accreditation and chooses not to undergo such accreditation,

Institutional Requirements

then the institution should be reviewed by and meet the stan-
dards of another recognized body with reasonably equivalent
standards.

3. If a sponsoring or participating institution is not accredited by
JCAHO, it must provide a satisfactory explanation of why accredi-
tation has not been either granted or sought.

4. If an institution loses its JCAHO accreditation or recognition by
another appropriate body, the Institutional Review Committee
(IRC) must be notified in writing with an explanation.

D. Quality Assurance

Sponsoring Instifutions must ensure that formal quality-assurance
programs are conducted and that there is a review of complications
and deaths. To the degree possible and in conformance with state
law, residents should participate in appropriate components of the
institution’s performance improvement program.

Ill. Institutional Responsibilities for Residents

A. Eligibility and Selection of Residents

The Sponsoring Institution must assure that all enrolled residents
are eligible as defined below. Institutions and ACGME-accredited
programs that enroll noneligible residents will be subject to admin-
istrative withdrawal. The Sponsoring Institution must have written
policies and procedures for the recruitment and appointment of
residents that comply with the following requirements and must
monitor each program for compliance:

1. Resident eligibility:

Applicants with one of the following qualifications are eligible for

appointment {o ACGME-accredited programs:

a) Graduates of medical schools in the United States and Canada
accredited by the Liaison Committee on Medical Education
(LCME).

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

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

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

2) Have a full and unrestricted license to practice medicine in
a US licensing jurisdiction in which they are in training.

d) Graduates of medical schools outside the United States who
have completed a Fifth Pathway program provided by an
LCME-accredited medical school.[*A Fifth Pathway program
is an academic year of supervised clinical education provided
by an LCME-accredited medical school te students who meet
the following conditions: (1) have completed, in an accredited
college or university in the United States, undergraduate
premedical education of the quality acceptable for matricula-
tion in an accredited United States medical school; (2) have
studied at a medical school outside the United States and Can-
ada but listed in the World Health Organization Directory of
Medical Schools; (8) have completed all of the formal require-
ments of the foreign medical school except internship and/or
social service; (4) have attained a score satisfactory to the
sponsoring medical school on a screening examination; and
(5) have passed either the Foreign Medical Graduate Exami-
nation in the Medical Sciences, Parts I and II of the examina-
tion of the National Board of Medical Examiners, or Steps 1
and 2 of the United States Medical Licensing Examination
(USMLE).]

2. Resident selection:
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a) The Sponsoring Institution must ensure that its
ACGME-accredited programs select from among eligible appli-
cants on the basis of their preparedness, ability, aptitude, aca-
demic credentials, communication skills, and personal
qualities such as motivation and integrity. ACGME-accredited
programs must not discriminate with regard to sex, race, age,
religion, color, national origin, disability, or veteran status.

b) In selecting from among qualified applicants, it is strongly
suggested that the Sponsoring Institution and all of its
ACGME-accredited programs participate in an organized
matching program, such as the National Resident Matching
Program (NRMP), where such is available.

B. Financial Support for Residents

Sponsoring and participating institutions should provide all resi-
dents with appropriate financial support and benefits to ensure
that residents are able to fulfill the responsibilities of their educa-
tional programs.

C. Benefits and Conditions of Appointment

Candidates for ACGME-accredited programs (applicants who are
invited for an interview) must be informed, in writing or by elec-
tronic means, of the terms, conditions, and benefits of appointment,
including financial support; vacations; parental, sick, and other
leaves of absence; professional liability, hospitalization, health, dis-
ability and other insurance provided for the residents and their
families; and the conditions under which living quarters, meals,
laundry services, or their equivalents are to be provided.

D. Agreement of Appointment

1. The Sponsoring Institution must assure that residents are pro-
vided with a written agreement of appointment or contract out-
lining the terms and conditions of their appointment to an
ACGME-accredited program, and the institution must monitor
the implementation of these terms and conditions by the pro-
gram directors. Sponsoring Institutions and program directors
must ensure that residents adhere to established practices, poli-
cies, and procedures in all institutions to which residents are as-
signed. The agreement must contain or provide a reference to at
least the following:
a. Residents’ responsibilities;
b. Duration of appointment;
c. Financial support;
d. Conditions under which living quarters, meals, and laundry

services or their equivalents are provided;

e. Conditions for reappointment;

1) Nonrenewal of agreement of appointment: The Sponsoring
Institution must provide a written institutional policy that
conforms to the following: In instances where a resident’s
agreement is not going to be renewed, the Sponsoring In-
stitution must ensure that its ACGME-accredited programs
provide the resident(s) with a written notice of intent not
to renew a resident’s agreement no later than four months
prior to the end of the resident’s current agreement . How-
ever, if the primary reason(s) for the nonrenewal occurs
within the four months prior to the end of the agreement,
the Sponsoring Institution must ensure that its
ACGME-accredited programs provide the residents with as
much written notice of the intent not to renew as the cir-
cumstances will reasonably allow, prior to the end of the
agreement.

2) Residents must be allowed to implement the institution’s
grievance procedures as addressed below if they have re-
ceived a written notice of intent not to renew their
agreements.

f. Grievance procedures and due process: The Sponsoring Insti-
tution must provide residents with fair and reasonable written
institutional policies on and procedures for grievance and due
process. These policies and procedures must address
1) academic or other disciplinary actions taken against resi-

dents that could result in dismissal, nonrenewal of a resi-
dent’s agreement or other actions that could significantly
threaten a resident’s intended career development; and,

2) adjudication of resident complaints and grievances related
to the work environment or issues related to the program
or faculty.

g. Professional liability insurance:

1) The Sponsoring Institution must ensure that residents in
ACGME-accredited programs are provided with profes-
sional liability coverage for the duration of training. Such
coverage must provide legal defense and protection against
awards from claims reported or filed after the completion
of the ACGME-accredited program if the alleged acts or
omissions of the residents are within the scope of the
ACGME-accredited program.

2) The professional liability coverage should be consistent
with the Sponsoring Institution’s coverage for other medi-
cal/professional practitioners.

3) Current residents in ACGME-accredited programs must be
provided with the details of the institution’s professional li-
ability coverage for residents.

h. Health and disability insurance: The Sponsoring Institution
must provide hospital and health insurance benefits for the
residents and their families. The Sponsoring Institution must
also provide access to insurance to all residents for disabilities
resulting from activities that are part of the educational
program.

i. Leaves of absence:

1) The Sponsoring Institution must provide written institu-
tional policies on residents’ vacation and other leaves of
absence (with or without pay) to include parental and sick
leave; these policies must comply with applicable laws.

2} The Sponsoring Institution must ensure that each program
provides its residents with a written policy in compliance
with its Program Requirements concerning the effect of
leaves of absence, for any reason, on satisfying the criteria
for completion of the residency program.

Jj. Duty Hours:

1) The Sponsoring Institution is responsible for promoting pa-
tient safety and education through carefully constructed
duty-hour assignments and faculty availability.

2) The institution must have formal written policies and pro-
cedures governing resident duty hours that support the
physical and emotional well-being of the resident, promote
an educational environment, and facilitate patient care.

k. Moonlighting;

1) Professional and patient care activities that are external to
the educational program are called moonlighting. Moon-
lighting activities, whether internal or external, may be in-
consistent with sufficient time for rest and restoration to
promote the residents’ educational experience and safe pa-
tient care. Therefore, institutions and program directors
must closely monitor all moonlighting activities.

2) The Sponsoring Institution must have a written policy that
addresses moonlighting, The policy must
a) specify that residents must not be required to engage in

moonlighting;
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b) require a prospective, written statement of permission b. participate fully in the educational and scholarly activities of
from the program director that is made part of the resi- their program and, as required, assume responsibility for
dent’s file; and, teaching and supervising other residents and students;

¢) state that the residents’ performance will be monitored ¢. have the opportunity to participate on appropriate institu-
for the effect of these activities upon performance and tional and departmental committees and councils whose ac-
that adverse effects may lead to withdrawal of tions affect their education and /or patient care;
permission, d. participate in an educational program regarding physician im-

1. Counseling services: The Sponsoring Institution should facili- pairment, including substance abuse.
tate residents’ access to appropriate and confidential counsel- 3. The Sponsoring Institution must ensure that residents submit to
ing, medical, and psychological support services. the program director or to the DIO at least annually confidential
m.Physician impairment: The Sponsoring Instifution must have written evaluations of the faculty and of the educational
written policies that describe how physician impairment, in- experiences.

cluding that due to substance abuse, will be handled.

n. Sexual harassment: The Sponsoring Institution must have
written policies covering sexual and other forms of
harassment.

2. Residency Closure/Reduction: The Sponsoring Institution must
have a written policy that addresses a reduction in size or closure
of a residency program. The policy must specify
a, that if the Sponsoring Institution intends to reduce the size of

an ACGME-accredited program or close a residency program,
the Sponsoring Institution must inform the residents as early
as possible; and,

b. that in the event of such a reduction or closure, the Spon-
soring Institution must either allow residents already in the
program to complete their education or assist the residents in
enrolling in an ACGME-aceredited program in which they can
continue their education.

3. Restrictive Covenants: ACGME-accredited programs must not re-
quire residents to sign a noncompetition guarantee.

F. Resident Work Environment .

1. The Sponsoring Institution and its ACGME-accredited programs
must provide an educational and work environment in which res-
idents may raise and resolve issues without fear of intimidation
or retaliation. This includes the following:

a. Provision of an organizational system for residents to commu-
nicate and exchange information on their work environment
and their ACGME-accredited programs. This may be accom-
plished through a resident organization or other forums in
which to address resident issues.

b. A process by which individual residents can address concerns
in a confidential and protected manner.

2. The Sponsoring Institution must provide services and develop
systems to minimize the work of residents that is extraneous to
their GME programs and ensure that the following conditions are
met:

a. Food services: Residents on duty must have access to adequate
and appropriate food services 24 hours a day in all institutions.

E. Resident Participation in Educational and Professional b. Call rooms: Residents on call must be provided with adequate

Activities and appropriate sleeping quarters.

1. The Sponsoring Institution must ensure that each ¢. Support services: Patient support services, such as intravenous
ACGME-accredited program defines, in accordance with its Pro- services, phlebotomy services, and laboratory services, as well
gram Requirements, the specific knowledge, skills, attitudes, and as messenger and transporter services, must be provided ina
educational experiences required in order for their residents to manner appropriate to and consistent with educational objec-
demonstrate the following: tives and patient care.

a. Patient care that is compassionate, appropriate, and effective d. Laboratory/pathology/radiology services: There must be appro-

for the treatment of health problems and the promotion of
health

b. Medical knowledge about established and evolving biomedi-
cal, clinical, and cognate (e.g., epidemiological and so-
cial-behavioral) sciences and the application of this
knowledge to patient care

¢, Practice-based learning and improvement that involves inves-
tigation and evaluation of their own patient care, appraisal
and assimilation of scientific evidence, and improvements in
patient care

d. Interpersonal and communication skills that result in effec-
tive information exchange and teaming with patients, their
families, and other health professionals

¢. Professionalism, as manifested through a commitment to car-
rying out professional responsibilities, adherence to ethical
principles, and sensitivity to a diverse patient population

f. Systems-based practice, as manifested by actions that demon-
strate an awareness of and responsiveness to the larger con-
text and system for health care and the ability to effectively
call on system resources to provide care that is of optimal
value.

2. In addition, the Sponsoring Institution must ensure that

residents

a. develop a personal program of learning to foster continued
professional growth with guidance from the teaching staff;

priate laboratory, pathology, and radiology services to support
timely and quality patient care in the ACGME-accredited pro-
grams. This must include effective laboratory, pathology, and
radiologic information systems.

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

f. Security/safety: Appropriate security and personal safefy mea-

sures must be provided to residents af all locations including
but not limited to parking facilities, on-call quarters, hospital
and institutional grounds, and related clinical facilities (e.g.,
medical office building).

IV. Graduate Medical Education Committee {GMEC)
A. GMEC Composition and Meetings

1. The Sponsoring Institution must have a GMEC that has the re-

sponsibility for monitoring and advising on all aspects of resi-
dency education. Voting membership on the committee must
include residents nominated by their peers. It must also include
appropriate program directors, administrators, the accountable
DIO, and may include other members of the faculty.
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2. The committee must meet at least quarterly, and maintain writ-
ten minutes documenting fulfillment of the committee’s
responsibilities.

B. GMEC Responsibilities
The GMEC must

1. establish and implement policies and procedures regarding the
quality of education and the work environment for the residents
in all ACGME-accredited programs.

2. review annually and make recommendations to the Sponsoring
Institution on resident stipends, benefits, and funding for resi-
dent positions to assure that these are reasonable and fair.

3. establish and maintain appropriate oversight of and liaison with
program directors and assure that program directors establish
and maintain proper oversight of and liaison with appropriate
personnel of other institutions participating in the
ACGME-accredited programs of the Sponsoring Institution.

4. establish and implement formal written policies and procedures
governing resident duty hours in compliance with the Institu-
tional and Program Requirements. The GMEC must assure that
the following requirements are met:

a) Bach ACGME-accredited program must establish formal writ-
ten policies governing resident duty hours that are consistent
with ¢he Institutional and Program Requirements. These for-
mal policies must apply to all participating institutions used
by the residents and must address the following
requirements:

1) The educational goals of the program and learning objec-
tives of residents must not be compromised by excessive
reliance on residents to fulfill institutional service obliga-
tions. Duty-hours and call schedules must be monitored by
both the Sponsoring Institution and programs and adjust-
ments made as necessary to address excessive service de-
mands and/or resident fatigue. Duty hours, however, must
reflect the fact that responsibilities for continuing patient
care are not automafically discharged at specific times,
ACGME-accredited programs must ensure that residents
are provided appropriate backup support when patient
care responsibilities are especially difficult or prolonged;
and,

2) Resident duty hours and on-call time periods must be in
compliance with the Institutional and Program Require-
ments. The structuring of duty hours and on-call schedules
must focus on the needs of the patient, continuity of care,
and the educational needs of the resident.

b) The GMEC must develop and implement procedures to regu-
larly monitor resident duty hours for compliance with the
Sponsoring Institution’s policies and the Institutional and
Program Requirements.

¢) The GMEC must develop and implement written procedures
to review and endorse requests from programs prior to sub-
mission to an RRC for exceptions in the weekly limit on duty
hours up to 10 percent or up to a maximum of 88 hours. All
exceptions requested must be based on a sound educational
rationale. The procedures must outline the process for en-
dorsing an exception in compliance with the ACGME policies
and procedures for duty-hour exceptions. The procedures and
their application, if the institution has utilized them, will be
assessed during the institutional review,

5. assure that ACGME-accredited programs provide appropriate
supervision for all residents that is consistent with proper pa-
tient care, the educational needs of residents, and the applica-
ble Program Requirements. Supervision of residents must
address the following:

a) Residents must be supervised by teaching staff in such a way
that the residents assume progressively increasing responsi-
hility according to their level of education, ability, and
experience,

b) On-call schedules for teaching staff must be structured to en-
sure that supervision is readily available to residents on duty.

¢) The teaching staff must determine the level of responsibility
accorded fo each resident.

assure that each program provides a curriculum and an evalua-

tion system to ensure that residents demonstrate achievement

of the six general competencies listed in Section I11.E and as de-
fined in each set of Program Requirements.

7. establish and implement formal written institutional policies for
the selection, evaluation, promotion, and dismissal of residents
in compliance with the Institutional and Program
Requirements.

8. regularly review all ACGME program accreditation letters and
monitor action plans for the correction of concerns and areas of
noncompliance.

9. regularly review the Sponsoring Institution’s Letter of Report
from the IRC and develop and monitor action plans for the cor-
rection of concerns and areas of noncompliance.

10. review and approve prior to submission to the ACGME

a. all applications for ACGME accreditation of new programs
and subspecialties;
b. changes in resident complement;
c. major changes in program structure or length of training
d. additions and deletions of participating institutions used ina
program;

. appointments of new program directors;
progress reports requested by any Review Committee;

. responses to all proposed adverse actions;

. requests for increases or any change in resident duty hours
requests for “inactive status” or to reactivate a program;

. voluntary withdrawals of ACGME-accredited programs;

k requests for an appeal of an adverse action; and,

1. appeal presentations to a Board of Appeal or the ACGME.

. conduct internal reviews of all ACGME-accredited programs in-
cluding subspecialty programs to assess their compliance with
the Institutional Requirements and the Program Requirements
of the ACGME Residency Review Committees in accordance
with the goidelines in Section V.

o

e p o OR B KD

1

—

V. Internal Review

A. Process

1. The GMEC is responsible for the development, implementation
and oversight of the internal review process. The internal review
process must comply with the following:

a. The GMEC must designate an internal review committee(s) to
review each ACGME-accredited program in the Sponsoring In-
stitution. The internal review committee must include faculty,
residents, and administrators from within the institution but
from GME programs other than the one that is being reviewed.
External reviewers may also be included on the committee as
determined by the GMEC.

b. The review must follow a written protocol approved by the
GMEC that incorporates, at a minimum, the requirements in
this section (Section V).

¢. Reviews must be conducted at approximately the midpoint be-
tween the ACGME program surveys.

d, Although departmental annual reports are often important
sources of information about a residency program, they do not
meet the requirement for a periodic internal review.
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2. While assessing the residency program’s compliance with each of

—

the program standards, the review should also appraise

a. the educational objectives of each program;

b. the effectiveness of each program in meeting its objectives;

¢. the adequacy of available educational and financial resources
to support the program;

d. the effectiveness of each program in addressing areas of non-
compliance and concerns in previous ACGME accreditation
letters and previous internal reviews;

e. the effectiveness of each program in defining, in accordance
with the Program and Institutional Requirements (Section
IILE), the specific knowledge, skills, attitudes, and educa-
tional experiences required for the residents to achieve com-
petence in the following: patient care, medical knowledge,
practice-based learning and improvement, interpersonal and
communication skills, professionalism, and systems-based
practice;

f. the effectiveness of each program in using evaluation tools de-
veloped to assess a resident’s level of competence in each of
the six general areas listed above;

g. the effectiveness of each program in using dependable out-
come measures developed for each of the six general compe-
tencies listed above; and,

h, the effectiveness of each program in implementing a process
that links educational outcomes with program improvement.

. Materials and data to be used in the review process must include

a. Institutional and Program Requirements for the specialties
and subspecialties of the ACGME RRCs from the Essentials of
Accredited Residency Programs;

b. accreditation letters from previous ACGME reviews and prog-
ress reports sent to the RRC; and,

¢. reports from previous internal reviews of the program.

. The internal review committee must conduct interviews with the

program director, faculty, peer-selected residents from each level
of training in the program, and other individuals deemed appro-
priate by the committee.

. Program inactivity: ACGME-accredited programs and

subspecialties that have applied for and received RRC approval
for “inactive” status do not need internal reviews, However, an in-
ternal review must be condycted prior to requesting RRC ap-
proval for reactivation.

Internal Review Report

. There must be a written report of the internal review for each

ACGME-accredited specialty and subspecialty program that con-

tains, at a minimum, the following:

a. the name of the program or subspecialty program reviewed
and the date of the review;

b. the names and titles of the internal review committee mem-
bers to include the resident(s);

c. a brief description of how the internal review process was car-
ried out, including the list of the groups/individuals who were
interviewed;

d. sufficient documentation or discussion of the specialty’s or the
subspecialty's Program Requirements and the Institutional
Requirements to demonstrate that a comprehensive review
was conducted and was based on the GMEC’s internal review
protocol;

e. alist of the areas of noncompliance or any concerns or com-
ments from the previous ACGME accreditation letter with a
summary of how the program and /or institution addressed
each one.

. The written report of each internal review must be presented to

and reviewed by the GMEC to monitor the areas of noncompli-
ance and recommend appropriate action.

Common Program Requirements

3. Reports from internal reviews are required to be shown to the
ACGME site visitor for the institutional review and must be in-
cluded in the Institutional Review Document submitted to the
IRC. During the review of individual programs, these reports
must not be shown to the ACGME site visitor or specialist site
visitors, who only will ascertain that an internal review was com-
pleted in the interval since the program’s previous site visit.

Approved by ACGME: February 11, 2008  Effective: July 1, 2003

Common Program Requirements

Preface

The program requirements set forth here are to be considered com-
mon to all specialties, and are complete only when supplemented,
where indicated and individually, by each specialty.

I [Specialty Introduction inserted here]

I1. Institutions

A. Sponsoring Institution
One sponsoring institution must assume ultimate responsibility
for the program, as described in the Institutional Requirements,
and this responsibility extends to resident assignments at all par-
ticipating institutions.

B. Participating Institutions

1. Assignment to an institution must be based on a clear educa-
tional rationale, integral to the program curriculum, with
clearly-stated activities and objectives. When multiple participat-
ing institutions are used, there should be assurance of the conti-
nuity of the educational experience.

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

2) identity the faculty who will assume both educational and su-
pervisory responsibilities for residents;

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

¢) specify the duration and content of the educational experi-
ence; and

d) state the policies and procedures that will govern resident ed-
ucation during the assignment.

lil. Program Personnel and Resources

A. Program Director

1. There must be a single program director responsible for the pro-
gram. The person designated with this authority is accountable
for the operation of the program. In the event of a change of ei-

ther program director or department chair, the program director
should promptly notify the executive director of the RRC through
the Web Accreditation Data System of the ACGME.

. The program director, together with the faculty, is responsible for

the general administration of the program, and for the establish-
ment and maintenance of a stable educational environment. Ade-
quate lengths of appointment for both the program director and
faculty are essential to maintaining such an appropriate continu-
ity of leadership.

3. Qualifications of the program director are as follows:
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a) The program director must possess the requisite specialty ex-
pertise, as well as documented educational and administrative
abilities.

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

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

4. Responsibilities of the program director are as follows:

a) The program director must oversee and organize the activities
of the educational program in all institutions that participate
in the program. This includes selecting and supervising the
faculty and other program personnel at each participating in-
stitution, appointing a local site director, and monitoring ap-
propriate resident supervision at all participating institutions.

b) The program director is responsible for preparing an accurate
statistical and narrative description of the program as re-
quested by the RRC, as well as updating annually both pro-
gram and resident records through the ACGME's Accreditation
Data System.

¢) The program director must ensure the implementation of fair
policies, grievance procedures, and due process, as estab-
lished by the sponsoring institution and in compliance with
the Institutional Requirements.

d) The program director must seek the prior approval of the RRC
for any changes in the program that may significantly alfer the
educational experience of the residents, Such changes, for ex-
ample, include:

(1)the addition or deletion of a participating institution; [as
further specified by the RRC]

(2)a change in the format of the educational program;

(8)a change in the approved resident complement for those
specialties that approve resident complement. [as further
specified by the RRC]

On review of a proposal for any such major change ina
program, the RRC may determine that a site visit is
necessary.

B. Faculty

1. At each participating institution, there must be a sufficient num-
ber of faculty with documented qualifications to instruet and su-
pervise adequately all residents in the program.

2. The faculty, furthermore, must devote sufficient time to the edu-
cational program to fulfill their supervisory and teaching respon-
sibilities. They must demonstrate a strong interest in the educa-
tion of residents, and must support the goals and objectives of
the educational program of which they are a member.

3. Qualifications of the physician faculty are as follows:

2) The physician faculty must possess the requisite specialty ex-
pertise and competence in clinical care and teaching abilities,
as well as documented educational and administrative abili-
ties and experience in their field.

b) The physician faculty must be certified in the specialty by the
American Board of , or possess qualifications judged
to be acceptable by the RRC.

¢) The physician faculfy must be appointed in good standing to
the staff of an institution participating in the program. [as fur-
ther specified by the RRC}

4, The responsibility for establishing and maintaining an environ-
ment of inquiry and scholarship rests with the faculty, and an ac-
tive research component must be included in each program.
Scholarship is defined as the following:

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

b} the scholarship of dissemination, as evidenced by review arti-
cles or chapters in textbooks;

¢) the scholarship of application, as evidenced by the publica-
tion or presentation of, for example, case reports or clinical
series at local, regional, or national professional and scientific
society meetings.

Complementary to the above scholarship is the regular partici-
pation of the teaching staff in clinical discussions, rounds, jour-
nal clubs, and research conferences in a manner that promotes a
spirit of inquiry and scholarship {e.g., the offering of guidance
and technical support for residents involved in research such as
research design and statistical analysis); and the provision of
support for residents’ participation, as appropriate, in scholarly
activities.

5. Qualifications of the nonphysician faculty are as follows:
a) Nonphysician faculty must be appropriately qualified in their
field.
b) Nonphysician faculty must possess appropriate institutional
appointrents.

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

D. Resources

The program must ensure that adequate resources (e.g., sufficient
laboratory space and equipment, compufer and statistical consulta-
tion services) are available. [as further specified by the RRC]

IV. Resident Appointments

A. Eligibility Criteria
The program director must comply with the criteria for resident eli-
gibility as specified in the Institutional Requirements.

B. Number of Residents

The RRC will approve the number of residents based upon estab-
lished written criteria that include the adequacy of resources for
resident education (e.g., the quality and volume of patients and re-
lated clinical material available for education), faculty-resident
ratio, institutional funding, and the quality of faculty teaching. [as
further specified by the RRC}

C. Resident Transfers

To determine the appropriate level of education for residents who
are transferring from another residency program, the program di-
rector must receive written verification of previous educational ex-
periences and a statement regarding the performance evaluation of
the transferring resident prior to their acceptance into the pro-
gram. A program director is required to provide verification of resi-
dency education for residents who may leave the program prior to
completion of their education.

D. Appointment of Fellows and Other Students

The appointment of fellows and other specialty residents or stu-
dents must not dilute or detract from the educational opportunities
available to regularly appointed residents. [as further specified by
the RRC]

V. Program Curriculum

A. Program Design

1. Format
The program design and sequencing of educational experiences
will be approved by the RRC as part of the review process.

2. Goals and Objectives
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The program must possess a writfen statement that outlines its
educational goals with respect to the knowledge, skills, and other
attributes of residents for each major assignment and for each
level of the program. This statement must be distributed to resi-
dents and faculty, and must be reviewed with residents prior to
their assignments, [as further specified by the RRC]

B. Specialty Curriculum
The program must possess a well-organized and effective curricu-
lum, both didactic and clinical. The curriculum must also provide
residents with direct experience in progressive responsibility for
patient management. [as further specified by the RRC]

C. Residents Scholarly Activities

Each program must provide an opportunity for residents to partici-
pate in research or other scholarly activities, and residents must
participate actively in such scholarly activities. [as further specified
by the RRC]

D. ACGME Competencies

{N.B.: Section V. D. does not apply to certain subspecialties)

The residency program must require its residents to obtain com-
petence in the six areas listed below to the level expected of a new
practitioner. Programs must define the specific knowledge, skills,
behaviors, and attitudes required, and provide educational experi-
ences as needed in order for their residents to demonstrate the
following:

1. Patient care that is compassionate, appropriate, and effective for
the treatment of health programs and the promotion of health;

2. Medical Knowledge about established and evolving biomedical,
clinical, and cognate sciences, as well as the application of this
knowledge to patience care;

3. Practice-based learning and improvement that involves the in-
vestigation and evaluation of care for their patients, the ap-
praisal and assimilation of scientific evidence, and improvements
in patient care;

4. Interpersonal and communication skills that result in the effec-
tive exchange of information and collaboration with patients,
their families, and other health professionals;

5. Professionalism, as manifested through a commitment to carry-
ing out professional responsibilifies, adherence to ethical princi-
ples, and sensitivity to patients of diverse backgrounds;

6. Systems-based practice, as manifested by actions that demon-
strate an awareness of and responsiveness to the larger context
and system of health care, as well as the ability to call effectively
on other resources in the system to provide optimal health care.

VI. Resident Duty Hours and the Working
Environment

Providing residents with a sound didactic and clinical education
must be carefully planned and balanced with concerns for patient
safety and resident well-being. Each program must ensure that the
learning objectives of the program are not compromised by exces-
sive reliance on residents to fulfill service obligations, Didactic and
clinical education must have priority in the allotment of residents’
time and energy. Duty hour assignments must recognize that faculty
and residents collectively have responsibility for the safety and wel-
fare of patients.

A. Supervision of Residents

1. All patient care must be supervised by qualified faculty. The pro-
gram director must ensure, direct, and document adequate su-
pervision of residents at all times. Residents must be provided
with rapid, reliable systems for communicating with supervising
faculty.

Common Program Requirements

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

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

B. Duty Hours

1. Duty hours are defined as all elinical and academic activities re-
lated to the residency program; i.e., patient care (both inpatient
and outpatient), administrative duties relative to patient care,
the provision for transfer of patient care, time spent in-house
during call activities, and scheduled activities such as confer-
ences. Duty hours do 7ot include reading and preparation time
spent away from the duty site.

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

3. Residents must be provided with 1 day in 7 free from all educa-
tional and clinical responsibilities, averaged over a 4-week pe-
riod, inclusive of call. One day is defined as 1 continuous 24-hour
period free from all clinical, educational, and administrative
duties.

4, Adequate time for rest and personal activities must be provided.
This should consist of a 10-hour time period provided between all
daily duty periods and after in-house call.
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€. On-call Activities

The objective of on-call activities is fo provide residents with conti-

nuity of patient care experiences throughout a 24-hour period.

In-howse call is defined as those duty hours beyond the normal

work day, when residents are required to be immediately available

in the assigned institution.

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

2. Continuous on-site duty, including in-house call, must not exceed
24 consecutive hours. Residents may remain on duty for up to 6
additional hours to participate in didactic activities, transfer
care of patients, conduct outpatient clinics, and maintain conti-
nuity of medical and surgical care. {as further specified by the
RRC]

3. No new patients may be accepted after 24 hours of continuous
duty. [as further specified by the RRC]

4. At-home call (or pager call) is defined as a call taken from out-
side the assigned institution.

a) The frequency of at-home call is not subject to the every-third-
night limitation, At-home call, however, must not be so fre-
quent as to preclude rest and reasonable personal time for
each resident. Residents taking at-home call must be provided
with 1 day in 7 completely free from all educational and clini-
cal responsibilities, averaged over a 4-week period.

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

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

D. Moenlighting
. Because residency education is a full-time endeavor, the program
director must ensure that moonlighting does not interfere with
the ability of the resident to achieve the goals and objectives of
the educational program.
2, The program director must comply with the sponsoring institu-
tion’s written policies and procedures regarding moonlighting, in
compliance with the ACGME Institutional Requirements.

o,
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Commen Program Requirements

3. Any hours a resident works for compensation at the sponsoring
institution or any of the sponsor’s primary clinical sites must be
considered part of the 80-hour weekly limit on duty hours, This
refers to the practice of internal moonlighting.

E. Oversight

1. Each program must have written policies and procedures consis-
tent with the Institutional and Program Requirements for resi-
dent duty hours and the working environment. These policies
raust be distributed to the residents and the faculty. Duty hours
must be monitored with a frequency sufficient to ensure an ap-
propriate balance between education and service.

2. Back-up support systems must be provided when patient care re-
sponsibilities are unusually difficult or prolonged, or if unex-
pected circumstances create resident fatigue sufficient to jeopar-
dize patient care.

F. Duty Hours Exceptions

An RRC may grant exceptions for up to 10% of the 80-hour limit to
individual programs based on a sound educational rationale. Prior
permission of the institution's GMEC, however, is required.

V. Evaluation

A. Resident
1. Formative Evaluation

The faculty must evaluate in a timely manner the residents whom

they supervise. In addition, the residency program must demon-

strate that it has an effective mechanism for assessing resident
performance throughout the program, and for utilizing the re-
sults to improve resident performance.

a) Assessment should include the use of methods that produce
an accurate assessment of residents' competence in patient
care, medical knowledge, practice-based learning and im-
provement, interpersonal and communication skills, profes-
sionalism, and systems-based practice.

b) Assessment should include the regular and timely perfor-
mance feedback to residents that includes af least semiannual
written evaluations. Such evaluations are to be communicated
to each resident in a timely manner, and maintained in are-
cord that is accessible to each resident.

¢} Assessment should include the use of assessment resulfs, in-
cluding evaluation by faculty, patients, peers, self, and other
professional staff, to achieve progressive improvements in resi-
dents’ competence and performance.

2. Final Evaluation

The program director must provide a final evaluation for each

resident who completes the program. This evaluation must in-

clude a review of the resident’s performance during the final pe-
riod of education, and should verify that the resident has
demonstrated sufficient professional ability to practice compe-
tently and independently. The final evaluation raust be part of
the resident’s permanent record maintained by the institution.

B. Faculty

The performance of the faculty must be evaluated by the program
no less frequently than at the midpoint of the acereditation cycle,
and again prior to the next site visit. The evaluations should include
a review of their teaching abilities, commitment to the educational
progran, clinical knowledge, and scholarly activities, This evalua-
tion must include annual written confidential evaluations by
residents.

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

1. Representative program personnel (i.e., at least the program di-
rector, representative faculty, and one resident) must be orga-
nized to review program goals and objectives, and the effective-
ness with which they are achieved. This group must conduct a
formal documented meeting at least annually for this purpose. In
the evaluation process, the group must take into consideration
written comments from the faculty, the most recent report of the
GMEG of the sponsoring instifution, and the residents’ confiden-
tial written evaluations. If deficiencies are found, the group
should prepare an explicit plan of action, which should be ap-
proved by the faculty and documented in the minutes of the
meeting,

2. The program should use resident performance and outcome as-
sessment in its evaluation of the educational effectiveness of the
residency program. Performance of program graduates on the
certification examination should be used as one measure of eval-
uating program effectiveness. The program should maintain a
process for using assessment results fogether with other program
evaluation results to improve the residency program.

VIIl. Experimentation and Innovation

Since responsible innovation and experimentation are essential to
improving professional education, experimental projects along
sound educational principles are encouraged. Requests for experi-
mentation or innovative projects that may deviate from the program
requirements must be approved in advance by the RRC, and must
include the educational rationale and method of evaluation. The
sponsoring institution and program are jointly responsible for the
quality of education offered to residents for the duration of sucha
project.

IX. Certification

Residents who plan to seek certification by the American Board of
should communicate with the office of the board regard-

ing the full requirements for certification.

ACGME: February 2008  Effective: July 1, 2004
Editorial Revision: February 2004
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Program Requirements for
Residency Education in Allergy
and Immunology

Common Program Requirements appear in bold.
Sections of text that are not bolded are specialty-specific
requirements.

Preface

The program requirements set forth here are to be considered
common to all specialties, and are complete only when supple-
mented, where indicated and individually, by each specialty.

I. Introduction

A. Befinition and Scope of the Specialty

Graduate medical education programs in allergy and immunelogy
should be designed to prepare specialists who provide expert medi-
cal care for patients with allergic and immunologic disorders and

who can serve as consultants, educators, and physician scientists in
asthma, allergic disorders, immunologic disorders, and immunodefi-

ciency diseases.

B. Duration and Scope of Education

1. Residents admitted to allergy and immunology programs should
have successfully completed a program in internal medicine or
pediatrics accredited by the Accreditation Council for Graduate
Medical Education (ACGME).

2. The length of the educational program is 24 months of full-time
education. Before entry into the program, each resident must be
notified in writing of the required length of the allergy and im-
munoclogy educational program. The required program may be
spread over a longer time period if the program documents the

required 24 months of education consistent with the goals, objec-

tives, educational content, and policies, as referenced in these
Program Requirements, section I11.

3. Residents must demonstrate competencies in both children and
adults with asthma, allergic disorders, immunologic disorders,
and immunodeficiency diseases.

Il. Institutional Support

A. Sponsoring institution
One sponsoring institution must assume the ultimate responsi-
bility for the program as described in the Institutional Require-

ments, and this responsibility extends to resident assignments at

all participating institutions.

1. Allergy and immunology programs should be conducted princi-
pally in institutions with accredited graduate medical education
programs in pediatrics and infernal medicine.

2. The sponsoring institution must provide sufficient faculty, finan-
cial resources, clinical resources, research opportunities, and li-
brary facilities to meet the educational needs of the residents
and to enable the program to comply with the requirements for
accreditation.

B. Participating Institutions

1. Assignment to an institution must be based on a clear educa-
tional rationale, integral to the program curriculum, with
clearly-stated activities and objectives and should provide re-
sources not otherwise available to the program, When multiple

participating institutions are used, there should be assurance

of the continuity of the educational experience. Participation

Program Requirements for Residency Education in Allergy and Immunology

by any institution providing more than 4 months of education for
each resident during the 2-year program must receive prior ap-
proval by the Residency Review Gommittee (RRC).
2. Assignment to a participating institution requires a letter of
agreement with the sponsoring institution that provides an ed-
ucational experience for a resident that is one month in duration
or longer. In instances where two or more participating institu-
tions in the program function as a single unit under the authority
of the program director, letters are not necessary. Such a letter
of agreement should:
a)identify the faculty who will assume both educational and
supervisory responsibilities for residents;

b)specify their responsibilities for teaching, supervision, and
formal evaluation of residents, as specified later in this
document per Sections II1.B. and VILA of the Program
Requirements;

c¢) specify the duration and content of the educational experi-
ence; and

d)state the policies and procedures that will govern resident
education during the assignment.

¢) outline the educational goals and ohjectives to be attained by
the resident during the assignment.

3. Assignments at participating institutions must be of sufficient
length to ensure a quality educational experience and should
provide sufficient opportunity for continuity of care. Although
the number of participating institutions may vary with the vari-
ous specialties’ needs, all participating institutions must demon-
strate the ability to promote the program goals and educational
and peer activities. Exceptions must be justified and
prior-approved.

Il. Program Personnel and Resources

A. Program Director

1. There must be a single program director responsible for the
program. The person designated with this authority is ac-
countable for the operation of the program and should be a
member of the staff of the sponsoring or integrated institution,
In a conjoint program, one program director must be designated
as the single responsible administrator. In the event of a change
of either program director or department chair, the program
director should promptly notify the executive director of the
Residency Review Committee (RRC) through the Web Accredi-
tation Data System of the Accreditation Council for Graduate
Medical Education (ACGME).

2. The program director, together with the faculty, is responsible
for the general administration of the program, and for the es-
tablishment and maintenance of a stable educational environ-
ment. Adequate lengths of appointment for both the program
director and faculty are essential to maintaining such an ap-
propriate continuity of leadership.

3. Qualifications of the program director are as follows:

a. The program director must possess the requisite specialty
expertise, as well as documented educational and adminis-
trative abilities and experience in his or her field.

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

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

d. possess leadership qualities and devote sufficient time and ef-
fort to the program to provide day-to-day continuity of leader-
ship and to fulfill all of the responsibilities of meeting the
educational goals of the program.,
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¢. licensed fo practice medicine in the state where the institu-
tion that sponsors the program is located.

4. Responsibilities of the program director are as follows:

a. The program direetor must oversee and organize the activi-
ties of the educational program in all institutions that par-
ticipate in the program. This includes selecting and
supervising the faculty and other program personnel at
each participating institution, appointing a local site direc-
tor, and monitoring appropriate resident supervision at all
participating institutions,

b. The program director is responsible for preparing an accu-
rate statistical and narrative description of the program as
requested by the RRC, as well as updating annually both
program and resident records through the ACGME's Ac-
creditation Data System.

¢. The program director must ensure the implementation of
fair policies, grievance procedures, and due process, as es-
tablished by the sponsoring institution and in compliance
with the Institutional Requirements.

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

1} the addition or deletion of a participating institution as
specified in section IL.B. of this document.

2) a change in the format of the educational program

3) a change in the approved resident complement for those
specialties that approve resident complement,

On review of a proposal for any such major change in the
program, the RRC may determine that a site visit is
necessary.

e. Promptly notifying the executive director of the RRC using the
ADS of a change in program director or department chair.

f. Monitering resident stress, including mental or emotional con-
ditions inhibiting performance or learning, and drug- or alco-
hol-related dysfunction. Both the program director and faculty
should be sensitive to the need for timely provision of confi-
dential counseling and psychological support services to resi-
dents. Situations that demand excessive service or that
consistently produce undesirable stress on residenis must be
evaluated and modified.

B. Faculty

1. At each participating institution, there must be a sufficient
number of faculty with documented qualifications to instruct
and supervise adequately all residents in the program. The
faculty must include a
a. qualified allergist(s) and immunologist(s) with a background

in internal medicine and
b. qualified allergist(s) and immunologist(s) with a background
in pediatrics.

2. The faculty, furthermore, must devote sufficient time to the
educational program to fulfill their supervisory and teaching
responsibilities. The faculty must evaluate in a timely manner
the residents whom they supervise. They must demonstrate a
strong interest in the education of residents, demonstrate
competence in both clinieal care and teaching abilities, and
must support the goals and ohjectives of the educational pro-
gram of which they are a member and demonstrate commit-
ment to their own continuing medical education by participating
in scholarly activities as described in Section I11.B.4.

3. Qualifications of the physician faculty are as follows:

a. The physician faculty must possess the requisite specialty
expertise and eompetence in clinical care and teaching

abilities, as well as documented educational and adminis-

trative abilities and experience in their field.

b. The physician faculty must be certified in the specialty by
the American Board of Allergy and Immunology, or possess
qualifications judged to be acceptable by the RRC.

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

4. The responsibility for establishing and maintaining an envi-
ronment of inquiry and scholarship rests with the faculty, and
an active research component must be included in each pro-
gram. Scholarship is defined as the following:

a. the scholarship of discovery, as evidenced by peer-reviewed
funding or by publication of original research in a
peer-reviewed journal;

b. the scholarship of dissemination, as evidenced by review
articles or chapters in textbooks;

¢. the scholarship of application, as evidenced by the publica-
tion or presentation of, for example, case reports or elini-
cal series at local, regional, or national professional and
scientific society meetings.

Complementary to the above scholarship is the regular par-
ticipation of the teaching staff in clinical discussions, rounds,
Jjournal clubs, and research conferences in a manner that pro-
motes a spirit of inquiry and scholarship (e.g., the offering of
guidance and technical support for residents involved in re-
search such as research design and statistical analysis); and
the provision of support for residents’ participation, as appro-
priate, in scholarly activities.

5. Qualifications of the nonphysician faculty are as follows:

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

b. Nonphysician faculty must possess appropriate institu-
tional appointments.

C. Other Program Personnel

Additional necessary professional, technical, and clerical per-
sonnel must be provided to support the program. All other pro-
gram faculty, such as healthcare providers and scientists, must be
appropriately qualified in their area of expertise.

D. Resources

The program must ensure that adequate resources (e.g., suffi-
cient laboratory space and equipment, computer and statistical
consultation services) are available.

IV. Resident Appointments

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

B. Number of Residents

The RRC will approve the number of residents based upon estab-
lished written criteria that include the adequacy of resources
for resident education (e.g., the quality and volume of patients
and related clinical material available for education), fac-
ulty-resident ratio, institutional funding, and the quality of fac-
ulty teaching.

C. Resident Transfers

To determine the appropriate level of education for residents
who are transferring from another residency program, the pro-
gram director must receive written verification of previous edu-
cational experiences and a statement regarding the perfor-
mance evaluation of the transferring resident, including an
assessment of competence in the six areas described in Section
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V.D., prior to their acceptance into the program. A program di-
rector is required to provide verification of residency edueation
for residents who may leave the program prior to completion of
their education.

D. Appointment of Fellows and Other Students
The appointment of fellows and other specialty residents or stu-
dents must not dilute or detract from the edncational opportuni-
ties available to regularly appointed residents.

V. The Educational Program Curriculum

A. Program Design

1. Format
The program design and sequencing of educational experi-
ences will be approved by the RRC as part of the review
process.

2. Goals and Objectives
The program must possess a written statement that outlines
its educational goals with respect to the knowledge, skills,
and other attributes of residents for each major assignment
and for each level of the program. This statement must be dis-
tributed to residents and faculty, and must be reviewed with
residents prior to their assignments.

B. Specialty Curriculum

The program must possess a well-organized and effective currie-
ulum, both didactic and clinical. The curriculum must also pro-

vide residents with direct experience in progressive responsibil-
ity for patient management.

C. Residents Schelarly Activities

Each program must provide an opportunity for residents to par-

ticipate in research or other scholarly activities, and residents

must participate actively in such scholarly activities.

1. Twenty-five percent of the program must be devoted to research
and scholarly activities.

2. Residents must be provided with a structured research experi-
ence sufficient to result in an understanding of the basic princi-
ples of study design, performance, analysis, and reporting:

a. Residents must be able to conduct a comprehensive literature
search.

b. Residents must have the opportunity to design, write, review,
or edit research protocols or plans.

c¢. Residents must demonstrate a working knowledge of research
design, statistics, clinical trials, epidemiology, and laboratory
research. ;

d. Residents must be able to apply the principles of data collec-
tion, data analysis, and data interpretation.

¢. Residents must conduct the research activity under proper
supervision.

f. Residents must be able to communicate research findings
orally and in writing,

g. Presentations at national meetings and publication in
peer-reviewed journals are strongly encouraged.

D. ACGME Competencies
(N.B.: Section V. D. does not apply to certain subspecialities)
The resideney program must require its residents to obtain
competence in the six areas listed below to the level expected of
a new practitioner. Programs must define the specific knowl-
edge, skills, behaviors, and attitudes required, and provide edu-
cational experiences as needed in order for their residents to
demonstrate the following:

Program Requirements for Residency Education in Allergy and Immunology

1. Patient care that is compassionate, appropriate, and effective
for the treatment of health programs and the promotion of
health;

2. Medical Knowledge about established and evelving biemedi-
cal, clinical, and cognate sciences, as well as the application
of this knowledge to patience care;

3. Practice-based learning and improvement that involves the
investigation and evaluation of care for their patients, the ap-
praisal and assimilation of scientific evidence, and improve-
ments in patient care;

4, Interpersonal and communication skills that result in the ef-
fective exchange of information and collaboration with pa-
tients, their families, and other health professionals;

5. Professionalism, as manifested through a commitment to car-
rying out professional responsibilities, adherence to ethical
principles, and sensitivity to patients of diverse backgrounds;

6. Systems-based practice, as manifested by actions that demon-
strate an awareness of and responsiveness to the larger con-
text and system of health care, as well as the ability to call ef-
fectively on other resources in the system to provide optimal
health care.

E. Role of Program Director and Faculty

The program director, with assistance of the faculty is responsible

for developing and implementing the academic and clinical pro-

gram of resident education by providing documentation that each

resident is provided with the following components in the 24-month

course of study as referenced in Sections V.F. and G. of these Pro-

gram Requirements:

1. Fifty percent of the program must be devoted to direct patient
care activities.

2. Twenty-five percent of the program must be devoted to research
and scholarly activities. ]

3. Twenty-five percent of the program must be devoted to other edu-
cational activities.

F. Didactic Components
1. Allergy and immunology-specific competencies

Residents must be able to expertly and appropriately demon-

strate the following allergy and immunology specific competen-

cies to begin the independent practice of this specialty:

a. Conduct a comprehensive and detailed medical interview with
children and adults who present with suspected allergic
and/or immunologic disorders

b. Perform a physical examination appropriate to the specialty

¢. Select, perform, and interpret diagnostic tests or studies

d, Assess the risks and benefits of therapies for allergic and im-
munologic disorders (e.g., drug therapy, allergen
immunotherapy, immunemodulatory therapy)

¢. Counsel and educate patients about diagnosis, prognosis, and
treatment

f. Consult with and educate other physicians and health care
providers

g Apply basic and clinical science to the clinical care of patients

h. Coordinate the care of patients, including the use of
consultation

i. Analyze medical and other scientific literature

Jj. Design, conduct, write, and present research in either labora-
tory-based or clinical investigation in allergy and/or
immunology
The following basic science areas must be included in the edu-

cational program:

2. Knowledge of aerobiology; cellular and molecular
immunobiology; humoral and cellular immunology; pulmenary
physiology; mechanisms of inflammation; pharmacology and
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pharmacokinetics, drug metabolism, drug side effects, and drug
interactions; the scientific basis of the methodology, indications,
and interpretation of laboratory tests and imaging procedures
used in the diagnosis and follow-up of patients with asthmatic,
allergic, immunologic, and other diseases; preparation and stan-
dardization of allergen extracts; means to measure indoor aller-
gens and the institution of environmental control measures in
the home and other sites; transplantation medicine and tumor
immunelogy; reproductive immunology; the costs of therapy and
diagnostic testing; and the psychological effects of chronic
illness

3. Knowledge of applied immunology, to include the principles and
techniques of clinical immunology laboratory procedures such as
tests for humoral immunity, cellular immunity, neutrophil fune-
tion, cytokines, immune complexes, cryoprecipitable proteins,
total serum complement activity and individual complement
components, and histocompatibility, as well as procedures for the
preparation and use of monoclonal antibodies.

4. Knowledge of the etiology, immunopathogenesis, differential di-
agnosis, therapy, and complications of those diseases referenced
in these Program Requirements.

5. Knowledge of controversial or unproven drug or therapeutic
techniques in allergy, asthma, allergic disorders, immunologic
disorders, and immunodeficiency diseases.

G. Clinical Components

The course of study must include asthma, allergic disorders, immu-

nologic disorders, and immunodeficiency diseases. All residents

must be provided with opportunities to apply immunologic theories,
principles, and techniques to the investigation, diagnosis, and treat-
ment of a broad spectrum of allergic and immunologic diseases. The
required education in the various aspects of the clinical program
must involve supervised patient care; rotations through cooperating
services; attendance at conferences, lectures, journal clubs, or sem-
inars; reading and preparation for teaching assignments.

1. Direct patient care experience: Fifty percent of the resident’s
time must be devoted to direct patient care activities. Direct pa-
tient care is defined as both inpatient and outpatient care, clini-
cal case conferences, and record reviews.

a. Cross-training in internal medicine and pediatrics: Residents
must receive cross-training in both pediatric and adult allergy
and immunology because specialists in allergy and immunol-
ogy, whatever their primary specialties, are called on to diag-
nose and treat individuals of all ages.

1) Twenty percent of the required minimum 12-month equiva-
lent direct patient care activity is the required
cross-training experience.

2) Inpatient experiences, both initially and through follow-up,
should be provided as an educational experience in the
crossover specialty.

b. Ambulatory experience: A sufficient number of adult and pedi-
atric ambulatory patients must be provided for each resident
during the 24-month program.

¢. Inpatient experience:

1) A sufficient number of adult and pediatric inpatients must
be provided for each resident during the 24-month pro-
gram. These inpatient experiences should include direct
patient care such as primary patient care, consultation, or
teaching rounds.

2) Inpatient activities may be accomplished through educa-
tional liaisons with other specialties or services. There
must be sufficient diversity of patient ages and diagnoses
to reflect the breadth of the specialty.

2. A patient listing consisting of a unique patient identifier, age,
and diagnosis for each patient seen by each resident must be
available for verification by the site visitor.

3. Continuity of care: Residents must be provided with continuing
responsibility for the care of patients with asthma, allergic disor-
ders, immunologic disorders, and immunodeficiency diseases.

4. Number, variety, and classification of patients: The program must

provide a sufficient number of pediatric and adult patients to
provide education in asthma, allergic disorders, immunologic dis-
orders, and immunodeficiency diseases.
a. Residents must have direct patient contact with children and
adults with the following diagnoses:
1) Anaphylaxis
2)Asthma
3) Atopic dermatitis
4)Contact dermatitis
5)Drug allergy
6)Food allergy
7) Immunodeficiency
8) Rhinitis
9)Sinusitis
10) Stinging insect hypersensitivity
11)Urticaria and angicedema
b. Direct contact with patients with the following diagnoses is
strongly encouraged:
1) Autoimmune disease
2) Bronchopulmonary aspergillosis
3) Eosinophilic disorders
4) Hypersensitivity pneumonitis
5) Mastocytosis
8) Ocular allergies
7) Occupational lung disease
8) Vasculitis
5. Residents must demonstrate proficiency with the following
procedures
a. Allergen immunotherapy
b. Delayed hypersensitivity skin testing
¢. Drug desensitization and challenge
d. Tmmediate hypersensitivity skin testing
e. IVIG treatment
. Performance and interpretation of pulmonary function tests
g. Physical urticaria testing
6. Resident proficiency with the following procedures is highly
desirable:
a. Exercise challenge
b. Methacholine and other bronchial challenge testing
¢. Nasal cytology
d. Oral challenge tests
¢. Patch testing
f. Rhinolaryngoscopy

VI. Resident Duty Hours and the Working
Environment

Providing residents with a sound didactic and clinical education
must be carefully planned and balanced with concerns for pa-
tient safety and resident well-being. Each program must ensure
that the learning objectives of the program are not compromised
by excessive reliance on residents to fulfill service obligations.
Didactic and clinical education must have priority in the allot-
ment of residents’ time and energy. Duty hour assignments must
recognize that faculty and residents collectively have responsi-
bility for the safety and welfare of patients.

24

Graduate Medical Education Directory 2005-2006




A. Supervision of Residents

1. All patient care must be supervised by qualified faculty. The
program director must ensure, direct, and document adequate
supervision of residents at all times. Residents must be pro-
vided with rapid, reliable systems for communicating with su-
pervising faculty.

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

3. Faculty and residents must be educated to recognize the signs
of fatigue, and adopt and apply policies to prevent and coun-
teract its potential negative effects.

B Duty Hours

1. Duty hours are defined as all clinical and academic activities
related to the residency program; i.e., patient care (both in-
patient and outpatient), adnﬁxﬁstrative duties relative to pa-
tient care, the provision for transfer of patient care, time
spent in-house during call activities, and scheduled activities
such as conferences. Duty hours do rot include reading and
preparation time spent away from the duty site.

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

3. Residents must be provided with 1 day in 7 free from all edu-
cational and clinical responsibilities, averaged over a 4-week
period, inclusive of call. One day is defined as 1 continuous
24-hour period free from all clinical, educational, and admin-
istrative duties.

4. Adequate time for rest and personal activities must be pro-
vided. This should consist of a 10-hour time period provided
between all daily duty periods and after in-house call.

C. Dn-call Activities

The objective of on-call activities is to provide residents with

continuity of patient care experiences throughout a 24-hour pe-

riod. In-house call is defined as those duty hours beyond the
normal work day, when residents are required to be immediately
available in the assigned institution,
1. In-house call must occur no more frequently than every third
night, averaged over a 4-week period.
2. Continuous on-site duty, including in-house call, must not ex-
ceed 24 consecutive hours, Residents may remain on duty for
up to 6 additional hours to participate in didactie activities,
transfer care of patients, conduct outpatient clinics, and
maintain continuity of medical and surgical care.
3. No new patients may be accepted after 24 hours of continu-
ous duty.
4. At-home call (or pager call) is defined as a call taken from
outside the assigned institution,
a)The frequency of at-home call is not subject to the ev-
ery-third-night limitation. At-home call, however, must not
be so frequent as to preclude rest and reasonable personal
time for each resident. Residents taking at-home call must
be provided with 1 day in 7 completely free from all educa-
tional and elinical responsibilities, averaged over a 4-week
period,

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

¢) The program director and the faculty must monitor the de-
mands of at-home call in their programs, and make schedul-
ing adjustments as necessary to mitigate excessive service
demands and/or fatigue.
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D. Moonlighting

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

2. The program director must comply with the sponsoring insti-
tution’s written policies and procedures regarding moonlight-
ing, in compliance with the ACGME Institutional
Requirements.

3. Any hours a resident works for compensation at the spensor-
ing institution or any of the sponsor’s primary clinical sites
must be considered part of the 80-hour weekly limit on duty
hours. This refers to the practice of internal moorlighting.

E. Oversight
1. Each program must have written policies and procedures con-
sistent with the Institutional and Program Requirements for
resident duty hours and the werking enviromment. These poli-
cies must be distributed to the residents and the faculty. Duty
hours must be monitored with a frequency sufficient to ensure
an appropriate balance between education and service.

2. Back-up support systems must be provided when patient care
responsibilities are unusually diffieult or prolonged, or if un-
expected circumstances create resident fatigue sufficient to
jeopardize patient care.

F. Duty Hours Exceptions

An RRC may grant exceptions for up to 10% of the 80-hour limit
to individual programs based on a sound educational rationale,
Prior permission of the institution’s GMEC, however, is required.

VIl Evaluation

A. Resident
1. Formative Evaluation
The faculty must evaluate in a timely manner the residents
whom they supervise. In addition, the residency program must
demonstrate that it has an effective mechanism for assessing
resident perfermance throughout the program, and for utiliz-
ing the results to improve resident performance.
a)Assessment should include the use of methods that produce
an accurate assessment of residents’ competence in patient
care, medical knowledge, practice-based learning and im-
provement, interpersonal and communication skills, profes-
sionalism, and systems-based practice.
b)Assessment should include the regular and timely perfor-
mance feedback to residents that includes at least semian-
nual written evaluations. Such evaluations are to be
communicated to each resident in a timely manner, and
maintained in a record that is accessible to each resident.
¢) Assessment should include the use of assessment results,
including evaluation by faculty, patients, peers, self, and
other professional staff, to achieve progressive improve-
ments in residents’ competence and performance. The struc-
tured use of checklists and evaluation forms is encouraged.
The direct observation of resident interactions with patients
should be included. Innovation in resident evaluation is
encouraged.
2. Final Evaluation
The program director must provide a final evaluation for each
resident who completes the program. This evaluation must in-
clude a review of the resident’s performance during the final
period of education, and should verify that the resident has
demonstrated sufficient professional ability to practice com-
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petently and independently. The final evaluation must be part
of the resident’s permanent record maintained by the
institution.

B. Faculty

The performance of the faculty must be evaluated by the pro-
gram no less frequently than at the midpoint of the accredita-
tion cycle, and again prior to the next site visit. The evalnations
should include a review of their teaching abilities, commitment
to the educational program, clinical knowledge, and scholarly
activities. This evaluation must include annual written confiden-
tial evaluations by residents.

C. Program

The educational effectiveness of a program must be evaluated at

least annually in a systematic manner,

1. Representative program personnel (i.e., at least the program
director, representative faculty, and one resident) must be or-
ganized to review program goals and objectives, and the effec-
tiveness with which they are achieved. This group must con-
duct a formal decumented meeting at least annually for this
purpose. In the evaluation process, the group must take into
consideration written comments from the faculty, the most re-
cent report of the GMEC of the sponsoring institution, and
the residents’ eonfidential written evaluations. If deficiencies
are found, the group should prepare an explicit plan of ae-
tion, which should be approved by the faculty and docu-
mented in the minutes of the meeting.

2. The program should use resident performance and outcome
assessment in its evaluation of the educational effectiveness
of the residency program. Performance of program graduates
on the certification examination should be used as one mea-
sure of evaluating program effectiveness. The program should
maintain a process for using assessment results together with
other program evaluation results to improve the residency
program.

VIil. Experimentation and innovation

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

IX. Certification

Residents who plan to seek certification by the American Board
of Allergy and Immunology should communicate with the office of
the beard regarding the full requirements for certification.

ACGME: September 2001  Effective: July 2002
Common Program Requirements: July 2003
Editorial Revision: July 2004

Program Requirements for
Graduate Medical Education
in Anesthesiology

Common Program Requirements appear in bold.
Sections of text that are not bolded are specialty-specific
requirements.

I. Introduction

A. Definition and Scope of the Specialty

The Residency Review Committee (RRC) representing the medical

specialty of anesthesiology exists in order to foster and maintain

the highest standards of training and educational facilities in anes-

thesiology, which the RRC defines as the practice of medicine deal-

ing with but not limited to the following:

1. Assessmenf of, consultation for, and preparation of patients for
anesthesia,

2. Relief and prevention of pain during and following surgical, ob-
stetric, therapeutic, and diagnostic procedures;

3. Monitoring and maintenance of normal physiology during the
perioperative period;

4. Management of critically ill patients;

b. Diagnosis and treatment of acute, chronic, and cancer-related
pain;

6. Clinical management and teaching of cardiac and pulmonary
resuscitation;

7. Evaluation of respiratory function and application of respiratory
therapy,

8. Conducting of clinical and basic science research;

9. Supervision, teaching, and evaluation of performance of person-
nel, both medical and paramedical, involved in perioperative
care.

B. Duration and Scope of Education
. Length of Program
A minimum of 4 years of graduate medical education is necessary
to train a physician in the field of anesthesiology. Three years of
the training must be in clinical anesthesia. The RRC for Anesthe-
siology and the Accreditation Council for Graduate Medical Edu-
cation (ACGME) accredit programs only in those institutions
that possess the educational resources to provide 3 years of ¢lini-
cal anesthesia training. The capability to provide the Clinical
Base Year within the same institution is desirable but not re-
quired for accreditation.
2. Program Design
The continuum of education in anesthesiology consists of 4 years
of training, the Clinical Base Year (CBY) and 36 months of clini-
cal anesthesia training {CA-1, CA-2, and CA-3 years).
a) Clinical Base Year
One year of the total training must be the Clinical Base Year,
which should provide the resident with 12 months of broad ed-
ucation in medical disciplines relevant to the practice of anes-
thesiology. The Clinical Base Year usually precedes training in
clinical anesthesia. It is strongly recommended that the Clini-
cal Base Year be completed before the resident begins the
CA-2 year; the Clinical Base Year, however, must be completed
before the resident begins the CA-3 year.

The Clinical Base Year must include at least 10 months of
clinical rotations, of which at most I month may involve train-
ing in anesthesiology. Clinical Base Year rotations include
training in internal medicine or emergency medicine, pediat-
rics, surgery or any of the surgical specialties, critical care

et
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medicine, obstetrics and gynecology, neurology, family prac-
tice, or any combination of these. At most, 2 months of the
Clinical Base Year may be taken in electives or in specialties
other than those listed above. If an accredited anesthesiology
program offers this year of training, the RRC will verify that
the content is acceptable. When the parent institution pro-
vides the Clinical Base Year, the anesthesiology program di-
rector must approve the rotations for individual residents, and
must have general oversight for rotations on the services that
are used for the Clinical Base Year.
b) Clinical Anesthesia Training: CA-1 through CA-3 Years
These 3 years, usually the second through the fourth years of
graduate medical education, consist of training in basic and
advanced anesthesia. They must encompass all aspects of
perioperative care to include evaluation and management dur-
ing the preoperative, intraoperative, and postoperative peri-
ods. The clinical fraining must progressively challenge the
resident’s intellect and technical skills, and must provide ex-
perience in direct and progressively responsible patient man-
agement. As the resident advances through training, she or he
should have the opportunity to learn to plan and to administer
anesthesia care for patients with more severe and complicated
diseases, as well as patients who undergo more complex surgi-
cal procedures. The training must culminate in sufficiently in-
dependent responsibility for clinical decision-making and
patient care so that the program is assured that the graduat-
ing resident exhibits sound clinical judgment in a wide variety
of clinical situations and can function as a consultant in
anesthesiology.
(1)CA 1 and 2 years
Experience in basic anesthesia training must emphasize
the fundamental aspects of anesthesia. At least 12 months
of the CA-1 and CA-2 years should be spent in basic anes-
thesia training, with the majority of this time occurring
during the CA-1 year. Residents should receive training in
the complex technology and equipment associated with the
practice of anesthesiology. There must be documented evi-
dence of direct faculty involvement with tutorials, lectures,
and clinical supervision of beginning residents,

Anesthesiology encompasses the theoretical background
and clinical practice of a variety of subspecialty disciplines.
Exposure to these should occupy a minimum of 7 months in
the CA-1 and CA-2 years. There must be identifiable
1-month rotations in obstetric an