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PREFACE

The 1986-1987 Directory of Residency Training
Programs is the ' 72nd edition published by the
American Medical Association of a list of graduate
medical education opportunities in the United States.
The original purpose of this publication (popularly
known as the “The Green Book”) is still an important
one: to provide medical students with an official list of
programs accredited to offer graduate medical training.
The Accreditation Council for Graduate Medical
Education (ACGME), composed of representatives of
five national associations interested in medical
education, and the Residency Review Committees
accredit graduate education programs which meet the
General and Special Requirements of the Essentials for
Accredited Residencies.

The DIRECTORY now serves another important
purpose. It is recognized as the official list of accredited
graduate programs. State licensing boards and specialty
societies refer to this DIRECTORY to verify the

“authenticity of programs presented by physicians who
wish to qualify for licensure and certification. The
DIRECTORY is also the historical record of graduate
medical education in the United States and a source
for national statistics on medical manpower in training.

Current DIRECTORY

The 1986-1987 Directory of Residency Trammg
Programs contains five sections and five appendices.

Section I contains important information about the
accreditation process, information about regulations for
entry of foreign medical graduates to the U.S. and
admission to U.S. residency programs, and a brief
description of the National Resident Matching Program.

This section also includes the addresses for obtaining .

more detailed information on these subjects.

Section Il contains the “General Requirements for
Accredited Residencies,” which became effective July
1, 1982, together with the Special Requirements for
training programs in each specialty. Residency
programs reviewed after June 30, 1982 have been
judged on the basis of the new General Requirements.
The Special Requirements for each specialty are current
as of January 1986.

Section Ill contains statistical data on the 1985-1986
academic year with some comparative data of previcus

years. Information on the number of accredited.

programs, the number of positions, and the number
and selected characteristics of trainees is provided.
Information on institutions and agencies participating
in residency programs is also included.

Section IV is the list of Accredited Programs for each
specialty. (Programs which will be discontinued June
30, 1986 are not listed.) The programs within each
discipline are listed by state and city. Persons wishing
detailed information about a residency program should

" the American Board of Pediatrics and is printed in this

, Statistical Highlights of Graduate

. pediatric subspecialties. Over onefifth of all programs
‘were located in the Middle Atlantic region.

e

write to the program director at the address listed. A

. list of Transitional Year Programs offered by hospitals

or groups of hospitals is included in this section.
Section V is a “Directory of Institutions and
Agencies” participating to a significant extent in
residency training. The institutions are listed
alphabetically by state and city. In addition to the name
and address of the institution, the type of administrative
control of the institution, medical school affiliations of
the institution as provided by the deans of accredited
U.S. medical schools, the total number of medical staff,

‘the number of beds, the average daily census, the

percentage of necropsies, and a list of the specialties
in which this institution provides training is given.
Appendix A contains a list of programs which offer |
a combined medicine/pediatrics training, that is, two
years of medicine and two years of pediatrics. Both
the American Board of Internal Medicine and the
American Board of Pediatrics accept this combined
training for certification. Neither the ACGME nor the
Residency Review Committees have reviewed these
combined programs. This list has been provided by the
staffs of the American Board of Internal Medicine and

DIRECTORY as a service to the reader.

Appendix B contains the “Requirements for
Certification” in each specialty. These documents have
been provided by the specialty boards and are published
as information. A specialty board may have changed
its requirements after this DIRECTORY went to press.
Questions concerning certification requirements should
be directed to the particular board office.

Appendix C contains a summary of licensure
requirements for each state. Inquiries concerning
licensure should be directed to the individual state
offices.

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

Medical Education in the U.S.

There were 4,917 accredited graduate programs in
medical education as of December 1985. This number
includes 118 recently accredited programs in the

The projection of positions for July 1986 (extrapo-
lated to 100 percent of the programs) was 78,324. This
does not include positions in the 133 programs
accredited too late to be included in the survey. Of the
total positions, 20,977 were projected for postgraduate
year-one candidates.

Approximately 10 percent of the programs hav



available shared-schedule positions. Most of these
programs are in internal medicine, pediatrics, and
psychiatry.

The number of residents on duty September 1, 1985
was 74,514 (as reported by 97 percent of the programs
surveyed). This is a decrease of 611 residents from the
1984 count. If the recently accredited subspecialty
programs were excluded from the comparison, the
decrease would be 730 residents.

The number and percent of women in residency
programs continues to increase. In 1985, more than
one-fourth of the residents were women. Approximately
two-fifths (39 percent) of the women residents were
training in internal medicine or pediatrics.

The majority of residents (over 80 precent) were
graduates of U.S. or Canadian medical schools. The
number of graduates of foreign medical schools equals
16.8 percent of all residents. Over one-half of these
foreign medical graduates were reported to be U.S.
citizens. The number of Black non-Hispanic residents
has decreased slightly. The percentage of all residents
who are Black also shows a shght decrease to 4.8
percent.

There were 1,338 hospitals offering a significant
portion of training in graduate medical education
programs. In addition, there were 216 ambulatory care
clinics, mental health agencies, blood banks, and
medical examiners offices which provided residency
training. '
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Editor



Sectionl

INFORMATION ITEMS:

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

INTRODUCTION

The Accreditation Council for Graduate Medical Education
(ACGME) is composed of representatives of the American
Board of Medical Specialties, the American Hospital
Association, the American Medical Association, the
Association of American Medical Colleges, and the Council
of Medical Specialty Societies. The Federal Government
names a representative to serve as a nonvoting member of
the Council and the Council chooses one public member. A
Residency Review Committee (RRC) consists of
representatives appointed by the American Medical
Association, the approrriate specialty board, and, in some
cases, a national specialty society. '

Residency training programs are accredited in one of the
following ways: by the ACGME upon recommendation of
the appropriate RRC, or by the RRC itself if accreditation
authority has been delegated by the ACGME. Accreditation
of a residency program indicates that it is in substantial
compliance with the General Requirements and the Special
Requirements of the Essentials of Accredited Residencies.

APPLICATION AND SURVEY

The accreditation review process is set in motion in one
of two ways, depending upon whether the program under
consideration is a new or an ongoing program.

Application. In the case of a new program, the process

begins when the program director sends an application to -

the Secretary of the RRC. The entire processing of an
application involves several steps and usually requires 8 to
12 months from the time the application is received by the
Secretary until accreditation action is taken. The Secretary
checks the application for completeness and forwards the
document to the Director of Field Staff, who schedules the
survey of the program. The scheduling and completion of
the survey take approximately six months. In some
specialties, the. application will receive a pre-review by a
member of the I{)Igc or a specialist before the survey is
scheduled.

A reapplication involves the same process described
above. A program cannot initiate reapplication while engaged
in either stage of the appeals process.

Resurvey of Accredited Programs. Existing programs
are surveyed and reviewed on cycles determined by the
RRC, as described below in the section on categories of
accreditation. Programs will be notified approximately two
months before the resurvey, at which time the program
director will receive the appropriate forms for completion
prior to the survey.

A RRC may, in special circumstances, require a resurvey
of a program outside the usual cycle. A program director
may also request an early resurvey. However, a program
will not be resurveyed while it is in either stage of the
appeals process.

Function of Surveyor. There are two types of surveys,
those conducted by ACGME field staff and those done by
specialist site visitors. In either case, it should be emphasized
that the surveyor does not participate in the final accreditation
decision or recommendation of the RRC. It is the surveyor’s
primary responsibility to verify the information that has

Accreditation Process

Foreign Medical Graduates

National Resident Matching
Program

)

been provided by the program director. The surveyor also
conducts in-depth interviews with administrators, faculty,
and residents in order to report accurately on the various
he surveyor is
instructed to be as objective as possible and to avoid making
appears to be a recommendation

aspects of the educational program.

any. statement whic
regarding the accreditation status of the program.

After the survey has been comipleted, the surveyor’s
report is submitted to the Committee Secretary who prepares

the Frogram file for evaluation by the RRC at its next
regularly scheduled meeting.

REVIEW AND ACCREDITATION

The RRC reviews the program information in detail,
evaluates the program and determines the degree to which
it meets the published educational standards (Essentials of
esidencies). It decides upon an accreditation

Accredited
status for the rogram and identifies areas of non-compliance
with the standards.

The Accreditation Categories. The accreditation status

of a program will be one of the following:

Accreditation Withheld: This category is used when the
RRC determines that a proposed program is not in substantial

complianice with the Essentials of Accredited Residencies.

Provisional Accreditation: This category is used for initial
accreditation of a program not previously accredited, or for
reaccreditation of a previously accredited program which is
no longer accredited. In either case, provisional accreditation
may be granted when, following a survey and review, the
RRC determines that the program is in substantial compliance
with the Essentials ‘of Accredited Residencies. Provisional
accreditation may also be used in the unusual circumstance
in which a program holding full accreditation has been so

altered that in the view of t%ne RRC it is the equivalent of a

new program. In éach case, the appropriate effective date

of provisional accreditation will be stipulated.

he normal interval for resurvey of provisionally accredited
Any program holding provisional
accreditation, whether it hasresidents, should be resurveyed
and reviewed by the RRC at a time no longer than three
ears after theinitial notification of provisionalaccreditation.
rovisional accreditation should not exceed a time equivalent
to the minimum length of the program plus one year. If full
accreditation is not granted within this time, provisional
accreditation will be withdrawn following a survey of the
program and review by the RRC. Special exception may be
made in cases where justification exists to extend provisional

programs is two years.

accreditation.

- Full Accreditation: This category is used in three

circumstances:

a) for programs holding provisional accreditation or full
and review,
continue to be in substantial compliance with the

accreditation which, upon resurve

Essentials of Accredited Residencies;

b) for programs holding probationary accreditation which,
review, are considered to be in
substantial compliance with the Essentials of

upon resurvey an

Accredited Residencies.
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The maximum interval between reviews of a program
holding full accreditation is five years; however, a F?RC may
specify a shorter cycle. .

Probationary Accreditation: This category is used for
programs holding a full accreditation which, upon survey
and review, ‘are no longer considered too be in substantial
compliance with the Essentials of Accredited Residencies.
The normal interval for review of programs holding
probationary accreditation is two years; however, the RRC
may specify a shorter cycle. In reviewing a program holding

robationary accreditation, the RRC may exercise the
ollowing options: grant full accreditation, withdraw
accreditation, or, in special circumstances, continue
probationary accreditation. Programs may not hold
probationary accreditation for more than four consecutive
years. The “Procedures for Reconsideration and for Appeal
of Adverse Actions” provide further details on adverse
actions (see below). :

Accreditation Withdrawn: This category is used for
programs -holding either provisional accreditation or
probationary accreditation and which, upon resurvey and
review, are not considered to be in substantial compliance
with the Essentials of Accredited Residencies.

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

Once there is a final action to withdraw accreditation, no
residents may be appointed to the program.

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

Warning Notices. The RRC may use a special procedure
to advise a program 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 accreditation process,
each RRC 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 appeals procedures. '

a) For a program with provisional accreditation, the RRC

may elect to continue provisional accreditation, but

include in the letter of notification a statment that the -

program will be reviewed in approximately one year,
including a survey, at which time withdrawal of
accreditation will be considered if the cited deficiencies
have not been addressed satisfactorily.

b) For a program with full accreditation, the RRC may
determine that a fully accredited residency program

has deficiencies which, however, do not warrant

probationary accreditation at the time. It may elect to
continue full accreditation, but include in the letter of
notification a statement that the program will be
reviewed in approximately one year, including a survey,
at which time probationary accreditation will be
considered if the cited deficiencies have not been
addressed satisfactorily. » )
Special Circumstances for Withdrawal of  Accreditation.
Withdrawal of accreditation may also occur under the
following special circumstances: i
a) Institutions which are delinquent in payment of fees
are not eligible for program survey and shall be notified
by certified mail, return receipt requested, of the
effective date of withdrawal of accreditation, said
date to be not longer than one year from the date of
notification. On said date, the program will be removed
from the list of the ACGMI? accredited programs.
The effective date of withdrawal of accreditation should
permit the completion of the training year in which
the action becomes effective.

b) If a program director refuses to undergo a program
survey and review, or refuses to supply the RRC with
requested information, he may be deemed to have
withdrawn from the voluntary process of accreditation
and the RRC may take appropriate action to withdraw
accreditation. ‘ .

In either of the above cases, once notification has been
made of the effective date of withdrawal of accreditation,
no residents may be appointed to the program. Program
directors must notify all current residents and applicants to-
the program in writing of the withdrawal of accreditation.

Voluntary. Withdrawal of Accreditation. Voluntary

-withdrawal of accreditation is appropriate under the following

circumstances: :

a) A program director may request voluntary withdrawal

of accreditation, without prejudice. It is expected
that if a program is inactive for two years, the director
will seeE voluntary withdrawal of accreditation. If
plans are developed to reactivate the program, the
institution may apply for reapplication.
Two or more programs may be merged into a single
new program. If the RRC accredits the new program,
it will take concurrent action for withcfr)awa] of
accreditation, without prejudice, of the previously
separate programs.

NOTIFICATION OF ACCREDITATION STATUS

Letters of Notification. Following the meeting of the
RRC, letters of notification are sent to program directors
informing them of the RRC’s decision. Although the duration
of accreditation is not -specified, the notification letters
usually contain reference to the approximate time of the
next survey and review of the program. The accreditation
status of any program will change only by subsequent
action of the RRC. An adverse action concerning
accreditation status can take place only after a survey of

b

-~

the program.

Not(t?f%ing Residents. Each time an action is taken regarding
the accreditation status of a program, the residents must be
notified. Whenan adverse action is taken, program directors
must notify all residents and applicants to the program IN
WRITING, unless reconsiderationis requested. If anadverse
action is sustained upon reconsideration, the residents and
applicants must be notified whether or not the action is
appealed further. Copies of the letters to residents and
applicants must be kept on file by the program director and
a copy shall be sent to the Executive Secretary of the RRC
within fifty (50) days of receipt of the notification of the
adverse action.

{Additional information regarding notification letters is
contained in the “Procedures for Reconsideration and for
Appeal of Adverse Actions.” See below.)

PROCEDURES FOR RECONSIDERATION
AND FOR APPEAL OF ADVERSE ACTIONS
Approved September 21, 1982 ’

b
: ACgME
NOTE: The Procedures printed immediately below are in
effect for programs surveyed through December 31, 1985.
Kevised procedures have been adopted by the ACGME for
programs surveyed after January 1, 1986.

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

1All correspondence relating to reconsideration should be sent by
certified mail, return receipt requested, in care of The Secretary, Residency
Review Committee for (name of specialty), 535 North Dearborn Street,
Chicago, lllinois 60610. Correspondence relating to an appeal of an
adverse action should be sent by certified mail, return receipt requested,
m care Go(f)g'lhg Secretary, ACGME, 535 North Dearborn Street, Chicago,
inois .
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I. Reconsideration

A. A draft letter containing the recommendation? by a
Residency Review Committee to deny or withdraw
accreditation or to place or continue a program on probation
or to deny an increase in the resident complement or to
recommend a reduction in the number of residents in a
program shall be mailed to a program director whose
program has received such adverse recommendation as
soon as possible following the Residency Review Committee
meeting. The draft letter when transmitted to the program
involved shall include the basis for the decision and inform
the program director of his right to request reconsideration.
In cases of withholding or withdrawing accreditation or of
placing a program on probation, a copy of the draft
notification letter will also be sent to the chief administrative
officer of the parent institution.

B. Final letters of notification will be sent to program
directors, hospitaladministrators of participatinginstitutions
as indicated in the program listing, medical school and the
sponsoring organizations affiliated with a medical school
and the sponsoring organizations of the RRC after the
action becomes final. The recommendation of the RRC
becomes final upon concurrence by the ACGME.

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

C. If reconsideration is not requested the residents and
applicants must be notified of the adverse action in writing.

D. Writtenrequests for reconsideration must be submitted
to the Secretary of the appropriate RRC by certified mail,
return receipt requested, within thirty (30) days following
receipt of the draft letter. If the program does not request
reconsideration within thirty (30) days after receipt of the
draft letter all rights to an appeal are waived.

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

F. The Secretary of the appropriate RRC will place the
request for reconsideration in the program file and will
present it to the next meeting of the RRC. The RRC shall
complete the reconsideration no later than its next meeting.
The RRC may either sustain or modify its previous
recommendation.

G. If reconsideration of an adverse action is sustained,
the residents and applicants must then be notified in writing
that an adverse action has been taken whether or not the
action is appealed further. Copies of the letters of notification
to residents and applicants must be kept on file by the
program director.

H. Theinformation upon which reconsideration is based
must be that which pertains to the program at the time of
the on-site inspection and the initial evaluation by the RRC.
New information based on data subsequent to the inspection
and the initial review or representing changes in the program
following an adverse decision cannot be considered at this
time by the RRC.

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

d. When the RRC sustains its previous recommendation,
the ACGME will either sustain the recommendation of the
RRC, at which time the reconsideration phase of appeals is
completed, or refer the program bacE to the RRC for
further consideration. The ACGME will notify the program
of its decision and indicate the further right to appeal an
adverse decision. In those cases in which the RRC has been
delegated accreditation authority, thereconsiderationphase

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

- will be appointed according to the

is completed when the RRC either sustains its previous
action or modifies it. o

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

1. Appeal Hearing

A. If following reconsideration, the RRC or the ACGME
sustains its previous action, the program director may
request a hearing before a Board of Appeals. If a written
request for such a hearing is not received by the Chairman
of the ACGME within thirty (30) days following receipt of
the official letter deemed not subject to further appeal from
the program director.? If a hearin? is requested the Board

ollowing procedures:

1. The Chairman of the ACGME, using the Directory of
Residency Training Programs, will develop a list of
panelists made up of program directors from fully
accredited programs (not to include programs on
probation or provisionally approved status) who have
a?reed to serve on a hearing panel. The list of names
ot directors of fully approved programs shall be drawn
from residency programs in the specialty under
consideration.

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

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

B. When a program director requests a hearing before a
panel, the program reverts to its prior status until the
ACGME makes a final determination on the status of the
program.

C. Hearings requested in conformity with these

rocedures will take place no later than ninety (90) days
E)I]owing the appointment -of the Board of Appeals. At
least twenty-five (25) days prior to the hearing the program
director and the institution shall be notified of the time and
place of the hearing. Once the Appeals Board is formed,
the program director and institution have the right torequest
and obtain all the information in the program file on which
the Residency Review Committee’s recommendations and
actions ‘were taken, including reports of field staff and
specialist site visitors, progress reports and any additional
clarifying information which was provided by tY)e program
director during the reconsideration phase of the appeal.
This same material is forwarded to tge panel members in
advance of the hearing. Written briefs may be submitted to
the Board of Appeals no later than two (2) weeks following
the hearing providing that formal request to submit such
briefs is made to the Board of Appeals at the time of the
hearing. :

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

E. At any hearing before the Board of Appeals, the
institution’s representative(s) may be accompanied by
,counsel, make oral presentation, offer testimony andrequest

3L etters should be sent certified mail, return receipt requested, in care
ﬁlf' the gggrf(t)ary of the ACGME, 535 North Dearborn Street, Chicago,
inois .
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that representative(s) of the bodies involved in the evaluation
of the program appear to present testimony. The institution,
at least fifteen (15) days prior to any such hearing, shall
request in writing the presence of such representative(s)
whom it wishes to examine. Proceedings before a Board of
Appeals are not of an adversary nature as is typical in a
court of law, but rather, provide an administrative mechanism
for peer review of an accreditation decision about an
educational program.

Since a Board of Appeals is not a court of law, it shall not
be bound by technical rules of evidence usually employed
in legal proceedings but may accept any information it
deems appropriate and pertinent on the content of the
program and the degree to which it meets the published
educational standards. The institution, through its
representatives, shall have the opportunity to be present at
the hearing to attempt to rebut the prior findings and
defend the program.

All information presented should be for purposes of
clarification only, and description of new components as
defined above are not relevant. Although there is no
subpoena power to compel the attendance of any individual
at a Board of Appeals hearing, a request by the institution
for the presence of any individual shall be sent to that
individual by the Secretary of the ACGME if it is received in
a timely manner pursuant to these procedures.

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

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

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

H. The Subcommittee on Appeals shall make its
recommendation to the plenary session of the ACGME for
final action.

I. The Secretary of the ACGME shall, within fifteen (15) -

days following the ACGME meeting and via certified mail,
notify the program under appeal of the decision of the
ACGME. The resulting subsequent decision by the ACGME
as to the status of the program shall be final.

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

PROCEDURES FOR
RECONSIDERATION AND FOR
APPEAL OF ADVERSE ACTIONS
Approved September 9, 1985

b

Y
ACGME

NOTE: The procedures below were adopted by the ACGME
on September 9, 1985. They are effective for programs
surveyed after January 1, 1986. ,

The Accreditation Council for Graduate Medical
Education procedures for reconsideration and for appeal of
adverse actions regarding the accreditation status of

‘

‘programs in graduate medical education provide for two

steps of review.*
I. Reconsideration ,

A. A letter of notification of the action® of a Residency
Review Committee to deny or withdraw accreditation or to
place or continue a program on probation or to deny an
increase or to recommend a reduction inresident complement
shall be mailed to the program as soon as possible followin
the Residency Review Committee meeting. The letter shall
include the basis for the decision. The program will be
informed of its right to request reconsideration. In cases of
withholding or withdrawing accreditation or of placing a
program on probation, a copy of the letter will also be sent
to the chief administrative ogicer of the parent institution.

B. A program may request the RRC to reconsider the
intended adverse action by submitting such request to the
Executive Secretary of the RRC, by certified mail, return
receipt requested, within thirty days of receipt of the letter
of notification. While reconsideration is pending, the program
will retain its accreditation status prior to the adverse
action being reconsidered.

C. If reconsideration is not requested within thirty days
of receipt of the letter of notification, the action of the RRC
shall become final and all rights to reconsideration or appeal
shall be waived. When the action becomes final, a copy of
the letter of notification shall be sent to hospital administrators
of participating institutions, the medical school and
sponsoring organizations affiliated with the medical school
and the sponsoring organizations of the RRC.

D. If reconsideration is not requested and the action
becomes final, the progam must give written notice of the
adverse action to all residents and applicants. A copy of
lsauch notice must be sent to the Executive Secretary oty the

E. 'If reconsiderationis requested, the Executive Secretar:
of the appropriate Residency Review Committee will
acknowledge the request for reconsideration and provide
the program with the documents pertinent to the evaluation
of the program not previously submitted by the program.
Additionally, the Executive Secretary shall indicate a time
by which additional information is to be received in order to
be considered at the next regular meeting of the Residency
Review Committee.

E The program may provide to the RRC any written
information revising or expanding factual information
previously submitted; challenging the findings of the on-site
inspector; attempting to rebut the interpretation and
conclusions of the Residency Review Committee; attempting
to show that deficiencies cited did not exist at the time of
the initial RRC action, and/or otherwise attempting to
show that the program was in substantial compliance with
the “Essentials” at the time of the initial RRC action.

The Residency Review Committee will complete
reconsiderationat the regularly scheduled meetingindicated
to the program. The Residency Review Committee may
sustain or modify its previous recommendation or may
choose to initiate a new survey and evaluation of the
pr%gram.

. If reconsideration of an adverse action is sustained,
the residents and applicants must then be notified in writing
that an adverse action as to accreditation status has been
taken whether or not the action is appealed further. A copy

of the notification must be sent to the Executive Secretary
of the RRC. .

All correspondence relating to reconsideration should be sent by
certified mail, return receipt requested, in care of the Executive Secretary,
Residency Review Committee for ér;ame of specialty), 535 North Dearborn
Street, Chicago, lllinois 60610. Cotrespondence relating to an appeal of
an adverse action should be sent by certitied mail, return receipt requested,
in care of the Executive Secretary, ACGME, 535 North Dearborn Street,
Chicago, lllinois 60610.

5Here and elsewhere in the document the word action reflects delegation
of accreditation authority to the RRC. In the event of a decision by a
Residency Review Committee not holding delegated authority, read
recommendation of a Residency Review Committee and action Ly the
ACGME, throughout the document.
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H. Wheresubstantial changes have occurred subsequent
to the initial action of the RRC, the information should be
delineated and submitted by the program as part of a
request for re-evaluation and accreditation of the program.
Such a re-evaluation includes a new on-site survey of the
program, ,

. When the RRC sustains its initial action, it will notify
the program of its decision and indicate the further right to
appeal an adverse decision. The reconsideration phase is
completed when the RRC sustains its initial action, modifies
it, or orders a new survey of the program. :

J. When the RRC sustains its initial action, official letters
of notification shall be sent as outlined in1.C. above.

II. Appeal Hearing

A. If upon reconsideration the Residency Review
Committee sustains its initial action, the program may
request a hearing before an appeals panef.) If a written
request for such a hearing is not received by the Executive
Secretary of the ACGME within thirty (30) days following
receipt of the offical letter of notification, the action of the
RRC will be deemed not subject to further appeal.¢ _

If a hearing is requested, the panel will be appointed
according to the following procedures:

1. The ACGME shall maintain a list of qualified persons

" ineach specialty as potential appeals panel members;

such lists of persons should come from professional.

backgrounds and settings representative of those in
which residency training programs are conducted.

2. For a given hearing, the program shall receive a copy
of the list of potential appeals panel members and
shall have an opportunity to delete a maximum of
one third of the names from the list of potential
appeals panel members. The program shall submit
the revised list to the Executive Secretary of the
ACGME within fifteen (15) days.

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

ist. '

B. Whenaprogramrequests a hearing before anappeals
panel, the program reverts to its status prior to the appealed
adverse action until the ACGME makes a final determination
on the status of the program. Nonetheless, at this time
residents must be notified as to the adverse action of the
RRC on the accreditation status.

C. Hearinf;s conducted in conformity with these
rocedures will be held at a time and place to be determined
y the ACGME. At least twenty-five (25) days prior to the

hearing the program shall be notified of the time and place
of the hearing.

D. The lgrogram will be given the documentation of the
Residency Review Committee action in sustaining its initial
action upon reconsideration. '

E. The documents comprising the program file, the
record of the RRC'’s action, together witﬁ oral and written
presentations to the appeals panel, shall be the basis for the
recommendation of the appeals panel. :

F. 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.

roceedings before an appeals panel are not of an
adversary nature as typical in a court of law, but rather,
provide an administrative mechanism for peer review of an
accreditation decision about an educational program. The
appeals panel shall not be bound by technical rules of
evidence usually employed in legal proceedings.

The program may not amend the statistical or narrative
descriptions of the program on which the decision of the
Residency Review Committee was based. Futhermore, the
appeals panel shall not consider any changes in the program
or descriptions of the program which were not in the record
reviewed by the Residency Review Committee. Presentations
shall be limited to clarifications of the record and arguments

to show the degree to which the program meets the published
standards for accreditation and the degree to which it has
been reviewed in accordance with the administrative
procedures governing accreditation of programs.

The appellant shall communicate with the appeals panel
only at the hearing or in writing through the Executive
Secretary of the ACGME.

The appeals panel shall make recommendation to the
ACGME whether there is substantial, credible and relevant
evidence to support the action taken by the Residenc
Review Committee in the matter that is being appealed.
The appeals panel, in addition, will make recommendations
as to whether there has been substantial compliance with
the administrative procedures ?overning the process of
accreditation of graduate medical education programs.

G. At the option of the appeals panel the program may
submit additional written material within fifteen (15) days
of the hearing. The intention to submit such material must
be made known to the appeals panel at the hearing.

H. Following the hearing or submission of additional
written material, the appeals panel shall submit its
recommendation to the ASGME within twenty (20) days.
The ACGME shall act on the appeal at its next regularly
scheduled meeting.

. The decision of the ACGME in this matter shall be
final. There is no provision for further z?g eal.

d. The Executive Secretary of the EGME shall, within
fifteen (15) days following the final ACGME decision, notif
the program under appeal of the decision of the ACGME
by means of certified mail.

K. Expenses of the appeals panel members and the
associated administrative costs shall be shared equally by
the appellant and the ACGME.

PROGRAM ORGANIZATION

The organization of a program may involve any of several
administrative 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 institution, that
is, the resident assignments are not limited to the sponsoring
institutions. '

Some RRCs have specific requirements relating to
grogram organization. These may be found in the appropriate

pecial Requirements.

It is the editorial policy ‘of the Directory of Residency
Training Pro?‘rams that the program listings shall include, in
addition to the parent institution, only institutions to which
rotations are for a minimum of six months for programs of
three or more ?zears duration, a minimum of four months
for programs of two years duration, and a minimum of two
months for programs of one year duration.

CHARGES FOR EVALUATION AND
. ACCREDITATION OF PROGRAMS

Fees charged for the accreditation of programs are
determined annually by the Accreditation Council for
Graduate Medical Education. As of December 1, 1985, the
following fee structure is in effect: .

Administrative Review .

Afeeis charged for the following:

a) New applications.

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

] etters should be sent certified mail, return receipt requested, in care

of the Executive Secretary, Accreditation Council for Graduate Medical
Education, 535 North Dearborn Street, Chicago, Hlinois 60610.
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The charge for these administrative reviews is $200.00. It
is normally billed at the time requests are received.

c) New application for subspecialty program accreditation

in certain disciplines.
An administrative review charge of $300.00 has been set
for subspecialty programs. This charge is billed after
applications have been received.
Program Survey
Fees charged for the following on-site inspections of

programs:
a) Survey by an ACGME Field Surveyor: $1,200.00.
b) Survey by a Specialist in the appropriate discipline:
1,500.00
¢) Survey of a subspecialty program in certain disciplines
in which such programs are surveyed in conjunction
with a core program: $600.00.

Annual Per Resident Fee

An annual fee for each resident position filled in an
accredited residency training program will be charged. The
fee will be calculated on thé number of residents in a
program as of September 1, of a given academic year.
Programs will be billed sometime after December 1, of that
academic year. The fee charged in December, 1985 was
$25.00 per resident.

WHERE TO OBTAIN INFORMATION

Inquiries regarding any aspect of the accreditation process
should be directed to the Executive Secretary of the
appropriate Residency Review Committee at the following
address: 535 North Dearborn Street, Chicago, lllinois 60610.

For inquiries by telephone, please use the following
numbers:

Executive Secretary, ACGME (312) 645-4920

Executive Secretary, RRCs for: (312) 645-4692

Dermatology
Orthopaedic Surgery
Pathology
Radiology
Thoracic Surgery .
Executive Secretary, RRCs for: (312) 645-4642
Anesthesiology
Emergency Medicine
Nuclear Medicine
Preventive Medicine
Surgery
Executive Secretary, RRCs for: (312) 645-4687
Neurological Surgery
Ophthalmology
Urology
Executive Secretary, RRCs for: (312) 645-4947
Allergy and Immunology ‘
Family Practice
Otolaryngology
Pediatrics
Executive Secretary, RRCs for: (312) 645-4683
Colon and Rectal Surgery
Neurology
Obstetrics/Gynecolog
Physical Medicine and %ehabilitation
Plastic Surgery
Psychiatry .
Associate Executive Secretary, RRC for
Internal Medicine (312) 645-4953
Transitional Year (312) 645-4940
Director of Field Staff (312) 645-4948
(Surveys) .
Administrative Assistant (312) 645-4939
(Invoices, vouchers)
Inquiries regarding fees should be directed to: Executive
Secretary of ACGME, 535 North Dearborn Street, Chicago,
lllinois 60610. ‘

A list of programs which offer shared-schedule positions
may be obtained upon request by writing to: Office of
Medical Education Information Analysis, American Medical
Association, 535 North Dearborn Street, Chicago, lllinois
60610.

Inquiries regarding listing of programs should be directed
to: Director, Office of Medical Education Information Analysis,
American Medical Association, 535 North Dearborn Street,
Chicago, lllinois 60610.

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

Inquiries regarding the Match Program should be directed

. to the National Resident Matching Program, One American

Plaza, Evanston, lllinois 60601 (Phone: (312) 328-3440).

ENTRY OF FOREIGN-BORN MEDICAL
GRADUATES TO THE UNITED STATES

The entry of foreign-born foreign medical graduates to
the United States is governed by the U.S. Immigration and
Nationality Act, which is administered by the Immigration
and Naturalization Service. It is a violation of federal law to

-provide empIOﬁment to a foreigner who does not hold a

visa permitting him fo earna salary. Thus, residency program
directors considering foreign-born foreign medical graduates
should appoint only those who-hold a federal work permit,
an exchange visitor (J-1) visa, or an immigrant visa. These
foreign-born foreign medical graduates should also hold the
standard Educational Commission for Foreign Medical
Graduates (ECFMG) certificate, earned through passing

-the Foreign Medical Graduate Examination in the Medical

Sciences (FMGEMS) or the FLEX, and meeting the other
requirements of the ECFMG.

Foreign medical graduates who hold exchange visitor
visas can be appointed only to residency programs in a
medical school hospital, or in a hospital atfiliated with a
medical school; and the medical school must agree in
writing to provide the training for which the medical graduate
is coming to the United States. Recent amendments to the
Immigration and Nationality Act permit a foreign medical
graduate to remain in the United States long enough to
complete trainingina specialty or for seven years, whichever
is shorter; a graduate may change his designation of specialty
once during that period. :

Exchange Visitor FMGs

Exchange visitor foreign medical graduates are at present
required to have passed the FMGEMS in order to obtain a
visa, and they must have demonstrated competency in oral
and written English. They must have undertaken their
medical studies at medical schools listed in the World
Directory of Medical Schools and must have completed all
of the medical education requirements for admission to
gractice in the country where they attended medical school

efore coming to the United States. They must, in addition,
have committed themselves to return to their home country,
or country of last residence, after they complete their
training in the United States, and their country must provide
written assurance that there is need in that country for
services in the specialty of the graduate’s training. A graduate
holding an exchange visitor visa and a standard ECFMG
certificate has met these requirements.

Immigrant Foreign Medical Graduates

Foreign-born foreign medical graduates who immigrate
to the United States similarly are subject to regulations.
Program directors should determine that such individuals
have an immigrant’s visa and an ECFMG certificate, or a
full and unrestricted state license to practice medicine.
Foreign-born foreign medical graduates may immigrate to
the U.S. in a number of different ways. One way is to enter
ona third-prefererce visa, that is, as a professionally trained
physician or surgeon coming to the United States to practice
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medicine. Those physicians who apply for a third-preference,

{or professional preference) visa must take the FMGEMS
and satisfy other immigration rules, which include obtaining
a U.S. Department of Labor certificate indicating that they
are not being appointed to a position that an equally qualified
U.S. citizen or permanent resident has sought. A foreign
‘medical graduate may immigrate to the U.S. without having
taken the FMGEMS, as a political or religious refugee or as
the first-degree relative of a U.S. citizen or a U.S. permanent
resident. Program directors who are contacted by foreign-
born foreign medical graduates with questions about
immigration should refer the inquirer to a U.S. Consul
General (if the inquiry comes from abroad) or to the
Immigration and Naturalization Service (if the inquiry comes
from within the U.S.). Only a U.S. Consul or the Immigration
and Naturalization Service can rule whether or not a foreign-
born foreign medical graduate must pass the FMGEMS in
order to be eligible to immigrate. The concern of the
residency program director is to determine that the foreign
graduate has the standard ECFMG certificate and a visa
germitting him to work in the U.S. ECFMG information

ooklets, containing information about procedure and on

, examination, are available from ECFMG, 3624 Market |

Street, Philadelphia, PA 19104.

Rules and Regulations for Public Law 94-484, published
in the Federal Register, Volume 43, Number 63 on Friday,
March 31, 1978, pages 13504 and following, indicate that
a foreign-born foreign medical graduate can be admitted to
the United States for the purpose of “observation,
consultation, teaching, or research” (not involving
responsibility for patient care) without having passed the
FMGEMS. A U.S. university or academic mecfi)cal center
which has been designated as an Exchange Visitor Program
is authorized to issue Form IAP-66 (formerly DSP-66) in
~ such circumstances. A university or academic medical center

which has been designated as an Exchange Visitor Program
can issue a IAP-66 form to a foreign-born foreign medical
graduate who is entering the U.S. for “observation,
consultation, teaching, or research.” Such appointments
should be discussed with ECFMG.

TheFifth Pathway

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

all of the following conditions: _

a. have completed, in an accredited U.S. college or
university, undergraduate premedical work of the
quality acceptable for matriculation in an accredited
U.S. medical school;

b. have studied medicine in a medical school located
outside the United States, Puerto Rico, and Canada,
which is listed in the World Directory of Medical
Schools, published by the World Health Organization;

c. have completed all of the formal requirements of the
foreign medical school except internship and/or social
service. (Those who have completed all of these
requirements including internship and/or social service
are not eligible for a Fifth Pathway program.)

Students who have completed the academic curriculum

in residence at a foreign medical school and who meet the
above conditions may be offered the opportunity to substitute
for an internship and/or social service required by a foreign
medical school, an academic year of supervised clinical
training prior to entrance into the first year of arproved
graduate medical education. The supervised clinical training
must be provided by faculty of an undergraduate program
" in medical education accredited by the Liaison Committee
on Medical Education, and should be conducted in closely
affiliated hospitals to assure that those who complete
such programs are reasonably comparable to the school’s
regularly graduated students. The medical school should
insure t¥lat the constellation of resources is adequate for
the conduct of its Fifth Pathway without jeopardizing its
other academic programs.

" coming year.

Before the beginning of the supervised clinical training,
said students must attain a score satisfactory to the
sponsoring medical school on a screening examination,
preferably nationally administered and have their academic
records and skills evaluated by the faculty to identify
individual academic deficiencies to be remedied by
completion of the supervised clinical program. Fifth Pathway
graduates must pass the FMGEMS before they can be
admitted to residency training.

Physicians who have a Fifth Pathway certificate and
have passed FMGEMS are eligible for appointment to
residency training. They must also meet requirements
established by the state medical board in the state where
the residency program is located and must be accepted for
appointment by the director of the residency program.

Appointment to Armed Services
Residency Training Programs

The Armed Services first-year graduate medical education

'(FYGME) training programs are filled by graduates of

accredited schools of medicine and osteopathic medicine.
The majority of the Armed Services FYGME positions are
filled by individuals with existing active duty service
obligations. Graduates of foreign medical schools, other
than Canadian, must have a standard ECFMG certificate to
be eligible to apply. To be trained in an Armed Services
medical treatment facility, an individual must be qualified
for appointment as a commissioned officer in the Armed
Services. Selection priorities for Armed Services °
postgraduate year two and beyond training is given to
officers on active duty. Acceptance of applications from
civilian ?plicants may vary among the three services.

Interested individuals should contact their local Armed
Services recruiting office for further information.
THE NATIONAL RESIDENT
MATCHING PROGRAM

The Directory of Residency Training Programs lists all
ACGME accredited residency training programs. For the
past 28 years, most of these programs offered their first-
¥ear positions through the National Resident Matching

rogram (NRMP). The NRMP is limited to those hospitals
which have signed an agreement to participate for the

Because essentially all specialty boards have made
significant modifications in tﬁeir requirements, it is now
possible for medical students to apply for a first year of
graduate medical education or a first year of residency in

most specialties.

The NRMP DIRECTORY is published annually in October.
Essentially all Veterans Administration hospitals that offer
graduate medical education participate as components of
integrated programs. The Army, Navy, Air Force do not
participate in the Matching Program. Persons applying for
training in the Public Health Service should apga]y directly
to the hospital involved. Following the listings of the federal
services, all participating hospitals are listed alphabetically
by state, within each state by city, and within the city or
vicinity by the name of the hospital. A six-digit number
designates each specific hospital and type of program, or
track within a program, at each individual hospital. It is to
be used by the applicants on the confidential rank order list
they send to NRMP to indicate their choice among the /

programs for which they have applied. Several special
tracks may be offered within some types of residency
programs for the Matching Program. These may include
tracks that designate particular kinds or locations of trainir”
within the accredited program. It is essential that applic””
use the specific, six-digit code number for each of’
selections on their rank order lists.

If applicants are applying to a hospital wh’
severardifferent types of programs or tracks
indicate on their confidential rank order lists t**
for the specific type of program track in”
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which they have applied. For example, if applicants apply
for a residency in surgery and also a transitional program at
the same hospital, they must rank these just as if they were
in separate hospitals.

A supplemental list of new and deleted programs is sent
to participants in December.

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

Because of the intense desire of some hospitals to secure
candidates, and because of an equally strong desire of
some applicants to serve at a particular hospital, pressure
may be brought by either party on the other to force an
early commitment. Such demands are contrary to the NRMP

Agdreements that are signed by applicants, program directors,.

and hospitals. In the matching plan on(!ly the confidential
rank order lists submitted by hospitals and applicants should
determine the placement ot applicants in programs.

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

- just as good as if they had rated them first. Similarly, if

ospitals rank applicants they believe they have little chance
of matching, ancs) do not match them, such hospitals will
have just as good a chance to match their lower ranked
applicants as if they had ranked them first.

Application materials are sent to all medical students via
the dean’s office. Students should enroll early in the summer.
Other individuals who wish to participate in the Matching
Program may obtain application materials and more detailed
information by writing to the National Resident Matching
Program, One American Plaza, Evanston, lllinois 60201.
Applications for such applicants are accepted between
JMunehlst and September 30th for the following year’s

atch.



Section 1l

REQUIREMENTS FOR ACCREDITATION

OF PROGRAMS

This Section contains documents which
describe the General Requirements for all resi-
dency training programs, and the Special Re-
quirements for training in the various branches
of medicine. The document, “Essentials of
. Accredited Residencies in Graduate Medical Edu-
cation” was adopted by the Accreditation Coun-
cil for Graduate Medical Education (ACGME) and
became effective July 1, 1982.

The twenty-four sections of the document
which give the Special Requirements for train-
ing programs in the various branches of medi-
cine have been approved by the appropriate
Residency Review Committee, the parent bodies
of the Residency Review Committee, and the
ACGME. The Special Requirements documents
specify in general terms the curriculum content
for an acceptable training program. These doc-
uments may also address the general character-
istics of the resources and personnel necessary
for the program, as well as the duration of train-
ing and other specifications for a program.

The distinction between “accreditation of a
training program” and “certification of an indi-
vidual physician is an important one. Accredit-
ation is the process whereby the Accreditation

Council for Graduate Medical Education grants
public recognition to a specialized program
which meets certain established educational
standards as determined through initial and sub-
sequent periodic evaluations by the Residency
Review Committee. The primary purpose of the
accreditation processisto provide a professional
judgment as to the quality of the educational pro-
gram. By this process the potential candidate to
the program is assured that the program meets
the standards set by professionals in that
specialty. )

Certification is the process by which a spy
oard grants recognition to an individual physi-
cian who has met certain predetermined quali-
fications, as specified by the board. The
certification requirements for each American
Specialty Board will be found in Appendix B of
this DIRECTORY.

Neither of the above should be confused with
licensure, which is the process by which an
agency of state government grants permission to
an individaal physician to practice medicine
within the jurisdiction of that state. A summary
of medical licensure requirements of the fifty
states is given in Appendix C of this DIRECTORY.

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

PREFACE

Graduate medical education in the United States is an inte-
gral component in the continuum of medical education. Phy-
sicians enroll in programs in graduate medical education to
develop expertise in some special branch of medicine, as
undergraduate medical education does not prepare a stu-
dent for independent medical practice without supplemen-
- tation by graduate training. The graduate phase is essential
as indicated in this statement in the Liaison Committee on
Medical Education’s (LCME) “Structure and Function of a
Medical School”:

“The undergraduate period of medical education lead-

ing to the M.D. degree is no longer sufficient to prepare a

student for independent medical practice without supple-

mentation by a graduate training period which will vary
in lIength depending upon the type of practice the student

selects.” .

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

knowledge to clinical problems. Skills in collecting data are
developed by interviewing and examining patients and select-
ing and applying laboratory procedures under the guidance
and supervision of the faculty and residents. Students learn
to utilize these data to arrive at diagnostic hypotheses and
make therapeutic decisions. These basic skills are learned

" by rotations through a variety of clinical disciplines in both

inpatient and outpatient settings. Undergraduate medical stu-
dents have limited opportunities to assume personal respon-
sibility for patient care, and generally do not participate in
the care of individual patients for an extended period of time.

Physicians in graduate medical education are, by conven-
tion, called resident physicians or residents. During the grad-
uate phase, the knowYedge and skills acquired in medical
school are expanded through the progressive assumption
of personal responsibility for patient care in supervised, clini-
cafeeducationa] environments which provide opportunities
to learn about the variability of human beings in health and
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disease and about their biological, emotional, and social prob-
lems. As residents progressively gain more knowledge and
skill they are provided greater latitude to make decisions
and treat patients, but always under supervision.

Graduate medical education is organized by specialty.
Some institutions (hospitals, medical schools, medical cen-
ters or other sponsoring organizations) may offer programs
in many specialties, while others sponsor only a few, consis-
tent with their clinical resources and capabilities. Each resi-
dency training program is organized and directed by a
program director who has a staff responsible for the educa-
tion, training, and supervision of the residents. Each insti-
tution is responsible tor providing sulfficient resources and
assuring supervision for the proper conduct of its programs.

During the graduate phase of their education most resi-
dents, in addition to attaining the knowledge and skills needed
to be practitioners, seek to complete training requirements
for certification by a specialty board. Each board generally
requires that graduate medical education be obtained in a
program reviewed and approved by the Residency Review
Committee (RRC) for that specialty under the authority of
the Accreditation Council for Graduate Medical Education
(ACGME).

APPROVAL AND ACCREDITATION

Approval and accreditation of training programs are vol-
untary efforts of all parties involved in graduate medical edu-
cation. The process of accreditation assures medicalstudents,
residents, specialty boards, and the public that training pro-
grams are in essential compliance with published standards.

To be approved and accredited, graduate medical educa-

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

There is an established Residency Review Committee for

each of the specialties in medicine tor which certification is

provided by a specialty board.

Residency
Review Committee Sponsoring Organizations
American Board of Allergy and
Immunology (A Conjoint Board
of the American Board of
Internal Medicine-and the
American Board of Pediatrics)
AMA Council on Medical
Education
American Board of
Anesthesiology
AMA Council on Medical
Education
American Society of
Anesthesiologists
Colon & Rectal Surgery  American Board of Colon and
_ Rectal Surger
American ColYege of Surgeons
. AMA Council on Medica
Education
American Board of
Dermatology
AMA Council on Medical
Education '
American Board of Emergency
Medicine
American College of
Emergency Physicians
AMA Council on Medical
Education

Allergy & Immunology

Anesthesiology

Dermatology

Emergency Medicine

Family Practice

Internal Medicine

Néurological Surgery

Neurology

Nuclear Medicine

Obstetrics-Gynecology

Ophthalmology

Orthopaedic Sufgery

Otolaryngology

Pathology

Pediatrics

Physical Medicine &
Rehabilitation

Plastic Surgery

Preventive Medicine

Psychiatry

American Board of Family
Practice

AMA Council on Medical
Education

American Academy of Family
Physicians

American Board of Internal
Medicine

AMA Council on Medical
Education ‘

American College of Physicians
American Board of '
Neurological Surgery

AMA Council on Medical
Education '

American College of Surgeons
American Board of Psychiatry
and Neurology

AMA Council on Medical
Education

American Board of Nuclear
Medicine :
AMA Council on Medical
Education

Society of Nuclear Medicine
American Board of Obstetrics
and Gynecology

AMA Council on Medical
Education

American College of Obstetri-
cians and Gynecologists
American Board of
Ophthalmology

AMA Council on Medical
Education

American Academy of
Ophthalmology

American Board of
Orthopaedic Surgery

AMA Council on Medical
Education

American Academy of
Orthopaedic Surgeons
American Board of
Otolaryngology

AMA Council on Medical
Education

American College of Surgeons
American Board of Pathology
AMA Council on Medical
Education

American Board of Pediatrics
AMA Council onMedical
Education

American Academy of
Pediatrics

American Board of Physical
Medicine & Rehabilitation
AMA Council on Medical
Education

American Board of Plastic
Surger

AMA (?ouncil on Medical
Education

* American College of Surgeons

American Board of Preventive
Medicine

AMA Council on Medical
Education

American Board of Psychiatry

.and Neurology

AMA Council on Medical
Education




American Psychiatric
‘ Association
Radiology American Board of Radiology
American College of Radiology
AMA Council on Medical
Education
Surgery American Board of Surgery
AMA Council on Medical
"Education
American College of Surgeons
American Board of Thoracic
Surgery
AMA (,youncil on Medical
Education
American College of Surgeons
Urology American Board of Urology
. AMA Council on Medical -
Education
American College of Surgeons
The Accreditation Council for Graduate Medical Educa-
tion is composed of representatives of the following national
professional organizations which are concerned with and
involved in graduate medical education:
American Board of Medical Specialties
American Hospital Association
American Medical Association
Association of American Medical Colleges
Council of Medical Specialty Societies

I3

Thoracic Surgery

In addition there is a resident representative, there is a fed-
eral representative, and there is a public representative.

EachRRC develoFs SFecial Requirements for training pro- .
ty.

grams in its specia hese Special Requirements, after
review and recommendation by the RRC’s sponsoring orga-
nizations and subsequent approval by the ASGME, set forth
the requirements for the essential educational content,
instructional activities, patient care responsibilities, super-
vision, and facilities that should be provided by the programs
in the particular specialty. .

The General Requirements delineate training program
requirements and responsibilities which are common to all
RRCs, institutions, and programs regardless of specialty. The

General Requirements have been established by the ACGME

in collaboration with the RRCs and their sponsoring organi-
zations and approved by each of its five sponsoring organi-
zations.. An assessment of whether institutions fulfill the
General Requirements is made in the process of review of
their graduate programs. "

Actions by the RRCs are based upon information gained
through written submissions by program directors and eval-
uations made on site by assigned visitors. Actions of the
RRCs, under the authority of the ACGME, determine the
accreditation status of programs. The ACGME is also respon-
sible for adjudication of appeals of adverse decisions and
has established policies and procedures for appeal. Current
operating policies and procedures for review, approval,
accreditation and appeal are contained in the Manual of Struc-
ture and Functions for Residency Review Committees, which
is revised and updated annually.! Information concerningthe
accreditation status of any program may be obtained by com-
munication with the Secretary of the ACGME. :

PART 1. GENERAL REQUIREHENTS

Programs in graduate medical education are sponsored
by institutions engaged in providing medical care and health
services. The principalinstitutions for graduate medical edu-
cation are hospitals. In order to provide the complete edu-
cation and training experience established by the Special
Requirements of a specialty, programs may involve more than

1General Requirements, Special Requirements, and the Manual of Struc-
ture and Functions for Residency Review Committees can be obtained from:
The Secretary, Accreditation Council for Graduate Medical Education, 535
North Dearborn Street, Chicago, lllinois 60610.
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one institution and various types of settings, which can
include settings for ambulatory care, medical schools and
various health agencies. Whatever the institutional form, pro-
viding education, training and health services of the high-
est quality must be a major mission. Graduate medical
education requires that residents be directly involved in pro-
viding patient care under supervision in an institution that
accepts responsibility for the quality of its educational pro-
grams. The educational mission must not be compromised
by an excessive reliance on residents to fulfill institutional
service obligations. Excellence in patient care must not be
compromised or jeopardized by needs and prerogatives of
educational programs or of research.The need for an insti-
tutional commitment to education is expressed in this pol-
icy statement which was promulgated by the Coordinating
Council on Medical Education and approved by its sponsor-
ing organizations in 1974: .

Institutions, organizationsand agencies offering programs
in graduate medical education must assume responsibility
for the educational validity of all such programs This respon-

sibility includes assuringan administrative system which pro-

vides for management of resources dedicated to education
and providing for involvement of teaching staff in selection
of candidates, program planning, program review and eval-
uation of participation.

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

The governing boards, the administration, and the teach-
ing staff must recognizethat engagement with graduate med-
ical education creates obligations beyond the provision of
safe and timely medical care. Resources and time must be
provided for the proper discharge of these obligations.

The teaching staft and administration, with review by the

. governing board, must (a) establish the general objectives

of graduate medical education; (b) apportion residency and
fellowship positions among the several programs offered;(c)
review instructional plans for each specific program, (d)
develop criteria for selection of candidates; (e) d%ve op meth-
ods for evaluating, on a regular basis, the effectiveness of
the programs and the competency of persons who are in
the programs. Evaluation sﬁould include input from those
in training. Facilities and teaching staff shall be appropriate
and sufficient for effective accomplishment of the educational
mission of each program. If outside facilities or staff are
needed to fulfill program needs, the primary sponsor must
maintain full responsibility for the quality of education
provided.

Implementation of these General Requirements requires
that the program directors and teaching staffs of sponsored
programs work with each other, and the institutional admin-
istration and the governing authorities to provide an oper-
ating srstem for educational resource allocation and quality
control to ensure that sponsored programs can fully meet
the Special Requirements set forth in Part Il of these Essen-
tials. In order to prevent duplication of effort, all of the
resources provided by institutions for their training programs
are not specifically mentioned in this document.2

1. Responsibility of Institutions

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

2Many of the details of these resources appear in the Accreditation Man-
ual for Hospitals, which can be obtained from: The Joint Commission on

_ Acgrleiiitation of Hospitals, 875 North Michigan Avenue, Chicago, lllinois
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in graduate medical education to provide documentary
evidence of a commitment to medical education by:

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

1.1.1 Awritten statement setting forth the reasons why
the institution sponsors graduate medical
education:

There should be evidence of agreement to this
statement by the teaching staff and the
administration.

1.1.2 A description of the process by which institu-

tional resources are distributed for educational
purposes: )
There should be clear evidence that the process
is agreed to within the institution. Those respon-
sible for administration of the process shou]%%e
identified by name and title in the institution’s
table of organization.

1.1.3 An operational system involving the program
- directors, based on institutional policies, estab-
_lishing how the sponsored programs provide for:

a) The appointment of teaching staff,

b) The selection of residents,

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

d) ‘The supervision of residents,

e) The evaluation and advancement of resi-
dents,

f) The dismissal of residents whose perfor-
mance is unsatisfactory, and

g) The assurance of due process for residents
and teaching staff.

These policies should be developed after widespread
consultation among the concerned parties, and should
have institutional approval.

1.1.4 A periodic analysis of each program by repre-
sentuatives of the concerned departments, the resi-
dents, and the administration should be
developed:

These analyses should include the appraisal of:
a) The goals and objectives of each program,

b) Theinstructional plansformulated toachieve
these goals,

¢) The effectiveness of each program in meet-
ing its goals, and

d) The effectiveness of utilization of the

resources provided. .
There should be documentation of these analy-
ses and of the mechanisms to correct identified
deficiencies.

Implementation of General Requirements may be del-
egated to a committee of program directors or their des-
ignees and others responsible for the institution’s
educational program. Once a system is in place, each
program must.comply with these policies and
procedures.

Interinstitutional Agreements: When the resources of
two or more institutions are utilized for the conduct of
one or more programs, each participating institution
or organizational unit is expected to demonstrate a com-
mitment to graduate medical education as set forth in
1.1.1 through 1.1.4. Documentary evidence of agree-
ments, approved by the institutions, should be available
for inspection by assigned site visitors. The followin
items should be covered in such interinstitutiona
agreements.

1.2.1 Items of Agreement:

a) Designation of program director: A single
director for eacﬁ specialty program should
be designated. The scope of the director’s
authority to direct and coordinate the pro-
gram’s activities in all participating institu-
tions should be clearly set forth in a written
statement. :

b) Teaching staff: The teaching staff responsi-
ble for providing the educational programand
supervising the residents in each institution
should be designated.

¢) Educational contribution: The expected con-
tribution to the educational objectives to be
provided by each institution to each program
should be delineated.

Assignment of residents: The period of
assignment of residents to the segment of
a program provided by each institution, and
any priority of assignment, should be set
forth.

e) Financial commitment: Each institution’s
financial commitment to the direct support
of each program should be specifically

» identifiecf

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

set forth in subsections 1.1and 1.2.

1.3 Facilities and Resources: Institutional facilities and
resources should be adequate to provide the educational
experiences and opportunities set forth in the Special
Requirements for each sponsored program. These
include, but are not ]imitecf)to, an adequate library pro-
viding access to standard reference texts and current
journals, sufficient space for instruction, adequate facili-
ties for residents to carry out their patient care and per-
sonal education responsibilities, amedical record system
which facilitates both quality patient care and educa-
tion, and clinical support services such as pathology
and radiology. :

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

d

- —

2. Program Organization and Responsibilities

The director and the teaching staff of a program in grad-
uate medical education are responsible for definingand imple-

. menting the goals and objectives of the program.

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

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

2.1 Qudlifications of Program Staff: The individuals who
have responsibility for the conduct of graduate medi-
cal education programs should be specifically identified.

2.1.1 The program director should be certified by the
specialtr board in the discipline of the program
or should possess suitable equivalent qualifica-
tions as a teacher, clinician, and administrator.
Each director should have the authority and time
needed to fulfjll administrative and teaching
responsibilities in order to achieve the educa-
tional goals of the program and to participate
with other program directors in maintaining the
quality of all institutional programs.

2.1.2 The teaching staff should have a strong interest
in teaching, and be willing to contribute the nec-
essary time and effort to the educational pro-
gram. The key professional personnel, as
teachers, clinicians, and/or administrators,
should:

a) have adequate special training and experi-
ence, o :

b) actively participate in appropriate national
scientitic societies, -

c) participate in their own continuing medical
education,

d) engage in specific presentations as appropri-

) ate, and

e) exhibit active interest in medical research
related to their specialties.

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

3. Eligibility and Selection of Residents
Physicians with the following qualifications are eligible to
enter graduate medical education programs accredited by
the ACGME:
3.1 Unrestricted Eligibilitly: Unrestricted eligibilityisaccorded
to those with the following qualifications:
3.1.1 Graduates from the institutions in the U.S. and

Canada whose programs are accredited by the

Liaison Committee on Medical Education.

3.1.2 Graduates from institutions in the U.S. accred-
ited by the American Osteopathic Association.?

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

a) Have fulfilled the educational requirements
to practice in the country in which they have
had their medical education, or, if a national
of the country concerned, have obtained an
unrestricted ficense or certificate of full reg-
istration to practice in that country, have
passed examinations designated as accept-

able by the ACGME for determination of pro-

fessional preparedness and capability to
comprehend and communicate in both spo-
ken and written English?*, and have had their
credentials validated by an organization or
agency acceptable to the ACGME, or
b} Have a full and unrestricted license to prac-
« tice medicine in the U.S. jurisdiction provid-
' ing such license.

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

3.1.5 In the case of students who have completed, in
an accredited college or university in the U.S.,
undergraduate premedical education of the qual-
ity acceptable for matriculation in an accredited

.S. medical school, have studied at a medical
~ school whose program is not accredited by the
Liaison Committee on Medical Education, but
which s listed by the World Health Organization,
have completed all of the formal requirements
of the foreign medical school except internship
and/or social service, such students may substi-
tute for an internship or other service required
by the foreign medical school an academic year
of supervised clinical training (such as a clinical
clerkship) on or after July 1, 1971, prior to
entrance into the first year of ACGME-approved
graduate medical education. The supervised clini-
cal training must be under the direction of a medi-
cal school whose program is accredited by the
Liaison Committee on Medical Education. Before
beginning the supervised clinical training, stu-
dents must have their academic records and
other credentials reviewed and approved by the
medical school supervising their clIi)nical training
and must attain a score satisfactory to the spon-
soring medical school on a screening examina-
tion. Effective July 1, 1985, candidates must
have passed examinations designated as accept-
able by the ACGME for determination of profes-
sional preparedness prior to entrance into the
first year of ACGME accredited graduate medi-
cal education. .
3.2 Restricted Eligibility: Restricted eligibility for foreign
nationals to enroll in ACGME programs is accorded -
under the following circumstances:

a) When a U.S. medical school and one or more of its
- affiliated hospitals have a documented bilateral agree-
ment, approved by an agency recognized for that
purpose by the ACGME, with an official agency or
recognized institution in the physician’s country of
origin to provide an educational program designed
to prepare the physician to make specific contribu-
tions in a hea]tl?field upon return to the country in
wh&ch the sponsoring agency or institution is located;

an

3Graduates of colleges of osteopathic medicine in the United States accred-
ited by the American Osteopathic Association whose medical degree is
Doctor of Osteopathy are not admissible for board certification in some
specialties. Each candidate should contact the appropriate American spe-
cialty board to determine requirements for certification.

Effective July 1, 1984, these examinations will be elther the Visa Qualify-
ing Examination or the Foreign Medical Graduate Examination in the Med-
ical Sciences and the ECFMG English Test—administered by the Educational
Commission for Foreign Medical Graduates. Entry into graduate medical
education will be limited to seven (7) years after the successful completion
of the requirements for certification by the Educational Commission for
Foreign Medical Graduates.
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b) The physician has been granted an unrestricted
license or certificate of full recognition to practice
medicine in the country wherein the agency or insti-
tution making the agreement referred to in (a) is
located; and

¢) The physician has passed examinations designated

as acceptable to the ACGME for determination of

the professional preparedness and capability to com-
prehend and communicate in both spoken and writ-
ten English?; and

The physician has made a formal commitment to

return to the country in which the sponsoring agency

or institution is located; and

e} The credentials of the physician and the existence
of a suitable agreement have been validated by an
organization or agency acceptable to the ACGME.

Restricted eligibility shall be limited to the time neces-

sary to complete the program agreed to by the parties

as referenced in (a).

3.3 The Enroliment of Non-Eligibles: The enrollment of non-
eligible residents may be cause for withdrawal of
approval of accreditation.

3.4 Special Educational Provisions for Residents Who Are
Not Graduates of LCME Accredited Programs at Medi-
cal Schools: Institutions and programs providing edu-
cation and training to residents eligible under Sections
3.1.3, 3.1.4, 3.1.5 and 3.2 should make special edu-
cational provisions to correct deficiencies theseresidents
may have in their professional preparation and their
knowledge of the United States health care system, med-
ical practices and ethics, and United States culture and
cultural values.

3.5 Transition between Undergraduate and Graduate Med-
ical Education: Eligible physicians may enter graduate
medical education at zny time after they have attained
the M.D. degree. Institutions and their sponsored grad-
uate programs are expected to select residents withdue
consideration of their preparedness to enter into the pro-
gram they have selected. Personal characteristics and
aptitude as well as academic credentials should be con-
sidered in selection. ‘

In selecting from among qualified applicants for first
graduate year positions, institutions and all of their spon-
sored programs are strongly encouraged to participate
in the National Resident Matching Program (NRMP3).
{Certain programs sponsored by the federal uniformed
services may be exempt.) Programs which select resi-
dents to begin their first residency year at the second
graduate level should not offer appointments to students

d

-

before the beginning of their final year of medical school.

4. Types of Programs -

Residency programs must demonstrate to a reasonable
degree that they have met their goals and objectives and
those specified in these Essentials. Graduate programs of
two types may be provided to residents by institutions:

4.1 Categorical Programs: Categorical (C) are programs in
a specialty which meets the Special Requirements for
that specialty. Some specialties require that residents
have complementary educational experiences in other
disciplines. Whether it is required that such experiences
precede or be interwoven into the education and train-
ing for the specialty, institutions sponsoring such pro-
grams and the program director should make the
necessary arrangements for residents to gain these com-
plementary experiences in educational settings which
fulfill the Special Requirements for such specialties,
unless the resident has already completed these
requirements.$

5The NRMP is an agency sponsored by: American Hospital Association,
American Medical Association, American Protestant Hospital Association,
American Medical Student Association, American Board of Medical Spe-
cialties and Council of Medical Specialty Societies.

4.2 Transitional Programs (Previously termed Flexible
Programs): Transitional programs are provided for phy-
sicians who desire in their first or later graduate year
an experience in several specialties prior to embarking
on further training in a single specialty. Institutions or
consortia of institutions may offer a transitional year
provided the following conditions are met:

4.2.1 A special committee, composed of representa-
tives of the specialty services on which residents
are being trained during this graduate year and

r of representatives of two or more specialties in
whicE there are accredited residencies, should
be responsible for the development and evalua-
tion of the program.

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

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

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

4.2.5 Theimpact of the training in the transitional year
should not be deleterious to the quality of train-
ing of the residents in the provider disciplines.

4.3 Completion of Training: The total objectives of gradu-
ate medical education are met only when residents com-
plete the full program for training in a specialty.
Transitional year residents are expected to continue their
graduate medical education in a categorical specialty
and completion of their categorical programs is expected
of all residents. The failure of a significant number of

- transitional year residents to transfer to a catagorical
program or of categorical residents to complete their
program will be considered as evidence that a program
is ineffective in achieving its essential objectives and may
be cause for adverse accreditation action.”

5. Relationshipsbetween Institutions, Programs
and Residents '

5.1 Responsibilities of Institutions and Programs

5.1.1 TeachingandLearning: Anenvironment wherein
both the teaching staft and the residents are seek-
ing to improve their knowledge and skills is essen-
tial. Insofar as possible, residents should be
incorporated into medical staff programs of medi-
cal education and patient care in a true collegial
relationship. Residents may be assigned by pro-
gram directors to assume responsibility for teach-
ing more junior residents and students. Special
attention should be given to assisting residents
to acquire skills in teaching and evaluating those
for whom they are responsible. The number of
students for whom residents have educational
responsibility should be sufficiently balanced so
that the institution can ensure that the educa-
tion of both students and residents is augmented
and not diluted. The clinical departments are
expected to organize formal teaching sessions tai-
lored to meet the Special Requirements of their
programs. Participation in these sessions by

$This merges what have been termed Categorical and Categorical®
designations.

7An exception to this requirement is granted in the case of military medi-
cal officers who are required to serve as general medical officers o?, flight/
undersea medicine physicians after completion of the first postgraduate
year of any accredited program, providing that upon completion of such a
tour they be encouraged to continue their graduate medical education in a
Categorical program.
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teaching staff from the basic science disciplines
is encouraged. Adequate records should be kept
of all those trained, including residents and med-
ical students.

Participation in Policy Development and Review:
Residents should be involved by institutions and
programs in the development of recommenda-
tions on policy issues. Their day-to-day involve-
ment with institutional and departmental
activities may provide unique perspectives which
can be of significant value to improving educa-
tion and patient care.

Supervision: There must be institutional and pro-
gram policies and procedures that ensure that
all residents are supervised in carrying out their
patient care responsibilities. The level and
method of supervision must be consistent with
the Special Requirements for each program.
Counseling: Graduate medical education places
increasing responsibilities on residents and
requires sustained intellectual and physical effort.
For some, these demands will, at times, cause
physical or emotional stress. Institutional aware-
ness, empathy, and responsiveness towards these
Broblems are vital to the educational process.
rogram directors and teaching staff should be
sensitive to the need for the timely provision of
counseling and psychological support services
toresidents. '
Evaluation and Advancement: There must be a
clearly-stated basis for annual evaluation and
advancement. This must be based on evidence
of satisfactory progressive scholarship and pro-
fessional growth of the trainee including demon-
strated ability to assume graded and increasing

responsibility for patient care. This determina- -

tion is the responsibility of the program direc-
tor with advice from members of the teaching
staff. The institutional system should assure that
through the director and staff each program:

a} Atleastannually, but preferably semi-annually,
evaluates the knowledge, skills and profes-
sional growth of its residents, using appropri-
ate criteria and procedures. '

b) Provides to residents an assessment of their
performance, at least annually, and prefera-
bly semi-annually.

¢) Advances residents to positions of higher.
responsibility only on the basis of an evalua-
tion of their readiness for advancement.

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

Due Process: There must be institutional pro-

cedures which provide for due Erocess for all par-

ties potentially involved when actions are
contemplated which could result in dismissal or
could significantly threaten aresident’s intended
career development or when there are grievances
against a program or institution. Residents, pro-
gramdirectors, teaching staff and administration
should be involved in the development of these

. Eolicies and procedures which are to be approved

y the governing board. The details must be writ-
ten and made known to the residents, program
directors, and adhered to by all programs spon-
sored by the institution. There must be an equi-
table and satisfactory mechanism, involving the
participation of the medical staff, for the regress
of grievances. Although final responsibility rests
with the institution’s governing gody, the latter

- should rely upon the determinations of the medi-

Allergy and Immunology

cal staff in professional and educational matters.

5.2 Resident Physician Responsibilities: Resident physicians
are expected to:

5.2.1 Develop a personal program of self study and
professional growth with guidance from the
teaching staff.

.5.2.2 Participate in safe, effective and compassionate

- patient care under supervision, commensurate

with their level of advancement and
responsibility.

5.2.3 Participate fully in the educational activities of
their program and, as required, assume respon-
sibility for teaching and supervising other resi-
dents and students.

5.2.4. Participate in institutional prograims and activi-
ties involving the medical staff and adhere to
established practices, procedures, and policies
of the institutions.

5.2.5 Participate in institutional committees and coun-
cils, especially those that relate to patient care
review activities, and .

5.2.6 Apply cost containment measures in the provi-
sion of patient care.

5.3 Resident Agreement: The ACGME urges that programs
provide residents with a written description of the edu-
cational experience to be provided including the nature
of assignments to other programs or institutions. In addi-
tion, ACGME urges that each resident be offered for
acceptance a written agreement-encompassing the
following:

5.3.1 gezsidents’ responsibilities as set forth in Section

5.3.2 Benefits including financial support, vacations,

Erofessional leave, sick leave, liability insurance,

ospital and health insurance and other insur-

ance benefits for the resident and his family, and

the conditions under which living quarters, meals

and laundry or their equivalent are to be
provided.

5.3.3 The term of residency. .
5.3.4 Practice privileges and other activities outside
the educational program. :
5.3.5 The usual call schedule and schedule of
assignments.

5.3.6 Guarantee of Due Process. .
The Special Requirerﬁents, which follow, apply to pro-
grams in each specialty and set forth the standards which
must be met in order to gain approval by the Residency
Review Committees and the accreditation by the ACGME.

Adopted by ACGME: Feb. 24, 1981

PART II: SPECIAL REQUIREMENTS
" (Revisedto December 1, 1984)

1. Special Requirements for Residency
Training in Allergy and Immunology

I. INTRODUCTION

The objective of graduate medical education in allergy
and immunology is the preparation of physicians to excel in
the specialty of allergy and immunology. This requires the
acquisition of specialized knowledge and particular skills
which will prepare the physician to serve as an expert
consultant in allergic and immunologic disorders. This
discipline of allergy and immunology involves a wide variety
of clinical problems and is likely to become even more wide-
ranging in the future. Therefore, rigid criteria for graduate
medical education in this discipline are not appropriate. A
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variety of educational options can be approved if certain basic
requirements are met. A graduate medical education
program in aller?y and immunology must offer a minimum
of two years of full-time graduate medical education.
Candidates for positions in these programs should have
successfully completed an accredited program in internal
medicine or pediatrics.?

II. PERSONNEL

The program director is responsible for the total residency
training program. He or she should be an individual who is
highly competent in the specialty of allergy and immunology
and who has achieved stature as a scientist, clinicianand
teacher. The Director must possess leadership qualities and
develop close and continuous contacts with the residents.
The program director, or qualified designee, should be
available to provide advice and instruction on a daily basis.
In addition, a sufficient number of faculty should assist the
residents when needed. The staff should include qualified
allergists and immunologists who are committed to' the
teaching program and who possess those special com-
petencies in teaching and research needed to provide a
valuable educational experience for all residents. There
should be a proper balance between the supervisory staff
and residents.

The Secretary of the Residency Review Committee for
Allergy and Immunology should be notified of changes in
key personnel in the program.

III. CLINICAL AND EDUCATIONAL FACILITIES
AND RESOURCES

Allergy and immunology programs should be conducted
principally in institutions with approved graduate medical
education programs in pediatrics and/or internal medicine.
Affiliations needed to insure graduate educationin the broad
fields of both pediatric and adult allergy and immunology
should be developed. Exceptions wil? be considered for
innovative programs which demonstrate educational
equivalency.

Adequate modern facilities, including library facilitiesand
equipment for diagnosis and therapy in allergy and
immunology, must be available in the training program. The
facilities should be conveniently located for the purpose of
teaching. In addition to the clincial laboratories required for
the evaluation of patients with allergic and immunologic
disorders, training programs require access to laboratories
involved in basic or applied research in allergy and
immunology.

IV. EDUCATIONAL PROGRAM
Clinical Allergy

Although the emphasis in the training program may be
placed on allergic diseases and all residents should be
thoroughly grounded in these disorders, there is increasing
need for physicians who are trained to apply immunologic
theories, principles and techniques to the investigation,
diagnosis and treatment of a broader spectrum of illness.
Since the primary patient base of the specialty continues to
be that of patients with allergic rhinitis, asthma, urticaria,
angioedema, anaphylactic and anaphylastoid reactions,
atopic dermatitis, stinging insect hypersensitivity, drug
reactions, hypersensitivity pneumonitis and allergic diseases
of the gastrointestinal tract, residents should be thoroughly
familiar with the common and rare manifestations of these
disorders. The resident should be introduced to the
description of these disorders, to their pathogenetic
mechanisms, to methods of examination, differential
-diagnosis and therapy. Special emphasis should be placed

8At the current time the American Board of Allergy and Immunology-A
Conjoint Board of the American Board of Internal Medicine an‘?the
American Board of Pediatrics will certify only those whose basic program
was in internal medicine or pediatrics. Program directors may accept
residents from other disciplines for training in allergy and immunology; it
is expected that any use of this experience as a credential towards
certification of these residents will be determined by the Boards involved
in their primary training.

on principles and techniques of examining the eyes, ears,
upper and lower respiratory tracts, skin and gastrointestinal
tract, and on assuring that the resident gains experience in
distinquishing allergic from non-allergic disorders of these
organs. Training in aerobiology and in the dermatologic,
gastroenterologic, ophthalmologic, otorhinolaryngologic,
psychiatric and radiologic aspects of allergic diseases is
required. Training is also required in the performance and
evaluation of scratch and intradermal tests, and in the
examination of sputumn, nasal and other secretions. Training
in the performance and/or of bronchial challenge procedures,
patch tests, measurement of IgE protein and specific IgE
antibodies is encouraged. -

In view of the importance of knowledge of pulmonary
physiology and of pulmonary function testing in diagnosis
and management, the resident should be provided with
training in pulmonary physiology and in diagnostic and
therapuetic approaches to pulmonary diseases. Experience
with the spectrum of pulmonary diseases that may mimic
or complicate asthma and hypersensitivity pneumonitis
should also be provided.

The resident should become familiar with the clinical
pharmacology of drugs and with the preparation and
standardization of allergenic extracts used in the treatment
of allergic disorders. Training in clinical allergy must be
provided for all residents through structured educational
exposure to patients with various allergic disorders under
the supervision of staff who are qualified to impart the
principles and techniques cited above. These aims may also
be met, in part, by rotation of the resident to appropriate
specialty services such as dermatology, otorhinolaryngology,

. or gastroenterology or by participation of the resident in

conferences, lectures or seminars. The latter approach should

be limited in its application to those aspects of the training

program which cannot be provided through other training
modalities.

Clinical and Laboratory Immunology

The educational content of training in applied immunology
shouldinclude the inherited and acquired immunodeficiency
diseases and the principles involved in assessing the humoral
and cellular immune competence of patients. ‘Additional
aspects of applied immunology include, but are not limited
to, the immunologic aspects of:

1) diseases of the eye including conjunctivitis,
bleﬁharitis, uveitisand other inflammatorydisorders -
of the eye;

2) diseases of the skin, including the purpuric and

bullous disorders, discoid lupus, dermatitis herpeti-

formis, cutaneous vasculitis, contact dermatitis and
photosensitivity reactions; '

diseases of the gastrointestinal tract including
malabsorptive disorders of the intestine, acute-and
chronic hepatitis, and inflammatory diseases of the

4) diseases of the endocrine system including disorders
of the thyroid, adrenal, ovary, testis and pancreas,
(e.g., immunologic aspects of insulin resistance and
immunopathology of diabetes);

5) diseases of the nervous system including myasthenia
gravis and demyelinating disorders;

6) diseases of the generative organsincluding problems
of immunologically-mediated infertility;

7) diseases of the blood forming organs including
immune resposes to platelets, erythrocytes and
leukocytes, and proteins of the coagulation system;

8) diseases of the kidney including the immunologically-
mediated glomerular and tubulardisorders;

9) infectious and parasitic diseases including bacterial,
mycobacterial, viral diseases; opportunistic infections

3
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of the compromised host; and techniques of active
and passive immunization against infectious diseases;

10) transplantation including immunogenetics and the
human histocompatibility system and graft-versus-
host reactions;

11) neoplasiaincluding tumor antigens, immunotherapy
of tumors, immunologic aspects of multiple myeloma
and related plasma cell disorders, lymphoma,
Hodgkin's disease, and leukemia; _

12) connective tissue diseases in which immunologic
mechanisms are presumed to have an etiologic or
contributory role including rheumatoid and other
inflammatory arthritides, systemic lupus erythema-

tosus, progressive systemic sclerosis, Sjogren’s

syndrome and systemic vasculitis. -
immunotherapy including the administration of
gamma globulin and specific antibodies, preparation
and use of transfer factor, marrow and thymusgraft-
ing, immunotherapy of aflergic disorders, measures
to enhance or depress the immune response including
knowledge of chemical and biologic immuno-
suppressive agents. )

The educational content of training in applied immunology
also includes the principles and techniques of the clinical
immunology laboratory including, but not limited to:

1) quantitationof immunoglogfins inserum, cerebrospinal

guid, and respiratory and gastrointestinal secretions
byradialimmunodiffusion, neophelometric techniques,
and radioimmunoassay; detection and identification
of M components by immunoelectrophoresis of serum

-and urine; determination of serum viscosity;
determination of total serum complement and
components of the classical and alternative comple-
ment pathways; measurement of the inhibitor proteins
of the complement systems;

3) immunofluorescence: indirect method applied to the
detection of antibodies to thyroid, stomach, adrenal,
salivary gland, straited and smooth muscle, skin,
mitochondria and microsomes, nuclear antigens. Direct

“method applied to the detection of antigen, immuno-
globulin, complement and other proteins in skin,
vascular structures and kidneys;
serologic procedures for the detection of anti-gamma
globulin or rheumatoid factors, identification of
immunoglobulin or complement on erythrocytes
antibacterial and antiviral antibodies; Jiatection o
precipitins involved in hypersensitivity pneumonitis;
detection of isphemagglutinins and markers involve
in tissue typing;

5) detection and analysis of circulating immune

complexes and cryoprecipitable proteins;

6) assessment of the function of cells involved in host

defense:

a) assays of neutrophil chemotaxis, phagocytosis, and
killing of bacteria

b) identification and enumeration of T cells and their
subsets, B and null cells; measurement of the
responses of these cells to mitogens and antigens

¢) performance of assays for lymphokines

d) assessment of direct and antibody-mediated cellular
cytotoxicity )

e) performance of skin tests involving cell-mediated
responses

f) evaluation of anergy _

7) detection and quantitation of tumor antigens -

All residents in allergy and immunology are expected to
become familiar with the principles and tecf\:niques of applied
immunology outlined above. To accomplish this purpose, all
training programs must provide for lectures, seminars or
conferences designed to cover the intellectual content of the
discipline. Exposure to a basic or clinical immunology
laboratory in which the resident can observe thé performance

13

~—

2

~—

4

—

Allergy and Immunology

of many of the procedures listed and be instructed in their
interpretation must also be provided. In addition, all training
programs must provide clinical exposure to other aspects
of applied immunology, for example, to immunodeficiency
diseases or connective tissue diseases. Some programs ma
choose to provide, through appropriate arrangements wit
other specialty units, clinical exposure to the full range of
applied immunology listed above, as well as providing
extensive training in clinical immunology laboratory
procedures. Such programs will be recognized as offering
training designed to prepare residents for the future direction
of clinical immunology units and laboratories.

Other Characteristics of the Training Program

The program should provide an adequate number of
patients of both sexes in tﬁe pediatric and adult age groups
to afford experience in the broad field of allergy and
immunology, and to help residents develop insight into the
varying manifestations in the different age groups. Clinics
should be so located as to allow the residents to observe
conveniently the constructive interaction between attending
faculty and patients.

The importance of residents performing a competent
physical examinationand recordinga comprehensive medical
and allergy history cannot be over-emphasized. An index of
the quality of graduate medical education resides in the
medical records. Equally important in the resident’s ability
to identify and summarize concisely the pertinent clinical and
laboratory findings.

It is of critical importance that the residency occur in an
environment which fosters progressive experience and allows
each resident to develop diagnostic impressions, consult
appropriate literature and other source materials or persons,
develop plans for diagnostic studiés, and recommend
therapeutic approaches or perform therapeutic procedures
under supervision by experienced practitioners. The
educational atmosphere should encourage creative
independence among residents. The residents should be
encouraged to teach nurses, allied health personnel, medical
students and residents.

It is expected that at least 50 percent of a resident’s first
year of training be spent in patient care activity. If the patient
care activity is spread over a two-year period, at least 25
percent of the resident’s time each year should be devoted
to such activities.

There should be an active research program in allergy
and immunology whichis conducted b# qﬁxalified investigators
and is available to residents and staff. Residents should be

-encouraged to particzfate in a clinical or laboratory research

study, to analyze and interpret results, to apply statistical
evaluation, to present research results to a regional or
national meeting, and to prepare the results for publication
where ?propriate. .

Resident and Program Evaluation

It is mandatory that a personal record of the resident be
maintained by the program director responsible for the
training. The record s%ould include a periodic written
evaluation done at least every six months by the program
director and by other attending staff members who intimately
supervise the work of the resident.? All records relating to
the resident’s work should be preserved and be made
available to examining boards and other responsible agencies
if required, with the consent of the resident. There should
be provision for regular evaluation of the training program
including participation by staff and residents.

One measure of the quality of the program is the
performance of its graduates on the certification examinations
of the American Board of Allergy and Immunology, a
Conjoint Board of the American Board of Internal Medicine
and the American Board of Pediatrics.

. V. CROSS TRAINING

Residents must receive training in both pediatric and adult
allergy and immunology. This requirement is based on the

? One.possible format that may be used for evaluation may be obtained
from the office of the Executive Secretary of the American Board of Allergy
and Immunology.
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recognition that specialists in allergy and immunology,
regardless of their primary specialty, are called upon fo
diagnose and treat individuals of all ages. It is recommended
that in institutions where separate programs exist, internists
receive at least six months of training in pediatric allergy
and immunology, preferably with exposure to both in-patients
and out-patients. Similarly, it is recommended that
pediatricians receive at least six months of training in adult
allergy and immunology preferably with exposure to both
in-patients and out-patients,

At present, weekly attendance in an ambulatory care clinic
one-half day for six consecutive months will meet the minimal
requirements for cross-training. Responsibility for in-patient
consultation in the minor specialty is highly desirable.

VI. CERTIFICATION

Residents who plan to seek certification by the American
Board of Allergy and Immunology-A Conjoint Board of the
American Board of Internal Medicine and the American
Board of Pediatrics should communicate with the Executive
Secretar%of the Board as listed in DirectorK of Residency
'B'aining rograms to be certain regarding the full require-
ments for certification.

Effective: March 1983 ACGME: February 1982

2. Special Requirements for Residency
Training in Anesthesiology

OBJECTIVES: An approved four year é:rogram in
anesthesiolo%y provides education, training and experience
in an atmosphere of mutual resFect between instructor and
resident so that the resident will be stimulated and prepared
to apply his acquired knowledge and talents independently.
It is recognized that there are varying pathways to the
development of a consultant anesthesiologist and the

,following requirements should be regarded as minimum
standards for its accomplishment.

GENERAL CONSIDERATIONS FOR AN APPROVED
FOUR YEAR PROGRAM: The Residency Review Com-
mittee (RRC) for Anesthesiology and the Accreditation
Council for Graduate Medical Education (ACGME) approve
and accredit programs only in those institutions that possess
the educational resources to provide at least two years of
Clinical Anesthesia and the Specialized Year. At the present
time capability to provide theClinical Base year within the
same institution is highly desirable but not required for
accreditation. .

FIRST POSTGRADUATE YEAR (G-1): This year is called
the Clinical Base and its ﬁ)urpose is to provide the resident
with twelve months of clinical education, other than that
directly associated with the provision of anesthesia care.
Acceptable content for the Clinical Base Year includes training
ininternal medicine, pediatrics, surgery ora surgical specialty,
obstetrics and ?ynecology, neurology, family practice, orany
combination of these as approved tor the individual resident
by the anesthesiology program director. The Clinical Base
year must be offered ina program accredited by the ACGME
in the United States or by the Royal College of Physicians
and Surgeons in Canada. If the Clinical Base year is not spent
in the parent or affiliated institution, the program director
must document its educational ualitK.

SECOND AND THIRD POSTGRADUATE YEARS (G-2
AND G-3): These two years are called Clinical Anesthesia.
At least 20 of the 24 months involved must be concerned
with (a) the management of procedures for rendering a
patient insensible to pain during surgical, obstetric and certain
other diagnostic and therapeutic procedures, and (b) the
support ot life functions under the stress of anesthesia and
surgical manipulation. It is recommended that at least one

of these 24 months be devoted to the supervised care of

patients in a recovery room or special care unit.

FOURTH POSTGRADUATE YEAR (G-4): This year is
called the Specialized Year. It is designed by the program
director in consultation with each resident. There should be
several choices available intramurally in subspecialty areas
of clinical anesthesia or a related clinical discipline, which
may include experiences inintensive or critical care, and basic
science endeavors related to anesthesiology and research.

The educational experience permitted by the Specialized Year
need not comprise the final year of the progam. However
the program is designed, the program director must assume
responsibility for its organization and educational content,
ancf if clinical, it must be spent in grograms accredited by
ACGME. It is recommended that this Specialized Year, if it
encompasses more than one unrelated endeavor, be in
segments of not less than six months each.

GENERAL CONSIDERATIONS FOR A PROGRAM
APPROVED FOR ONE YEAR OF SPECIALIZED

" CLINICAL TRAINING: Certain hospitals by virtue of their

specialized missions provide unusual facilities and clinical
experience for specialized training in anesthesiology for
residents who have completed Clinical Base and the two years
of Clinical Anesthesia in another program. Such hospitals
are eligible for accreditation for one year of freestanding
specialized training. To qualify, the educational experience
offered must be substantially different from that which is
generally available in the first three years of the continuum.
rogram directors may arrange to send their residents to
such specialized programs for periods of not more than six
months during the Clinical Anesthesia years if such
specialized experience, e.g., pediatric, obstetric, cardiac, or
neurologic anesthesia, is required to supplement the
opgortunities available in their own program. )
ACULTY (TEACHING STAFF): The dedication of the
teaching faculty to the instruction and education of residents
and their own continuing education is critical. Teachin
competence and motivation are vital to the continue
effectiveness of a program. The faculty must be of sufficient
number that each resident will receive adequate supervision
at all times. The ratio of staff to residents is subject to many
variables, but under most circumstances the number of
residents in any program should not be more than twice the
number of full-time teachers. The use of a resident as an
instructor of more junior residents is not a substitute for
experienced faculty. The faculty should include individuals
with varyinginterests, capabilities and backgrounds. Clinical
and didactic teaching skills, clinical or laboratory investigative
abilities, and administrative talents should be among their
qualifications. Faculty should be provided time to perform
a variety of professional activities, including committee
responsibilities within the program and the hospital
community. The program director must be a competent
teacher and leader who is capable of organizing and
administering the program and provided with the autﬁority
and resources to do so. The director’s position should be
predicated on prior experience in educational programs and
on abilities to relate not only to personnel within the program
but to other programs within the institution. An Educational
Committee, a Clinical Competence Committee and
procedures for peer review and due process for all members
of the department must be included in the organization of
the program. - : .
LINICAL EXPERIENCE: Through the parent hospital
and/or limited affiliated institutions, adequate numbers of
a broad spectrum of patient problems should be available
to each resident so as to provide broad experience in the
anesthetic management of patients undergoing all types of
surgical procedures. Adequate exposure to specializeclp areas
such as neurosurgical, pediatric, obstetric, and cardiothoracic
procedures, as well as clinical experience in anesthesia for
outpatients, is essential. Present requirements permit
affiliations for a maximum of six months during the twenty-
four months of Clinical Anesthesia. A specific number of
anesthetics is not required in any category, but it is the
responsibility of the program director to provide instruction
and experience to each resident. Such an educational
program must be directed toward the production of a
consultant capable of making sound judgments in the
perioperative period. During the course of anesthesia and
in the perioperative period, the resident must learn current
monitoring procedures, fluid therapy and painmanagement.
Residents should also receive instruction and experience in
the management of acute and chronic pain problems
including diagnostic and therapeutic nerve blocks, intensive
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care, resuscitation and airway problems, sedation in special
¢ircumstances, and operating room safety.

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

RESEARCH: An active program of clinical investigation

and/or basic research contributes to a scholarly environment

and to the educational stimulation of both residents and
faculty.

RECORDS: A comprehensive anesthesia record must be
maintained for each patient as an ongoing reflection of the
drugs administered, the monitoring employed, the techniques

used, the physiologic variations observed, the theraﬁy'
e

provided as required, and the fluids administered. T

patient’s mediczﬁ record should contain evidence of pre and
postoperative anesthesia assessment. When residents are
participating in patient care outside of the operating room,
they should be instructed in proper record keeping for the

activity involved and their records reviewed by the faculty.

Residents who plan to seek certification by the American
Board of Anesthesiology should communicate with the
Secretary of the Board regarding specific requirements for
certification. :

SPECIAL POLICIES APPLICABLE TO PROGRAM

REVIEW AN APPROVAL.: ’

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

2) In communities in which didactic programs of several
residencies are combined, the stag of each accredited

program must actively and consistently participate in
the combined effort, and be capable of providing an
adequate program if viewed alone..
The integration of nonmedical personnel in a
department with an accredited program in anesthe-
, sio?ogy will not influence the accreditation of such a
program unless there is evidence that such person-
nel interfere with the training of resident physicians.
Interference may result from dilution of faculty effort,
dilution of the available teaching experience or down-
grading didactic material.
4) If a program is without a resident for two years,
accreditation may be withdrawn. Reactivation of the

3

~—

program subsequent to withdrawal of accreditation will

require a new application. .
CHANNELS OF INFORMATION: Questions relating to
educational programs and communication for the ACGME
should be directed to the Secretary, Residency Review
Committee for Anesthesiolofy, 535 North Dearborn Street,
Chicago, lllinois 60610. Inquiries relating to the credentials
of individual applicants for certification should be directed

Colon and Rectal Surgery

to the Secretary of the American Board of Anesthesiology,

- Inc., 100 Constitution Plaza, Hartford, Connecticut 06103.

Effective: July, 1981 ACGME: Nov. 1980

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

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

The residency program must be under the direction of a
colon and rectal surgeon who is certified by the American
Board of Colon and Rectal Surgery or possesses suitable
equivalent qualifications. The program director must assume
full responsibility for the teaching and work done in the
department or section. There should be a minimum of two
staff members, including the program director, with significant
teaching responsibilities. Members should have the necessary
interest and ability to perform their teaching duties
adequately. .

The program should supply the necessary volume and
variety of colon and rectal surgery to assure adequate training
of residents. If there is insufficient volume or variety in the
primary institutions, arrangements should be made for an
affiliation in an accredited institution to correct the
inadequacy. Itis expected that each resident will have ample
opportunity and responsibility for the care of patients with
anorectal and colonic diseases.

The educational program must also include trainingin both
diagnostic and therapeutic colonoscopy..The objective is to
develop the necessary competence in the use of this
instrument to qualify as an expert in the field. Therefore,
adequate numbers of both diagnostic and therapeutic
colonoscopies must be available at the colon and rectal
training program or through an appropriate institution
affiliation to satisfy this particular need.

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

Residents in colon and rectal surgery must have sufficient
knowledge of those aspects of anesthesiology, radiology, and
pathology that relate to colon and rectal surgery to develop
overall competence as a specialist. Such training is best
accomplished in cooperation with the department of
anesthesiology, radiology, and pathology.

Teaching contributes to the educational process, and
therefore should be animportant part of the training program.

. Theresident should assist in the instruction of general surgical

residents, medical students, and nurses and other allied
health professionals. It is important to include instruction in
the care of intestinal stomas, especially in institutions that
do not.have enterostomal therapists.

The trainee should be encouraged to do clinical and/or
laboratory investigations and to present their research in
scientific meetings and to publish them in recognized medical
journals. '

The resident’s activity outside the educational program
should not be allowed to interfere with his or her performance
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in the educational process as defined in the agreement
between the institution and the house officer.

One measure of the educational quality of a program may
be the performance of its graduates on the examination of
the American Board of Colon and Rectal Surgery.

Finally, those who plan to seek certification by the
American Board of Colon and Rectal Surgery should
communicate with the Secretary of the Board prior to
beginning their residency to be certain that their general
surgical training is acceptable as one of the requirements
for certification.

Effective: January 1986 ACGME: June 1985

4. Special Requirements for Residelicy
Training in Dermatology

OBJECTIVES AND CONDITIONS:

Approved training programs in dermatology shall be
organized to provide trainees with the educational and
practical experience that will permit them to deliver superior
specialized care to patients with diseases of the skin. Such
experience must be varied and broad, progressive and
systematic,. and of sufficient duration. Moreover, it must
include instruction in the pertinent basic sciences and in all
clinical areas which bear upon the specialty of dermatology,
and training in research and teaching.' Accomplishment of
these objectives requires a suitable institutional environment,
a cooperative and supportive administrative authority, a
stable financial base, an enthusiastic, competent and available
staff, an adequate patient population, modern efficient
equipment and space, and satisfactory liaison with other
disciplines that relate to dermatology.

DURATION OF PROGRAMS: :

The requisite four years of postgraduate training includes
a first year which should consist of broadly-based training,
as is provided by a transitional year program or by first year
residencies in internal medicine, %enera] surgery, family
practice, or pediatrics. Under unusual circumstances, training
in other clinical disciplines may be acceptable for the first
postgraduate year. The remaining three years of training
must be spent in one or more accredited training programs
in dermatology. At least 50 percent of the experience of the
trainees in the three-year residency programs in dermatolog[y]
must involve the direct care of patients. In accordance wit
these requirements, residency programs in dermatology are
accredited forat least three years, Exceptionally, accreditation
of residency programs of Yess than three years is possible,
but only under the following conditions:

This training must represent an unusual and highly
specialized experience, in research or in a selected major
area of dermatology, in an institution with extraordinary
capabilities in these fields and with multiple accredited
training programs in other disciplines. Moreover, training
under such conditions will provide the trainee with only
one year of credit to be applied against the necessary three
years of training in dermatology. This training may not be
used in lieu of the first postgraduate year.

Residency programs accredited for four years of trainin
in dermatology (PGY-1 through PGY-4) must provide the full
three years of training in dermatology and be either directly
or indirectly responsible for the training in the first

ostgraduate year. Thus, the trainees would spend their initial
road| -base! year (PGY-1) in one of the following programs:

1. The ACGME accredited transitional year in the same

or an affiliated institution;

2. An approved residency program in the same or an
affiliated institution in one of the major disciplines cited
above.

In each of these situations, no more than three months’
rotation on the dermatology service is permissible during
the first postgraduate year. prlication for accreditation for
four years of residency training in dermatology must include
a detailed description of the first postgraduate year with a

clear statement of the method of appointment of and
responsibility for the trainees.
REQUISITES OF THE PROGRAM:

1. Institutional

The parent institution must assure the financial, technical
and moral support and provide the necessary space, facilities
and supply of patients for the establishment and maintenance
of an approved residency program in dermatology. Adequate
exposure to both outpatients and inpatients is necessary as
are opportunities to do research, to teach and to become
acquainted with administrative aspects of the specialty. A
cooperative relationship with other disciplines in medicine
will result in the most effective implementation of these
activities. When the resources of two or more institutions
are utilized for the clinical or basic science education of a
resident in dermatology, letters of agreement must be
aﬁproved by the institutional governing boards. Affiliations
should be avoided with institutions which are:

1) At such a distance from the parent institution as to
make resident attendance at rounds and conferences difficult

or
2) which do not add to the educational value of the
program.
2. Program Director and Staff

The program director and his or her supporting staff must
have had the necessary training and professional experience
to enable them to properly train residents in dermatology.
Their dedication to this purpose is paramount and they must
be both adeguate in number and willing and able to devote
the time and effort required to assure the implementation
of the administrative, educational, patient-careand research
goals of the program. An instructor-to-trainee ratio of at least
one-to-three is desirable, as is a minimum of two geographic
full-time members of the clinical faculty, one of whom can
be the training director. Faculty from any and all clinical
and basic science departments can and should be utilized
to provide a complete educational experience for the trainees.

3. Content .

The training program shall be organized to permit the
acquisition of experience and knowledge of dermatology in
a graded and systematic fashion. Educational exercises
should complement and when possible precede or parallel
the clinical activities. Such exercises shall be organized to
follow a content curriculum which will ensure resident
exposure to the complete range of disorders encountered
by the dermatologist. Aﬁpropriate direction and supervision
are necessary throughout the training period. As the
experience and confidence of the trainees grow, increasin
responsibility for patient management can be assumed;
however, the authority and supervisory role of the staff at
all levels of training should be recognised. Residents should
be adequately supported to permit their undivided attention
to education and service responsibilities. Equality of the
training experience must be assured for all the residents.
Teaching methods throughout the training period should
include various combinations of lectures, conferences,
seminars, demonstrations, individual or group study of color
transparencies and histologic slides, clinical rounds, chart
and record reviews, faculty-resident sessions in small groups
and one-to-one settings, book and journal reviews and
attendance at local, regional and national meetings.
Projection equipment and facilities for viewing and taking
clinical photographs should be provided. A library containing
the essential texts, journals and other learning resources
should be an integral part of each training area. Space should
also be made available for dermatology conferences,
perferably utilizing a dermatology conference room.

A vital part of the residency (frogram is the structured
study of the basic sciences related to dermatology, including
allergy, anatomy, bacteriology, biochemistry, embryology,
entomology, genetics, histology, immunology, mycology,
oncology, parasitology, pathology, pharmacology, photo-
biology, ph%siology, serology, virology and basic principles
of therapy by pthica] agents. Particular emphasis should
be placed upon dermatologic microbiologﬁl, dermatopath-
ology and immunodermatology. There should be a well-
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organized course of instruction and range of experience in
these three disciplines. It is desirable that a physician with
special competence certification in dermatopathology direct
and actively participate in this phase of the training programs.
To facilitate clinical and laboratory teaching it is essential that
the department have ready access to an adequate supply of
properly classified anatomic and pathologic materials
including histologic and photographic slides and that the

. resident participate actively in the interpretation of
histopathologic sections. A clinical laboratory with facilities
for microscopic analysis of biologic specimens (e.g., fungal
and ectoparasite scrapings, Tzanck preparations, immuno-
fluorescence, darkfield examinations), culture for microbes
(e.g., fungi, bacteria, viruses) and interpretation of histologic
specimens by light, phase and electron microscopy should
be conveniently available.

The residents’ training should be sufficient to assure a
knowledge of and competence in the performance of pro-
cedures in allergy and immunology, cryotherapy, dermato-
logic surgery, Xermatopathology, microbiology, clinical
pathology, parasitology, photobiology, physiotherapy, and
topical and systemic pharmacotherapy. Among these disci-
plines, cryotherapy, dermatologic surgery, and pharmaco-
therapy should be given special emphasis in the organization
and implementation of the training program.

The practice of dermatology is concerned with both
ambulatory and hospitalized patients. It is essential that an
active outpatient service furnish sufficient clinical material
representing the broad array of diseases seen by the
dermatologist. Suitable facilities which permit the use of
modern diagnostic and therapeutic techniques in the care
of these patients should be provided. Inpatient facilities are
also essential so that residents may have the opportunity to
treat the more serious cutaneous diseases on a daily basis
and observe the dermatologic manifestations of systemic
disease. Dermatology staff and residents must have primary
rather than consultant responsibility on patients they
hospitalize with dermatologic illnesses. Experience in the

provision of consultationto other services whose patients -

manifest skin diseases assecondary diagnoses is also
necessary. The keeping of complete and accurate clinical
records should be emphasized throughout this phase of the
training. Space and equipment should be provided to permit
instruction in dermatologic surgery, electrosurgery,
phototherapy, cryotherapy, application of topical medica-
ments and cﬁ*essings, physiotherapy, radiotherapy, and
aﬁpropriate epicutaneous and intradermal testing,
phototesting, and other diagnostic procedures.

During training it is necessary for residents to gain an
understanding of many diagnostic procedures and
therapeutic t,ecﬁniques even though they may not personally
perform them. Furthermore, some of these procedures, or
techniques, may not be available in their programs. The
physical modalities are especially notable, since an
understanding of the basic properties of the electromagnetic
spectrum is needed for the resicfent to become knowledgeable
about the effects of various forms of this energy in thecause
of disease, and about their use in dermatologic diagnosis
and therapy. Electron beam, x-ray, grenz ray, ultraviolet, and
laser radiation fit into this consideration. Even if some of
these modalities are unavailable within a training program,
itis still an obligation of the director to assure that the resident
has received appropriate instruction conceminﬁ the disease
implication ang therapeutic application of these energy
sources.

Clinical training should also be provided in appropriate
aspects of other specialties that relate to dermatology, such
as allergy and immunology, environmental and industrial
medicine, internal medicine, obstetrics and gynecology,
oncology, ophthalmology, otolaryngology, pathology,
pediatrics, physical medicine, preventive medicine,
psychiatry, radiology and surgery. .

. he participation or exposure of faculty and residents to
basic and applied research is essential and research facilities
should be available in amount and type suitable to the aims

Dermatopathology

of the program. Some of these research facilities can be in
departments other than dermatology.

xperience in the teaching of dermatolo%i/ to other
residents, medical students, nurses, and/or allied health
l)ersonnei isanimportant element of the residency program.
n addition, trainees should when possible be given selected
administrative responsibility commensurate with their
interests, abilities and qualifications.
RESIDENT EVALUATION:

Periodic in-traininﬁ evaluation of residents should be
«carried out to insure that the resident is making satisfactory
gr ress. Both formal examinations and performance ratings

y the faculty can be utilized and the resident should be
personally apprised of his strengths and weaknesses at
a?propriate intervals. Completion by the program director
of resident yearly report forms,such as those requested by
the American Board of Dermatology and other certifying
boards, is an important part of this evaluation process.
SPECIAL RESPONSIBILITIES OF THE PROGRAM
DIRECTOR: :

Internal analysis of the training program by the program
director and his or her staff is essential in addition to the
regular surveys conducted by the Residency Review
Committee for Dermatology. One measure of the quality of a
program is the performance of its graduates on the certifying
examination oF the American Board of Dermatology.

The program director must notify the Secretary of the
Residency Review Committee of an¥l change in the program,
staffing, affiliations or facilities which might significantly
alter the educational experience. : '

At times of his or her absence, the program director must
designate an interim director. If this period is for six months
or longer, the Residency Review Committee should be
notified. Documentation of resident evaluation, institutional
and inter-institutional agreements, resident agreements and
departmental statistics should be kept on file and provided
upon re_ﬂl;lest to the Residency Review Committee or site
visitor. The accurate and complete execution of application
forms, progress reports and replies to other requests from
the Residency Review Committee is the responsibility of the
program director. The care and precision givento these
responses will be taken into consideration in the assessment
of the training program.

The program director should advise all residents planning
to seek certification by the American Board of Dermatology
to complete the Preliminary Registration Form of this Board
and to communicate directly with the Executive Director of
the Board to be certain that they are in full compliance with
the requirements for certification.

L}
Effective: July 1983 ACGME: May 1982

Training Programs
in Dermatopathology

The training program shall include all aspects of
dermatopatholgy, including the gross and microscopic
diagnosis of skin disorders by means of direct visual
inspection and by light and fluorescence microscopy, as well
as histochemistry, together with the relevant aspects of
electron microscopy, cutaneous mycology, bacteriology, and
entomology. Furthermore, the program should provide the
trainee with the ability to set up and operate a laboratory to
perform the applicable l)rocedures, including supervision and
training of personnel. In order to provide such training the
program shall be directed and closely supervised by a
physician qualified in dermatopathology and devoting his
major activities to the specialty of dermatopathology. The
training institution should be of such size andcomposition
as to provide not only ample dermatologic clinical material
but possess all the supporting facilities necessary to
accomplish the objectives of the program. Ordinarily, the
institution would have afproved residency programs in both
dermatology and pathology. :

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

5. Special Requirements for Residency
Training in Emergency Medicine

I. PREAMBLE

General Characteristics of. Accredited Programs:
Residencies in emergency medicine are designed to
prepare physicians for the unsupervised practice of
emergency medicine. These programs must provide
education in the basic skills and knowledge which constitute
the foundations of emergency medicine practice and an
increasing degree of responsibility for and experience in the
application of these principles to the management of clinical
problems. Adequate opportunity must be provided for the
‘resident, under guidance and supervision of a qualified
teaching staff, to develop a satisfactory level of clinical
maturity, judgment and technical skill which will, upon
complefion of the program, render the resident capable of
providing quality emergency medical care and services.
Residency training programs in emergency medicine
should produce physicians trained to:
1) providetheinitialrecognition, stabilization, evaluation
and care of the acutely ill or injured patient;
2) arrange appropriate follow-up or referral as required;
3) manage the prehospital care of acutely ill or injured
patients; i
participate in the management of the emergency
medical system providing prehospital care; and
5) engage in administration and teaching in emergency
medicine and befamiliar with research methodologies
and their application.

lI. THE INSTITUTION:

A. The institution(s) involved in the program should
provide evidence of commitment to graduate medical
education including emergency medicine. The administrative
and academic structure must be organized in a way that
facilitates the provision of an adequate educational
experience. :

B. Medical school affiliation is desirable but not required.

C. When there is a cooperative educational effort
involving multiple institutions, the commitment of each
institution to the program must be made explicit, and should
be embodied in an exchange of letters or in a contract
indicating: :

1. the scope of the affiliation;

. the resources in the affiliated institution(s) which will
be available to the resident; 1

4
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2
3. the duties and responsibilities the resident will have
in the affiliate institution(s);
- 4. therelationship which will exist between residents and
staff/faculty of the affiliate and primary institution(s).
D. Presence of Other Residencies

1. Because of the nature of emergency medicine, it is ‘

important that emergency medicine residents have the
opgortunity to interact witf\i residents in other specialties.

. The emergency medicine residents should participate
in the appropriate teaching of residents in other specialties
medical students, emergency department nurses, and
paramedical personnel. In order to-meet this requirement
the program director should cooperate with other disciplines
and actively foster the training of residents in those disciplines
in the emergency department.

E. Administration of the Emergency Services

The administration of the emergency services in the

hospital(s? must be properlg; organized to provide sufficient
personnel, e?uiﬁment and facilities for the residency training
programs ot the disciplines which require emergency
medicine experience. The program director must have
appropriate authority to con(fuct the teaching program and
should participate fu_]lyin institutional policy making for the
emergency service. The administration of the sponsoring
institution should be understanding of and sympathetic to

the attainment of educational goals and should evidence the
willingness and ability to support these goals philosophically
andfinancially. Additionally, theadministrative structure must
be such that the program director has adequate authority
to organize and oversee the activities of the educational
program.

E Facilities

In every hospital in which the emergency department is
used as a training site there should be adequate a) patient
care and program support space; b) trained personnel; ¢}
laboratory and x-ray support; and d) medical library
resources.

G. Scope and Quantity of Patients

1. Intheparentinstitution or a major affiliated institution
there must be an adequate number of patients of all ages
with a wide variety of acute traumatic and non-traumatic
clinical problems presenting for initial diagnosis and treatment
in the emergency department so that graded responsibilit
rotations can be maintained. In the institutions in whicﬁ
graded responsibility rotations are maintained on the
emergency medicine service, the head of the emergency
medicine service must be responsible for administrative
direction and the quality of clinical care of patients, presenting
in the emergency department.10

2. Inthe entire program there must be a sufficient number
and variety of patients to assure that all residents are
adequately trained in the provision of all types of emergency
care. :

3. There shall be a policy regulating the care in the
emergency department, by residents, of patients who have
personal physicians. The policy shall provide the personal

hysician access to his/her patient and supervision of his/
Eer patient’s care at all times. The policy will facilitate the
continuity of care of patients who have an established
relationship for their care with a physician(s).

H. Number of Residents '

There must be an adequate number of emergency
medicine residents to result in a major service impact in the
emergency department of the institutions where there is
graded responsibility; to assure a meaningfully attended
emergency medicine conference schedule; to allow
.scheduling of both junior and senior emergency medicine
residents at the same time for a graded level of responsibility;
and to foster a sense of resident and departmental identity.

lll. THE PROGRAM:

A. Length of Training

1. The minimum time of graduate training in emergency
medicine is 24 months beyond the PGl year.

2. The PG-l year should be a broad-based clinical
experience. This year may be a part of a three year
emergency medicine residency program.

3. The PG-II year should focus primarily on the
refinement of individual patient evaluation and management
skills and the development of major emergency manipulative
skills. The resident should participate in the education of
other medical personnel and have experience with emergency
medical systems. :

4. In the PGl year, emphasis should be placed on the
ability to provide care simultaneously to multiple patients
and the principal management of major emergent conditions.
There should be specifically assigned advanced clinical
responsibilities along with major administrative, supervisor
and educational functions in the emergency department. Aﬁ
residents must be under appropriate supervision at all times.

B. Curriculum :

- 1. Awritten curriculum which includes goals, objectives,
and teaching activities should be prepared. The curriculum
should describe the methods to achieve the physician

10The service function director and the educational function director may
be one or two individuals.
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competencies listed in the section “General Characteristics

of Accredited Programs” and the methods to evaluate their
attainment.

2. Normally at least 50% of the training time in the PG-II
and Ill years for emergency medicine residents must be in
the emergency department.

3. The residents’ programs should include critical care

rotation(s}), with reffonsibilit for patient care consistent with -
e

the individual resident’s ability.

4. The program should provide the opportunity for each
resident to obtain information on patient outcomes from
patients the resident initially evaluates in the emergency unit.

IV. THE STAFF:

A. Program Director

The director of the residency program should be highly
qualified, as an educator and administrator, and competent
in emergency medicine. Certification by the American Board
of Emergency Medicine, although not mandatory, is highly
desirable. It is necessary for the program director to give
sufficient time to the program to assure quality patient care
and instruction. The Residency Review Committee must be
notified in writing of a change in program director.

B. Faculty

1. All staff members involved in teaching should have
clear responsibility defined in writing for resident supervision,
teaching, administration and research, with time specifically
dedicated to the educational program. ‘

2. Physicians with teaching responsibilities should be
appropriately qualified by trainin% and professional
experience to discharge such responsibilities.

C. Evaluation

1. Resident evaluation procedures should follow those
found in the “General Requirements.”

2. At least twice annually residents should be given the
c\;;;portunity to evaluate faculty, rotations and facilities.

/ OTHER:

A. Emergency Medical Services Training

1. Residents should have the opportunity to work with
basic and advanced emergency medicine technicians. They
should also have direct experience with prehospital
communications and should participate in basicand advanced
EMS runs. '

2. Planned instruction on various aspects of emergency
departmentadministration, management, medicolegaltopics,
medical ethics, and EMS systems and disaster planning must
be presented. - :

. Research : -

Opportunity for clinical and basic research should be

-provifed and encouraged; residents should be taught an
understanding of basic research methodologies, statistical
analysis and critical analysis of current medical literature.

C. Conferences

There must be at least four (4} hours per week of planned
instruction directed to emergency medicine residents and
developed by the emergency medicine residency program.
These conferences should include morbidity and mortality,
journal review and didactic lectures based on the defined
curriculum. '

D. Residents who plan to seek certification by the
American Board of Emergency Medicine should communi-
cate with the secretary of that goard to be certain regarding
the requirements for certification.

Effective: March 1982 ACGME: February 1982

6. Special Requirements for Residency
Training in Family Practice

I. INTRODUCTION

Residencies infamily practice must be specifically designed
to meet the educational needs of medical school graduates
intending to become family physicians. -

The training is three years in duration after graduation
from medical school and must be planned so that a coherent,

i

Family Practice

integrated and progressive educational program is assured.

Applicants who have had other types of previous training
may be considered for admission to family practice
residencies. Credit for this previous training may be given
only in the amount that is compatible with the Special
Reql}lxirements for training in Family Practice. The director
of the family practice residency shall be responsible for
insuring that each resident who completes the program has

_ met these requirements.

Experience in the continuity of care offered in the family
practice center is essential. Therefore, it is imperative that

“all fbrograms offer three consecutive years of training which
inc|

udes a continuity experience with a panel of patients and
families. ‘

The program should provide the opportunity for each
resident to develop and maintain a continuing physician-
patient relationship throughout the three-year period with
a panel of patients. This relationship must be in continuity
during the resident’s second and third year and include
patient contacts in the family practice center, inpatient facility,
domiciliary facility and the patient’s home.

Family practice residency programs should provide
experience and responsibility for each resident in those areas
of medicine which will be of importance to the resident’s
future practice. Since family practice programs are in part
dependent upon other specialties for the training of residents,
the ability and commitment of the institution to fulfill these
requirements must be assured. Specifically, the sponsoring
institutions must assure the existence and availability of those
basic educational and patient care resources necessary to
provide the family practice resident meaningful involvement
and resgonsibility inthe necessary clinical specialties. Further,
there should be agreement regardinﬁ the resident’s need to
maintain concurrent commitment to his patients in the family
practice center.

The family practice residents’ identity should be
maintained throughout graduate training while they learn
the appropriate skills, techniques and procedures of other’
specialties, Instruction in the other specialties must be
conducted by faculty with expertise in these fields.
Curriculum and plans for such rotations or experiences must
be developed by the family practice faculty in concert with
appropriate other specialty faculty. The program should
implement a plan to assure that the residents retain their
identity and commitment to the principles and philosophic
attitudes of family practice throughout the training program.

The programs must emphasize the importance of
comprehensive patient and family medical care. The resi-
dents must be given the opportunity to achieve high levels
of competence in disease and problem management and to
develop knowledge, skills and attitudes which reflect
expertise in patient management. Therefore, experienced
family physicians should be utilized to the fullest extent

" as teachers within the constraints of their individual

competence.

II. CURRICULUM

EVERY RESIDENCY PROGRAM MUST HAVE THE
“CORE” OR REQUIRED CURRICULUM AS CONTAINED
HEREIN. HOWEVER, UPON APPROVAL OF THE
RESIDENCY REVIEW COMMITTEE, CURRICULUM
COMPONENTS MAY VARY TO REFLECT CURRENT
REGIONAL PRACTICE PATTERNS AND PATIENT CARE
NEEDS, AND MAY BE FLEXIBLE ENOQUGH TO UTILIZE
THE STRENGTHS OF THE PROGRAM.

All major dimensions of the curriculum should be
structured educational experiences for which written goals
and objectives, a specific methodology for teaching and a
method of evaluation exist.!! The organization of the
curriculum shouldreflect the application of sound educational
principles, recognizing that some elements of the curriculum
are best learned in a longitudinal experience while others
are more efficiently learned in an intensive experience of
shorter duration.

11The Residency Review Committee expects the programs to have written
detailed plans for their curriculum which should be available to the site
surveyor.
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It is recognized that the content of a rotation is more
important than the time assigned to it. However, in an
accreditation process it is necessary to establish guidelines
for the allocation of time segments in order to assure the
opportunity for residents to achieve the cognitive knowledge,
psychomotor skills, attitudinal orientation and practical
experience required of a family physician in each of the
curricular elements. Ranges of time!? are indicated under
the various disciplines which comprise the core curriculum.
This does not prohibit additional elective time in any of the
disciplines relative to the curriculum throughout the “Special
Requirements.”

A. Family Practice

Family practice is a comprehensive specialty. Although
the treatment of illness is a basic function of family physicians,
the family physician assumes the responsibility for the total
health care of the individual and family, taking into account
the social, physiological, economic, cultural and biologic
dimensions.

The responsibility to provide health care to familiesis also
a fundamental concept of the discipline of family medicine.
The program must provide the opportunity for residents to
acquire knowledge and experience in the provision of
longitudinal health care to families.

The residents’ acquisition of knowledge, skills and
attitudes of family practice should take place during all
curricular elements. The primary setting for this training is
in the family practice center as the residents provide
continuing, comprehensive care to their panels of patients.

An intensive short duration assignment to the family
practice center during the first year is needed in order to
provide an orientation period to introduce the comprehensive
approach to health care and to help the resident develop an
identity as a family physician. Additionally, residents should
be assigned to the family practice center for at least one-
half day per week during the first year of training.

During the second year residents should spend from two
to four half days in the center. The amount of time in the
center should be increased in the third year to three to five
half days per week. Intensive short duration assignments to
the family practice center in the second and third years may
be utilized for specific educational purposes provided the
overall curriculum is not thereby compromised.

Certain elements of the curriculum are of special
importance to family practice but are not necessarily limited
to family practice. These elements must be taught
longitudinally during the entire period of residency training,
in didactic and clinical settings: .

1. Comprehensive care
a. Individual

1) Health assessment and maintenance
2) Prevention -

3) Acute and chronic illness or injury .
4) Trauma :

5) Rehabilitation

6) Behavioral counseling

7) Health education

8) Human sexuality

b. Family

1) Family structure

2) Family dynamics

3) Genetic counseling

4) Family development

5) Family planning

6) Child rearing and education

7) Aging

" 8) Death and dying _

9) Epidemiology of illness in families

10) Role of family in illness management

12]n identifying ranges it is recognized that certain frograms will deviate
from those ranges for excellent educational reasons. It is the responsibility
of thf:l program to document and justify variations from the ranges herein
stated.

11) Counseling and education
12) Nutrition
2. Continuity of primary responsibility
a. Amburatory care
b. Inpatient care
¢. Home care
d. Domiciliary care: e.g. nursing, extended care
facilities
. Referral and consultation
Integrative function of the family physician
. Utilization of community resources
'B. Gerontology
A significant portion of the practice of every family
physician inclu:fes the care of the aged. Educational
opportunities to address this element of the curriculum must
be in a continuum throughout the resident’s entire program,
Astructured mu]tidiscipﬁnary approach by faculty is essential
to the teaching of this curricuri’ar element in the following
settings: family practice center, the hospital, nursinghomes,
retirement homes, voluntary agencies, and in the patient’s
home. Care of the aged must include the preventive aspects
of health care, the physiological and psychological changes
of senescence, the social-cultural parameters, nutritionaland
pathological (acute and chronic) entities of aging.
C. Human Behavior and Psychiatry
In family practice training, most of the resident’s
knowledge and skills should be acquired through a program
in which f)sychiatry and behavioral science are integrated
with family practice, internal medicine, pediatrics and other
disciplines throughout the resident’s total educational
experience.
he family practice center should serve as the major site
for residents to achieve the objectives of this portion of the
curriculum. Parts of this training may be interwoven with
other curricular elements. Didactic as well as clinical methods
should be utilized. Instruction should be provided by faculty
who have training and experience necessary to apply modern
behavioral and psychiatric principles to the care of an
undifferentiated population and should include qualified
family physicians as teachers. Intensive short-term
experiences in facilities devoted to the care of chronically ill
patients should be limited. o
There must be instruction in the following areas of human
behavior:
1. Diagnosis and management of the psychological
components of illness

Management of psychological disorders

Family dynamics

Faculty and resident self-awareness; personal and
professional growth and development

Physician/patient relationship

Patient counseling

Interviewing skills and other communicative skills
Patient education .

Normal growth and variants

10. Stages of stress in the family life cycle

There should be a formal didactic program which
supplements the clinical experience in human behavior. The
human behavior curriculum should include the promotion
of physician well-being and prevention of physician
impairment. :

he curriculum must identify a psychiatry training

component which encompasses recognition, diagnosis and
management of emotional and mental disorders along with
and/or as components of organic diseases. Elements of
psychotherapy, psychopharmacology, psychiatriccounseling,
and a broad spectrum of mentalillness, a?coholism and other
substance abuse must be included.

D. Community Medicine

Residents should have experiences which help them
understand the role of private enterprise, voluntary
organizations and government in modern health care. In
addition, residents should be taught the principles of the

wm o
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application of modern medical knowledge to the care of
populations.

There must be instruction in at least the following areas
of community medicine:

. Occupational medicine
Health resource agencies
Epidemiology of disease
School health .

Sports medicine

Community health education
Public health services
Preventive medicine

. Environmental health

A structured educational experience in rural and/or inner-
city health care should be available to residents if such
experience adds a dimension to the educational program
which is not otherwise present.

Prevention of disease and disability is an important aspect
of family practice. Residents should be given the opportunit
to acquire specific knowledge, skills and attitudes whic
provide special competence in the application of modern
principles of preventive medicine. This content should be
presented in both didactic and clinical settings.

E. Internal Medicine :

Internal medicine experience should provide the resident
~ with the opportunity to acquire the knowledge and skills

related to the diagnosis and management of non-surgical
diseases of adults. This experience should be utilized to
enhance the resident’s understanding of the pathophysiology
of non-surgical diseases and the application of modern non-
surgical diagnostic and therapeutic techniques. It should also
be utilized to develop a disciplined, scientific approach to

the practice of medicine.
he organization of the curriculum in internal medicine

O ONOUT A WN

in large part will be dependerit upon the organization of the -

delivery of patient care services in the teaching environment.
The experience should include both inpatient and outpatient
experiences and progress from g}f{r}meral and specific areas
of content. Faculty should include both general internists and
subspecialtists. The total duration of internal medicine
training should be 8-12 months, including structured
experiences in cardiology and critical care units (ICU/CCU)
as well as education in endocrinology, pulmonary diseases,
hematology and oncology, gastroenterology, infectious
disease, rheumatology, nephrology, allergY and immunologK
and neurology. Where appropriate, family physicians wit
recognized szills in internal medicine may be utilized as
instructors. Where it exists, a family ?ractice inpatient service
mal¥ be utilized to fulfill a portion of this requirement.
. Dermatology

The curriculum must include a required educational
experience in dermatology with a duration in the range of
60-120 hours. Most of this experience will be in an outpatient
sétting with a qualified physician teacher of dermatology and
be supplementary to the learning which results from
dermatologists’ consultations which may occur in the family
practice center. .

G. Pediatrics i T

There must be a structured educational experience in
pediatrics, the duration of which should be four to five
months. The resident should have the opportunity to develop
an understanding of the pre-natal period, the growth and
development of the newborn through adolescence, and
emotional problems of children and their management. In
addition, the resident should be taught t¢ recognize and
manage behavioral, medical and surgical problems of children
and adolescents in home, ambulatory and hospital settings.

The pediatric experience must include ambulatory and
in-patient experiences in pediatrics, including the newborn
nursery, as well as resuscitation, stabilization and preparation
for transport of the distressed neonate. '

H. Obstetrics and Gynecology

The resident must be provided the instruction necessary

to understand the biological and psychological impact of

Family Practice

pregnancy, delivery and care of the newborn upon a woman
and her family. The resident should be taught technical skills
in the provision of antepartum and postpartum care and the
normal delivery process as well as the complications of
pregnancy and their management. The resident should be
taught certain operative skills in obstetrical and gynecological
procedures as a part of the broadly based curriculum. To
obtain such skills the family practice resident must spend at
least three months in a structured educational experience,
of which at least two months must be in obstetrics and at
least one month must be in gynecology. )

A program must be able to provide on an elective basis
for interested family practice residents, approximately three
months of additional obstetrics/gKnecolog training as
structured educational experiencesw ichshoul%include igh
risk obstetrics and the opportunity for residents to develop
the technical proficiency to per%rm surgical procedures
which family p Ksicians may be called upon to perform.

It is required that residents have the opportunity to provide
obstetric care to pregnant women within the context of the
longitudinal experience in the family practice center. The
resident must assume the responsibility for provision of
antenatal, confinement and postnatal care to these patients
on a continuing basis.

The training program should afford an opportunity for
the acquisition of skills in marriage counseling, sex education,
"human sexuality and family planning. .

l. Surgery .

The program must provide instruction in the diagnosis
and management of surgical emergencies and the appropriate
and timely referral of them for specialized care. The resident
should also be taught to recognize conditions that are
preferably managed on an elective basis.

It is important for the resident to appreciate the varieties
of surgical treatments as well as the potential risks associated
with those treatments. Knowledge of these matters should
enable the resident to give proper advice, explanation, and
emotional support to the patients and their families.

The resident must receive training in pre- and post-
oPera'tive care, basic surﬁical principles, asepsis, handling
of tissue and technical skills to assist the surgeon in the
operatingroom. The program should Frovide the opportunity
for residents to develop the technical proficiency to perform
specific surgical procedures which family physicians maly be
called upon to perform. If the residents expect to include
surgery as a major aspect of their practice, additional training
must be obtained.

The general and subspecialty surgery experiences should
total four to five months duration. The residents must be
required to participate in a structured experience in general
surgery of a minimum of two months duration, including
operating room experience.

Outpatient experiences in general surgery are encouraged
in order for the resident to achieve competencies in the
diagnosis and management of a wide variety of common
ambulatory general surgical problems.

The structured experiences in surgical subspecialties may
be in an intense short time format, or may be in a longitudinal
format. 160-200 hours of orthopedics should be required.
40-80 hours in each of the subspecialties of ophthalmology,
otolaryngology and urology must be required. It is expected
that experiences in the surgical subspecialties will be primarily
outpatient oriented.

. Emergency Medicine : .

There must be a structured education experience of one
to three months duration in the delivery of emergency
medicine care under competent and full-time on-site
supervision. The initial month should be an intensive
experience of short duration rather than in a longitudinal
format. ' '

There must be sufficient quality and types of facilities,
equipment, support personnel, and broad range of patient
problems to provide the residents with adequate experience
in initial management of serious emergencies.

The emergency medicine portion of the curriculum should
utilize both didactic and practical experiences. Specific
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modern life-saving skills must be taught to all residents, e.g.,
advanced cardiac life support, airway insertion, chest tube
finsertion, hemostasis.

K. Diagnostic Imaging

The program must provide the residents with ample
opportunity tolearn the appropriate a%plication oftechniques
and specialty consultations in the diagnostic imaging of
organs and body systems. Instruction should include the
limitations and risks attendant to these techniques. The
format of the instruction should be adapted to the resources
available, but must include radiographic film interpretation
pertinent to family practice. .

L. Practice Management

There must be a curriculum component that provides at
least 60 hours of instruction in practice management. The
family practice center should be considered the primary

classroom for teaching practice management. Elements to -

be included: .
Patient management

Records

‘Facilities

Office organization

Medical-legal aspects of practice
Procedures for establishing a practice
Team care and team development
Office and business management
Personnel management

Automated data systems

11. Inter-professional relationships

M. Other Curricular Elements .
Other curricular elements should include:
1. Nuclear medicine

Physical medicine and rehabilitation
Nutrition S
Clinical laboratory science .

Ethics

Use of drugs and their interaction
Art of consultation and referral
Administration of anesthetics

N. Electives

Electives which are well constructed, purposeful, and
effective learning experiences are an essential of a family
practice residency program. Most electives will be concerned
with sub-specialized areas of the major primary specialties
and may be obtained in various ways. Electives should not
utilize more than six months of the total curriculum but there
must be a minumum of three months available to each
resident for electives.

Electives are intended primarily to enrich the resident’s
training with experiences relevant to enhancing their future
as family physicians. At times, they may be used, in part,
after proper counseling by the program director and/or
facultY, to remove any identified deficiencies in knowledﬁe
or skills, but also should be chosen by the resident on the
basis of future practice plans or individual interests.

No more than one-half of the total of elective time should
be utilized by the resident to fulfill deficiencies in the core
curriculum requirements. The choice of electives by the
resident must be with the advice and consent of the program
director. :

O. Research

The participation of the resident in an active research
Erogram should be encouraged. Generally, thisactivity should

e concurrent with other assignments, provided the
responsibilities of the resident are adjusted in a way to permit
a reasonable time for research activity. Independent research
by the resident should be in addition to, rather than in lieu
of, clinical instruction.

P. Conferences

Conferences (or seminars, workshops) should be designed
for the family practice resident in order to augment the clinical

p—
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experiences of the residency. Faculty and staff should
participate, but conferences designed solely for the medical
staff are inadequate as a substitute for a complete conference
schedule in graduate training.

Ill. FACULTY

A. Program Director

A program director must have had a minimum of two
years full-time professional activity in the field of family
Bractice. The director should be a diplomate of the American

oard of Family Practice or have had suitable acceptable
training in family practice. It is highly desirable that the
program director have had teaching experience in a family
practice residency program.!3 :

B. Family Practice Faculty :

Family Practice faculty should demonstrate a conceptual
grasp of family medicine and have a specific time commit-
ment to patient care to enable them to maintain their clinical .
skills and serve as a role model.

The number of family practice faculty must be sufficient
so that there is always an appropriate number who, without
other obligations, supervise residents in the family practice
center whenever residents are seeing patients, Faculty should
not be involved in activities which interfere with their teaching
responsibilities and supervision of the residents.

There should be at least one full-time equivalent family
phiysician faculty for each six residents in the program.

The part-time faculty should have responsibility with
sufficient continuity to relate well to the residents.

C. Other Special Faculty ' v

Faculty in the various specialties must devote sufficient
time to teaching and supervising family practice residents
in their specialty fields. Teaching time may be defined as all
formal or informal contacts between residents and faculty
which relate to the content of the teaching program.

Additional staff and faculty may be needed to provide
input into the areas such as behavioral science, the social
services, nutrition, oral pathology and pharmacy. If facult
in these disciplines are not readily available from current stai;
or faculty, it may be necessary to seek possible resources in
the community.

D. Faculty Development

There should be an explicit system to develop and
maintain academic and clinical skills of the faculty.

IV. FACILITIES

A. Primary Hospital .

1. Number of Beds: It is essential that the participating
hospitals, primary and affiliated, be of sufficient size and have
an adequate number of teaching beds to assure sufficient
patient load and variety of problems for the education of
the number of residents in the program. Experience has
demonstrated that facilities which have fewer than 135
occupied beds, are often not able to provide adequate
thsical, human and educational resources for training in
amily medicine.14

2. Facilities: A program should provide facilities required
for the education of residents in sufficiently close proximity
to the primary hospital to allow for the efficient functioning
of the training program.

Multiple teaching facilities may be used so long as there
is no compromise of the quality of the educational program
and no significant reduction in attendance of residents at
teaching sessions, or reduction of camaraderie and
information exchange among residents and/or faculty.

13This does not apply to program directors who have been appointed
before the effective i-:te of tge “Special Requirements.” ppo :

1YRequirements concerning number of hospital beds may be regarded
more appro%riately in terms of those available for use in training residents
whether in the primary hospital alone or primary plus affiliated hospitals
combined. It is important that there be no compromise in continuitg of care
or attendance at teaching sessions by residents because of distance een
or among institutions. Number of beds must be perceived in context of the
total number, types, and locations as well as medical staff available for quality
care and teaching. .
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3. Patients: A sufficient number of inpatients must be
available to provide a broad spectrum of problems in any
given discipline. The disease spectrum available for resident
education must be that common to the general community,
and must offer a structured educational experience which
allows residents the opportunity to obtain expertise in
emergency initial care of unusual, or life-threatening
problems. '

There should be an institutional patient care evaluation
program to allow continuing improvement of ambulatory and
inpatient care provided by the institution and medical staff.
4, Medical Staff:.Medical staff must be available in
sufficient number to insure adequate patient care and
consultation in family practice, internal medicine, surgery,
pediatrics, obstetrics/gynecology, pathiology, psychiatry,
radiology, ENT, urology, neurology, cardiology, dermatology,
orthopedics, ophthalmology, anesthesia, and emergency
medicine.

The medical staff should be organized so that family
physician members may participate in appropriate hospital
dovernance activities on a basis equivalent to tf'?
specialties. Family physician facu?ty must have admitting and
attending privileges in the hospital(s) where the majority of
family practice center patients are hospitalized. Family

ractice residents must be able to admit and care for their
amily practice center patients in the hospital with family
practice faculty supervision as appropriate.

B. Family Practice Center :

1. Functional Status: A family practice center must be
in operation for the training of family practice residents
(whether or not in a temporary location), on the date the
program begins. If more than one center is used, the
additional center must meet the same criteria as the primary
center. . .

2. Design: The center must be a clearly identifiable unit
which includes a separate entry, waiting room and
appointment system. )

he design of the family practice center must insure
adequate patient flow to provide appropriate patient care,
accessibility and teaching opportunities. The family practice
center should have necessary provisions for handicapped
persons. .

3. Size: Two examining rooms per physician working in
the center at one time (counting as physicians both family
practice residents and physician faculty who have patient

care responsibilities) should be available. In cases where the

family practice center is utilized for training of other learners,
e.g. nurses, medical students, physicianassistants, sufficient

additional space must be available so that the efficiency of

the residents is not compromised.

Other functional areas must include: -business office,
record room, office library, patient care rooms, conference
room, basic laboratory appropriate to office practice, resident
work area, and faculty/staff offices. : ’

The family practice center should provide for the capability
of the physician to conduct individual and small group
counseling. : ’ ’

Diagnostic laboratory and imaging services must be
provided so that there is prompt and convenient access by
patients and residents for patient care and education.

4. Location: The location of the family practice center
in relation to the hospital(s) should be such that it allows
conservation of the residents’ time in order to utilize efficiently
the educational oppportunities and provide necessary patient
care at both sites.

5. Equipment: The family practice center must contain
all equipment necessary to meet the basic needs of an
efficient family practice office and a quality education
program for family practice residents. -

6. Patient Population: A stable patient population of
sufficient number and variety is necessary to insure
comprehensiveness and continuity of experiences for the
residents. The major part of the patient visits should be from
family units for whicg a resident is responsible. A patient

at of the other.
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population seeking only episodic care does not meet this
requirement. Patients who provide a broad spectrum of
roblems and represent varied income levels and ages and
oth sexes should be attended in the hospital, the family
practice center, at home, or in institutions for long-term care
or rehabilitation. :

7. Record System: Patients’ ambulatory medical records
must be maintained so that easy and prompt accessibility is
assured at all times.

The record system must provide for patient care audit
and chart review and must be capable of prompt docu-
mentation of all facets of family care, including care rendered
in the family practice center, hospital, home, via telephone,
and that provided in other institutions. . i

The medical record system must be designed for the
retrievability of data pertinent to patient care, and the
monitoring of the residents’ experiences. '

8. Provision of Patient Care: Appointments must be
scheduled in the family practice center by regular employees
of the center who are cognizant of the necessities of the
appointment system in the delivery of continuing care and
patient access to a requested physician.

Continuity of care is an important concept in family
practice, and for this reason tﬁe training program must
demonstrate a concern for continuity of care. This concern
is expressed in the role and interrelationships that the system
(e.g. solo or group), the professionals, the individual patient
and the patient’s family, the institution and the community
play in the maintenance of continuity of care.

g. Support Staff: There must be appropriate numbers
and types of support staff to meet the needs of health care
and resident education. -

10. Teaching Consultants: Consultations by recognized
specialists in their fields should be utilized by the program
as a teaching mechanism. Elective consultations should be
inthe family practice center. Where possible, the consultant’s
teaching role should be available to more than the single
responsible resident if this can be done preserving the
patient’s dignity. When this is not possible, consultations
should occur in a location which allows residents to
participate in the consultation as an educational experience.

11. Ambulatory Units Other Than Family Practice
Centers: Ambulatory units other than family practice centers
are those sites which offer experience that differs from that
which is offered in the primary family practice center.

- The use of remote sites or rotations on clinical services
must not interrupt continuity of care at the family practice
center for longer than two months during the second year
and two months during the third year. A resident must return
to the family practice center and provide continuity of care

. for the resident’s panel of patients for at least two months

before leaving for any additional remote experience.

12. Sources of Income: The fiscal operation of the family
practice center must reflect a balance between service and
education which does not adversely affect the educational
objectives. : ’

There should be a plan to assure long-range fiscal stability
of the Program. ) "

It is the responsibility of the residents to render patient
care in the pursuit of their education without additional
remuneration based on productivity.

This does not preclude the residents from earningincome
from patient care during off hours provided that this activity
does not interfere with the education and performance of
the resident. In addition, such activity should not be in conflict
with the policies of the program or the sponsoring institution.

13. Hoursof Operation: The family practice center must
be an exclusive facility available for patient services during
weekdays commensurate with community medical practices
in order to provide continuing comprehensive care and a
place where patients may expect to obtain services.

When the family practice center is closed, there must be
provisions for patients to have access to their personal
physician or a dl;signated substitute physician. :
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V. FAMILY PRACTICE RESIDENTS

A. Conceptual Understanding: Residents must be taught
to demonstrate and clearly articulate the philosophy and
conce[[)ts of family medicine to patients.

B. Impaired Residents: The goal of the family practice
training program is to produce fully competent physicians
capable of giving high quality care to their patients. Because
impaired physicians cannot achieve these goals, the pro-
gram shou]cf attempt to identify and prevent impending
impairment. Additionally, the Frogram must be able to
intervene appropriately on behalf of the impaired resident.

. Outside Rotations: Residents may spend time away
from the family practice center to meet the needs of their
training. The educational value of these rotations must be
clearly documented. The availability of constant on-site
su%ervision is required.

. Documentation of Residents’ Experience: A system
for documentation of residents’ experiences must be utilized
to monitor the educational experience and to provide
documentation for future hospital privileges.

VI. EVALUATION

A. Evaluation of Residents: There must be an adequate
on-going effort of evaluating knowledge, competency, an
performance of the residents. Entry evaluation asssessment,
interim testing and periodic reassessment, as well as other
modalities for evaluation, should be utilized.

B. Evaluation of Faculty: All teaching faculty must be
evaluated on an on-going basis. Documentation of faculty
evaluation shouldinclude: teachingability, clinicalknowledge
attitudes, scholarly contributions,. interpersonal skills an
communication abilities.

C. Evaluation of Patient Care: The program must
consider high quality patient care as one of its primary
objectives and evaluate the care that is provided. There must
be a current and retrospective audit to provide necessary
feedback for continuing improvement-of ambulatory and
inpatient care. . :

D. Evaluation of the Program: The family practice
residency must incorporate all elements of the “Special
Requirements.” The program should be evaluated within the
context of the educational needs of the residents, teachin
responsibilities of the faculty and the availability of healt
care resources within the community.

This evaluation should include an appropriate balance
between eduication, research and service. Continuing medical
education should occugy a prominent place in the program
and residents should be encouraged to develop learning
patterns to continue their education.

One measurement of the quality of a program is the
performance of its graduates in the certification examinations
of the American Board of Family Practice. The degree of
resident attrition and the presence of a critical mass of
residents are also factors to be considered in the overall
evaluation of the program. .

E. Evaluation of the Graduate: It is the responsibility of

all programs to maintain contact with their graduates to -

obtain information about:
. Practice effectiveness

Personal satisfaction with role

Practical responsibilities

. Evidence of participation in continuing medical
education .

Board certification

Relevance of training to practice demands

VII. GENERAL

The provision of the “General Requirements” must also
be met for approval. :

Family practice residents who plan to seek certification
by the American Board of Family Practice should communi-
cate with the Secretary of the Board.

It is the responsibility of the program to notify the
Secretary of the Residency Review Committee for Family
Practice of significant changes in the program which may
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occur in the interim between site surveys. This includes, but
is not limited to, changes in the program director.

Effective: July 1983 ACGME: September 1982

7. Special Requirements for Residency Training
in General Surgery

GENERAL CHARACTERISTICS OF ACCREDITED
PROGRAMS: Residencies in surgery which are designed to
meet the requirements for accreditation must provide a
structured egucational experience of uniformly high qualit
which will prepare trainees to function as well qualified,
independent specialists in surgery upon completion of the
program. Surgery is not an exact science and there are a
variety of educational plans leading to the desired
qualifications as a surgeon. ﬁowever, the requirements which
follow must be met or exceeded in all accredited training
prosgrams in the specialty. .

ince general surgery is a discipline of great breadth and
a specialty which is often consultative in nature, the program
should be conducted in those institutions which are
accredited by the Joint Commission on Accreditation of
Hospitals and classified as general hospitals. Rotation of
individual trainees to affiliated institutions to obtain training
not adequately available in the parent institution may be
desirable. Rotations to affiliated hospitals must enhance the
overall quality of the program rather than simply enlarge
the program and must not be primarily for the purpose of
providing service coverage:

Since interaction with peers from other disciplines
contributes to the quality of the learning experience and
provides the framework upon which future patterns of
practice are based, it is important that there be accredited
residency programs in other medical specialties in the
teaching institutiorgs). While the minimum requirement is
only for an accredited residency in internal medicine,
pediatrics, or family practice in the'institution, it is desirable
that there be a better balance, as provided by residencies in
several primary care disciplines, and in obstetrics and

- gynecology, patholo%y and radiology. Residencies in other
w

surgical specialties, while not specifically required, contribute
to quality and a balanced educational atmosphere.

he objective of the residency is to fprepare the trainee
to function as a qualified practitioner of surgery at the high
level of performance expected of a specialist. Therefore, the
educational aspects of the program must be the most
important factor and the residents must be provided adequate
time and sufficient facilities for study. Every residency carries
with it a commitment of service to patients in the institution,
but the service responsibilities must work in concert with
other activities to produce a well rounded, knowledgeable

and highly qualified practitioner of surgery.

The career goals and personal interésts of individual
residents will vary and there are several paths to an adequate
education. Every resident need not conform to a single
pattern, but all residents must be provided a solid foundation
in the basic and principal components of the specialty and
each resident within a program must be provided with an
equivalent educational experience.

To be accredited, programs of graduate education in
surgery must be so constructed that there is a clear
demonstration by the trainee of acquisition of a solid
foundation of fundamental surgical knowledge prior to
progression to the level of supervised semi-independent
patient management and operative care. An objective test
mechanism is required as a component of the process of
demonstration of this cognitive capability. While each
grogram may utilize its own test instruments, the American

oard of Surgery In-Training Examination is considered a
most desirable example. However, the ABSITE should not
be used as the only criterion of resident performance. It
should have no bearing on the approval of the program.

Furthermore, it must be clearly demonstrated that a
trainee has in fact reached a satistactory level of clinical
qualifications ﬁrior to completion of the program. Any
program which does not establish a system of trainee
evaluation which clearly shows that each trainee has
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successfully passed these two milestones above cannot be

considered adequate.

The performance of each house officer must be evaluated
by the teaching staff at least every six months and a
documented record of that evaluation must be prepared and
maintained for subsequent review by the accrediting and
certifying authorities. All evaluations should be formally
reviewed with trainees on a regular basis. In order to insure
the proper relationship between and balance of the basic
sciences and the other clinical disciplines of general surgery
there shall be an operational system based on institutional
policies for advising program directors and evaluating all
programs. :

_ Graduate education programming in surgery must be a
continuum with undergraduate medical education. All years
must be under the guidance of the director of an accredited
program in surdery regardless of rotations to other disciplines.

DURATION, SCOPE AND CONTENT OF PROGRAM:
Five years of graduate training in surgery after graduation
from medical school is the minimum amount of time required
for acquisition of the necessary knowledge, judgment and
technical skill. To be acceptable, a program must include a
total of five years of which at least four years must be clinical
experience. Three and one half years must be devoted to
clinical surgery, and three of these years, including the final
clinical Year, must be devoted entirely to training in the
principal components of the specialty, as defined below. No
more than six months of the require four clinical years ma
be allocated to clinical disciplines other than surgical, suc
as internal medicine, pediatrics, gastroenterology
anesthesiology or surgical pathology. The senior or fina
clinical year must consist of twelve consecutive months
concerned with the multiple areas within the principal
components of surgery. No more than four months may be
exclusively devoted to any one principal component of
general surgery. Opportunity for and documentation of

evelopment of progressively independent clinical skills are
essential. Training in endosco?y and surgical intensive care
may be considered as clinical surgery, but obstetrics and
ophthalmology are not. Laboratory or clinical research
experience and training in non-clinical disciplines such as
pathologiy or radiology are highly desirable. Not more than
a total of twelve months of clinical training may be devoted
to training in a single surgical discipline other than the
principal components of general surgery as defined, orina
special concentrated experience in- a single principal
component of general surgea/.

The grotgram must provide for advanced education in
human biologic phenomena as they relate particularly to
disorders of a surgical nature and an understanding of the
etiology, pathogenesis, diagnosis and management of surgical
disorders. The program must also provide an opportunity
for each resident to acquire the technical knowledge, the
interpersonal and the psychomotor skills so important for
the specialist in surgery. This goal can best be attained by
means of a progressively graded curriculum of study, clinical
and operative experience and increasing responsibility for
a?plication of these principles and skills in the management
of a broadening and more complex set of clinical conditions.
Adequate and equivalent opportunity must be afforded each
resident, under the guidance and supervision of a qualified
teaching staff, to develop the degree of clinical maturity,
surgical judgment and clinical diagnostic and operative skill
to render him prepared to provide the level of care to patients
with a wide range of surgical disorders in the manner
appropriate to a specialist in surgery.

he basic areas of surgical education must include, but
need not be limited to: wound healing; hemostasis and blood
disorders; oncology; shock and circulatory physiology;
surgical microbiology; respiratory physiology; gastrointesti-

nal physiology; genitourinary physiology; surgical endocrin-

ology; surgical nutrition; fluid and electrolyte balance; meta-
bolic response to injury, including burns; musculoskeletal
biomechanics and Jnhysiolo y; immunobiology and trans-
plantation; applied surgical anatomy and surgical path-
ology. This fundamental surgical education should be

“musculoskeletal, hand an
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acquired primarily through clinical experience and
_zlapplications and should not be based solely on didactics.
rainees must not be allowed to progress to the advanced
years of residencg with major responsibility for overall
patient care until they have clearly demonstrated by clinical
erformance and by an objective test mechanism that they
ave acquired a satisfactory understanding of the above
fundamentals. :

The program design and execution must provide the
resident with an opportunity to acquire not only the central
core of knowledge specified above, but also to acquire a
detailed knowledge and experience, under supervision, in
the pre-operative, operative, and post-operative care of
patients of all age groups with diseases of the alimentary
tract, of the abdomen, of the breast, of the head and neck,
of the vascular system, and of the endocrine system, and in
the comprehensive management of trauma including

head injuries. Specifically,
arrangements must be made for the surgery resident to
receive training and graded experience, under supervision,
in the pre-operative, operative and post-operative care of
the injured patient, including that provided in the emergency
department and intensive care unit. The above described
areas are considered to be principal components of the
specialty and as such must receive the appropriate degree
of attention. The resident must have personal experience
with a variety of rigid and flexible endoscopic techniques,
including laryngoscopy, bronchoscopy, esophagoscopy,
gastroscopy, colonoscopy, peritoneoscopy and intraopera-
tive choledochoscopy; this shall also include new and evolv-
ing endoscopic techniques.

In addition, the program design must enable the residents

. to acquire an understanding of the principles of and to have

a personal clinical experience to include operative care in
the more usual problems in cardiac, thoracic, gynecologic,
neurologic, orthopedic, plastic, neonatal and urologic surgery
and in anesthesiology. This experience may be obtained by
a formal rotation to an accredited program or assiﬁnment
to a duly constituted service in the parent or afliliated
institution. The program must provide the residents with
experience in difect and progressively responsible patient
management as they advance through training and must
culminate in sufficienily independent responsibility for clinical
decision making that the program director is assured that
the graduating resident has achieved ability to execute that
sound surgical judgment, including non-operative manage-
ment, which characterizes the ?eneral surgical specialist.
Operative skill is essential for the surgeon and can be
acquired only through personal experience and training. No
amount of observation or assisting can substitute for personal
performance of operative procedures. An acceptable
program must provide for sufficient operative experience
to train qualified surgeons, takin% into account individual
capability and rate ol progress. The volume, variety and

- magnitude of the operative experience of each resident must

be such as to insure that each has become technically
qualified upon completion of the Frogram. Therefore, the
volume and variety of cases available must be such that there
is an adequate distribution as to complexity and within the
areas of general surgery, especially the principal components,
to provide an equivalent and adequate distribution for all of
the residents. While the number of operations to be
performed by each resident is not specified, experience has
shown that an acceptable range, in most instances, is from
500-800 total cases and from 150-300 cases as the
“Surgeon, Senior Year”. Provided that previous personal
operative experience has been adequate, cases listed as
“teaching assistants” may be credited toward chief year
requirements. Grossly unequal experience among residents
an% unexplained variations from this range, or inadequate
experience in breadth or complexity will be cause for
questioning the acceptability of the program.

In some institutions, a so-called “Chief Resident’s Service”
exists. While this may be highly desirable educationally, it
should not encourage two levels of care and must be
administratively defined and adequately supervised by the
senior teaching staff. Regardless of the structure of the
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teaching service, every effort must be made to afford the
residents the highest possible level of responsibility. A
resident may be considered to be the “surgeon” only when
he or she has played a significant role in determining or
confirming the diagnosis, in the provision of pre-operative
care, in the selection and accomplishment of the appropriate
operative procedure, in managing the post-operative course

and has had the opf;])ortunity for sufficient follow-up to be -

acquainted both with the course of the disease and outcome
of treatment.

Clinical and/or laboratory research is an important
component of a well rounded residency and residents should
be encouraged to participate. However, unless the resident
has an interest in participating, laboratory research should
not be required as a major component. A programapproved
for five or more years duration may assign a resident to full-
time research.

Educational conferences of an adequate nature must be
conducted, not only as specified in the “General Require-
ments”, but also to discuss specific clinical problems and
advances in surgery. Weekly review of all current complica-
tions and deaths, in addition to specific and current clinical
cases, must be conducted with documentation of partici-
[:l)_ation in the conference by the residents and teaching staff.

his should include radiological confirmation and patho-
logical confirmation of all surgical specimens and autopsies.
Regular attendance by multiple teaching and other senior
staff members, as well as the residents, is considered to be
a key index of interest in the educational aspects of the
program. Programs in which there is little participation by
multiple members of the designated staff cannot be
considered acceptable. - , .

TEACHING STAFF: The staffresponsible for the direction
and execution of the program must be well qualified and of
enough diversity of interest so as to represent the many facets
of surgery. The grogram director shall be highly qualified in
surgery, certified by the American Board of Surgery, or have
equivalent qualifications, and shall be dedicated to surgical
education. He shall be institutionally based or his principal
offices shall be located so that he is readily available to the
resident staff. He shall be responsible for the work done and
make staff appointments in the teaching department or
service. He shali make resident appointments and
assignments and be, responsible for the proper conduct of
the educational activities and for their supervision, direction
and administration. In discharging these responsibilities, the
program director should designate other well qualified
surgeons to assist in the supervision of the resident staff on
the minimum basis of one for each resident at the chief level.

Program directors, as well as surgeons appointed to the
teaching staff, must have a real and demonstrated interest
in teaching, personally provide the necessary time and effort
to the educational process and set an'example by engaging
in scholarly pursuits such as (1) participation in their own
continuing surgical education; (Z?partici ation in regional
or national surgical scientific societies; (3) presentation and
publications ot scientific studies; and (4) demonstration of
an active interest in research as it pertains to their own special
surgical interests.

program whose staff does not exhibit such character-
istics will not be approved. - :

To be adequate, the. teaching staff must be formally
organized and meet regularly. The program director should
customarily be appointed for at least the duration of the
Frogram plus one year. Key staff members must be appointed

or a period long enough to insure adequate continuity in
the supervision of the resident staff. Persons appointed or
elected for short durations or in an “honorary” capacity
cannot be considered adequate to serve as program directors
or as key teaching staff members. -

A teaching service shall be established and staff
appointments to that service must be limited to those
surgeons who meet the previous qualifications and who
demonstrate in a practical manner that they are dedicated
to the proper education of the residents and will provide
access by the residents to their patients while providing the

appropriate supervision. That service must achieve the .

'

gro er balance between service and education, expressed
oth by actual operations performed by the resident staff
and their role in active educational pursuits.
OUTPATIENT FACILITIES: To be adequate, a program
must have both in-patient and out-patient activities. Active
resident participation in out-patient services is an essential
component of any program. Here, patients are to be seen

- by the resident staff, a provisional diagnosis established,

appropriate diagnostic procedures initiated and a preliminary
treatment plan made prior to admission to the hospital. An
opportunity for follow-up care must be made available so
that the results of surgical care may be evaluated by the
responsible residents. Some training programs may use the
emergency service or private staff offices in lieu of other out-
patient facilities, but where the emergency service and the
elective and follow-up facilities are separate, each functions
more effectively and provides better experience for the
residents; therefore, such an arrangement is preferred. The
out-patient service must be complementary to the in-patient
service and not a disconnected entity. An exposure to private
or clinic office practice may be desirable so that the resident
may become gmiliar with the patterns of private practice
and when included should be so indicated in the program

lan.
. P SPECIAL TRAINEES: At the time of each program

survey, or at other times at the request of the RRC, the
program will provide to the RRC a compilation of any training

‘programs in integrated hospitals that might impact on the

experience of the residents in the parent program in general
surdery in the prime components of that specialty, as
reviously defined. Such competing programs include
ellowships or residencies approved by the ACGME,
unapproved residencies, fellowships or other training
programs and affiliations with other approved programs that
provide clinical experience for trainees from the latter
programs. All of the fore%oing will hereinafter be referred
to as “special trainees.” This report will describe in detail
the relationship of any such special trainee to the trainees
in the program in general surgery. In order to fully evaluate
the impact on general surgery training, quantitative data will
be required as to the operative experience of the special
trainee and will be submitted on the regular operative report
forms of the RRC for Surgery. A program in which the
experience of residents completing the general surgery
program is significantly diminished by the presence of other
trainees, approved or otherwise, will be subject to adverse
action by the RRC with respect to its accreditation status.
Residents in surgery in the chief or final year cannot rotate
on a reserve simultaneously with a special trainee who has
completed the final year of a graduate program in a surgical
‘specialty without (i)rior approval of the RRC for Surgery.

Reflecting the dedication of its parent organizations, the
RRC for Surgery is committed to tge ideal of promoting and
strengthening graduate education in general surgery. To this
end, the integrity of institutional commitment to providin
optimum experience in the essential components of genera
surgery for trainees in the fourth and fiftﬁ ears of training
is critical. The unique nature of the chie? residency year
(PGY-5) of surgical training is designed to promote the
maximum maturation of judgment, decision-making and
technical (i)roficiency. The uniqueness of this experience is
fragile and can be threatened by the interposition of “special
trainees” (i.e., vascular, oncoYogy, head and neck, hand,
critical care, etc. fellows) between the general surgery chief
resident and his ultimate responsibility to the patients, as
well as his access to his attending surgeon.

Where concurrent rotation on a service of a general
surgery chief resident and a special trainee has been
approved, the RRC for Surgery has determined that, in
principle, it is inimical to training in general surgery to assign
a chief resident and a special trainee to the same patients.

. As a rule, the RRC for urgerﬁ'will not approve programs
1

which propose such a relationship, i.e., both the general and

. ffecia program. Under very exceptional circumstances, the

RC will ¢onsider requests for relief from this rule. Such
requests must provide documentation to the effect that the
integrity of the general surgical training is preserved or
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enhanced. The “special trainee” or fellow is not a substitute
for full-time surgical faculty. Implicit in this request for relief
is the requirement for abundant numbers of patients to serve
the educational needs of both the chief resident and the
sgecia] trainee. The allocation of these patients to one of
the other remains the responsibility of the program director.
Inthe event that the chief resident and “special trainee” share
an operative experience, credit for the operation will be
ass?ned to one or the other, but not both. Preferably, this
credit will be awarded to the individual responsible for the
pre- and post-operative care of the patient. :

SPECIAL INFORMATION: Institutions which cannot
provide totally adequate resources and clinical experience
within their own facilities should make formal arrangements
with other institutions to become “affiliates” of the program
or even to join the program as an “integrated” component.
Such affiliations or integrations must be approved by the
Residency Review Committee prior to implementation.
Ordinarily, the final clinical year must be accomplished in
the parent institution or in an “integrated” institution. An
“integrated” institution is one in which a formal, written
agreement exists between the parent institution and its
program and the integrated institution, which specifies that
the program director of the parent institution éa) appoints
the members of the teaching staff at the integrated institution,
(b) appoints the chief or director of the teaching service in
the integrated institution, (c) appoints all residents in the
program,.and (d) determines all rotations and assignments
of both residents and members of the teaching stalf. Chief
residents may only rotate to integrated institutions. It is
recognized that not all members of the surgical staff at an
integrated institution may be appointed to the teaching staff
in that institution. Special approval must be obtained from
the Residency Review Committee if (a) a gortion of the final
year is spent at an affiliated program; (b) rotations to the
affiliated program exceed six months; and (c) if more than
one year total is spent away from the parent institution.

The number o %ositions in the training program must
be approved by the Residency Review Committee. Changes
in numbers of positions in existin pro%ams are similarly
subject to RRC approval. The Residency Review Committee

ermits modest variations from the approved numbers of

GY-1 and PGY-2 positions on a temporary basis only.
Whenever the resident complement is decreased, the
changes should be reasonably staged to project the PGY-3
and PGY-4 residents already in the program. ’

The numbers of PGY-1 and PGY-2 positions should be
consistent with the number of chief residency positions as
well as provision of prespecialty training to identifiable
subspecialties. .

Programs must strive for the highest possible quality of
educational experience for the residents and will be judged
b}; the reviewing authorities on this basis. One measurement
ot the quality of a program is the performance of its graduates
with respect to the certification process of the American
Board ot Surgery. -

The provisions of the “General Requirements” must be
met in addition to the above “Special Requirements” for a
program to receive accreditation. :

OTE: Residents who Elan to seek certification in surgery
should communicate with the Secretary of the American
Board of Surgery to determine the full and current
requirements for certification.

Effective: July 1986 ACGME: September 1985
Training Programs in Pediatric Surgery

GENERAL CHARACTERISTICS OF ACCREDITED _

PROGRAMS: Accredited residency programs in pediatric
surgery should be designed to provide a progressive
educational experience of uniformly high quality that will
prepare residents to function as well qualified, ethical, safe,
and independent specialists in pediatric surgery. In meeting
the objective of preparing trainees to function as highly
qualified specialists, the educational aspects of the program
are of paramount importance. In order to gain the essential
clinical skills and experience, service responsibility to patients

Pediatric Surgery

is also an important part of the program. The residents must,
however, be provided with appropriate time, facilities, and
guidance for their own program of self-study. The educational
and service aspects olf) the program must be organized in
such a way as to provide the trainee the opportunity of
becoming a knowledgeable, experienced, and competent
specialist. :

The performance of each house officer shall be evaluated
by the teaching staff at least at six-month intervals; it is
desirable that comments from other departments or services

- involved in the. training of the residents be included in this

evaluation. Prior to advancement to the senior or chief
resident level of supervised and semi-independent patient

* management and operative experience, each trainee must

clearly demonstrate acquisition of basic knowledge in
pediatric surgery. An objective test for this ?ur jose is
required, and an excellent instrument is the In-Training
Examination prepared annually by the Education Committee

of the American Pediatric Surgical Association. In addition,

the trainee must demonstrate competence in clinical pediatric
surgery prior to completion of the training program. An
program which does not have an effective system whic
clearly demonstrates that each trainee has successfully
passed these two milestones cannot be considered adequate.
Records must be maintained on each trainee documenting
the evaluation at six-month intervals, competence in basic
surgical knowledge of pediatric surgery as demonstrated by
an objective examination, and the demonstration of
competence in clinical pediatric surﬂery prior to completion
of the program. Ih instances in which significant deficiencies
in the trainee become evident, these must be reviewed with
the trainee and appropriate and individualized plans

_ implemented to assure that the two milestones noted

previously are met.

THEINSTITUTION: In addition to the essentials outlined
in the General Requirements, institutions with an atpi)roved
training program in pediatric surgery must have the following
characteristics: :

1. There shall be inpatient pediatric surgical admissions
adequate to provide educational experience for the Frogram.
Intensive care units for both infants and older children are
essential. Pediatric surgical outpatient care sessions which
meet on a regular basis, at least two times weekly, must be
available for initial evaluation of ambulatory patients with
surgical conditions and for the follow-up management of
patients with surgical conditions, from the standpoint of both
short-term management and ﬁrolonged evaluation. An
emergency department in which infants and children with
emergency or urgent conditions can be efficiently managed
twenty-four hours a day is essential. The pediatric surgical
staff will ordinarily serve as consultants for this department
for patients with possible surgical conditions and must

. manage all patients with multiple injuries.

2. "To provide the necessary breadth of experience, an
accredited training program in pediatrics is essential.
Residency training programs in other surgical and pediatric
specialties, radiology, and pathology, either within or affiliated
with the institution, are highly desirable.

3. The department of radiology should be under the
direction of a geo{graphic full-time radiologist; and one or
more of the staff must have special qualifications and
proficiency in the radiologic management of infants and
children. The department should be well staffed and
organized to permit efficient and complete evaluation of

atients twenty-four hours a day. The department should
Ee furnished with modern radiologic e?uipment and with
the technical equipment necessary for such imaging

procedures as ultrasonography, computerized tomographic -

scanning, and an?iography. Facilities for nuclear medicine
should be available either in the department of radiology or
elsewhere in the hospital organization.

4. The department of pathology should be under the
direction of a full-time pathologist, and one or more members
must have special qualification in pediatric pathology. The
department is to provide efficient and expert surgical
Eatho]ogy service, and surgical pathology consultation must

e available at all times. The department should also provide
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and be responsible for the conduct of efficient and complete
postmortem examinations. The department of pathology
shall participate on a regular basis in the pediatric surgical
educational program, including the conduct of appropriate
conferences attended by both staff and residents on the
pediatric surgical service at which the current surgical
athology material is presented and discussed. Attendance
vy the pediatric surgical residents is strongly encouraged at
postmortem examinations on patients who have been under
their care. A high institutional autopsy rate is encouraged,
as this is indicative of the involvement of the staff and
residents in scientific advancement. .

5. Within the department of anesthesiology there must
be anesthesio]oﬁists with special interest, competence, an
experience in the anesthesia of infants and children. The
number of such anesthesiologists should be consistent with
the volume of surgical cases in the pediatric age groulp.

6. A medical records department shall be efficiently and

roperly supervised by a qualified medical records librarian.-

here should be appropriate and complete cross-indices on
the basis of diagnosis. The clinical records must be complete,
with adequate histories and physical examinations, laboratory
data, radiology reports, operative reports, pathology reports,
consultation, and discharge summaries. Progress notes
should be included at frequent intervals documenting the
current problems of the patient, complications, and diagnostic
and treatment plans. All inpatient charts should reflect
adequate supervision by the responsible member of the
pediatric surgical staff. The charts shall be of sufficient
completeness and clarity to function as instruments for patient
care teaching and clinical investigation. The institution shall
have a records committee composed of members of the
medical staff who meet regularly with the medical librarian
to review charts in order to insure the quality and
completeness of the charts and their timely completion. This
committee must have the authority to take such measures
as are necessary to insure that these standards for the charts
are met.

7. Theinstitutional librarty shall contain a representative
and authoritative collection of books and journals an pediatric
surgery, pediatrics, general surgery, other surgical specialties,
radiology, and the basic sciences. The library shall be
managed and supervised by a well-qualified medical librarian.
The Index Medicus should be part of the library, and access
to computerized literature search facilities is higﬁ] desirable.
Where appropriate, arrangements for an efficient lséan system
with a larger medical library, such as that in a medical school,
should be made in order to insure the availability of
appropriate books and journals that may be required by the
attending staff and residents. :

DURATION OF TRAINING: Before beginning a residency
in pediatric surgery, each trainee must have satisfactorily
completed a l{)rc%gram of ﬁeneral surgery accredited by the
ACGME or the Royal College of Surgeons of Canada. The
trainin% program in pediatric suégery must last at least two
years. Eighteen months must be devoted to clinical pediatric
surgery. T he last twelve months of the clinical training must
be at the chief pediatric surgical resident level with a high
degree of responsibility for patient management and
operative experience. The remaining required six months
of the two years may be devoted to related clinical disciplines
designed to enhance the educational experience, or may be
devoted to research.

Rotations not to exceed three months may be spent at
other institutions at the discretion of the program director
during the first year of training. Rotations outside the parent
institution exceeding three months and not to exceed six
months may be made only with the approval of the Residency
Review Committee for Surgery.

SCOPE AND CONTENT OF PROGRAM: The program

must provide both adequate clinical experience and

education in the fundamental areas of surgery related to
infants and children. The trainees must be provided with the
opportunity for direct and responsible patient management
so that they may attain detailed knowledge of congenital,
neoplastic, infective and other acquired conditions of the
gastrointestinal system and other abdominal organs; of the

blood and vascular system; of the intequment; of the
diaphragm and thorax exclusive of the heart; of the endocrine
lands; of the i nads and reproductive organs; and of the
ead and neck. In addition, an opportunity for similar
experience in traumatic conditions of the abdomen, chest,
head and neck, and extremities must be provided. The

_ trainee must have sufficient experience to become expert

in the management of children who have sustained injuries
to multiple or?ans and who have sustained burn injuries. The
trainees should also have sufficient exposure in endoscopy
to become competent in laryngoscopy, bronchoscopy,
esophagoscopy and gastroduodenoscopy, and cystoscopy.
The trainees must gain adequate understanding of the
principles of and experience in the management of the more
common problems in urologic surgery, and must have the
opportunity to gain adequate knowledge of the basic
principles of orthopedics, plastic surgery, and neurologic
surgery. It is essential that most of the patients on the
pediatric surgical service be available for teaching purposes
in order that the requirements for appropriate experience
and direct and responsible patient management be met.

The program must provide additional education in basic
areas fundamental to pediatric surgery to include, but not
be limited to, embryology, genetics, wound f\ealing,
hemostatis and blood disorders, immunobiology, trans-
plantation, and physiology and pathology of the circulatory,
respiratory, gastrointestinal, genito-urinary, and endocrine
systems. Svimilarly, the program should provide appropriate
education in fluid and electrolyte balance, nutrition, infection,
metabolic response to injury, and anesthesiology.

The program must incorporate structured educational
activities on a regular basis, to include: 1) teaching rounds
with bedside teaching conducted by the chief or attendin
surgeon; 2) staff supervision of surgical procedures performe
by the resident to ensure that the trainee has the opportunity
to develop proper judgment and ability to make decisions,
as wellas safe, precise, and gentle technique in the orerating
room; 3) regular teaching conferences, held at least bi-
monthly, to include pediatric surgical grand rounds, morbidity
and mortality conferences, and radiology conferences; and
4) other relevant multidisciplinary conferences, including
surgical pathology and tumor conferences. During the senior
year, the trainees are to be given the opportunity for
personally organizing the more formal of the pediatric surgical
conferences, includin%pediatric surgical %_rand rounds and
the mortality and morbidity conferences. They shall also be
directly responsible for a significant share of the presentations
and discussions at these conferences.

The residents must participate in the outpatient program
as an integral component of the program. In the surgical
outpatient facility, the residents shall have the opportunity
to see patients, make appropriate provisional diagnoses,
initiate dia]gnostic procedures, and form preliminary
treatment plans. In addition and of particular importance,
the residents must have the opportunity for outpatient
follow-up care of surgical patients. This care shall include
not only the short-term evaluation and progress of patients
who have had recent surgical problems or procedures, but
also the opportunity to see patients on a long-term basis,
particularly those who have had operations for major
congenital anomalies or neoplasms. ‘

0 meet the requirements of direct and responsible patient
management experience as detailed previously, it is essential

- that those patients whose primary grob]em is surgical be

on the pediatric surXical service and be directly managed
by the surgical staff.

specialists such as neonatologists and intensivists is strongly
encouraged as this contributes to the welfare of the patients
and to the education of the pediatric surgical residents, it is
emphasized that newborns with surgical conditions, as well
as surgical patients requiring intensive care, must be on the
pediatric surgical service where the care is the responsibility
of the surgical staff and house staff.

Participation and productivity in scholarly pursuits by the
residents, as well as the staff, is an important attribute of an
accredited program and is strongly encouraged. Residents
should have the opprotunity to engage in clinical and/or

lthough appropriate consultation with .
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laboratory research. They should also be given significant
teaching responsibilities for more junior house officers and
medical students assigned to the service and should also
share in the development and the presentations of the formal
teaching conferences. The resident’s effectiveness as a
teacher shall be a part of his or her overall evaluation.

TEACHING STAFF: The staff responsible for the
organization and performance of the pediatric surgical
program must be well qualified and diversified so as to
represent the many facets of pediatric surgery. The training
director responsible for the program should beinstitutionally
based and certified by the American Board of Surgery as
having Special Qualifications in Pedijatric Surgery, or possess
suitable qualification. The training director must be dedicated
to and actively engaged in surgical education and must be
responsible for the proper conduct of the educational
activities of the program. Together with the chief of service,
if these positions are separate, the program director is
responsigle for the appointment of residents and of the
teaching staff and assignments of both. The staff must include
at a minimum one other pediatric surgeon similarly qualified
and devoted to surgical education. The teaching staff must
be formally organized and meet regularly. The program
director shall be appointed for at least the duration of the

rogram plus one year, and the other key staff members must

e appointed for a period long enougﬁl to insure adequate
continuity in the supervision of the program. It is essential
that the members of the teaching staff, by their own
dedication to patient care and to their own education, provide
exemplary models to the trainees.

PATIENT VOLUME: To be approved for training in
pediatric surgery, an institution must provide an adequate
number and variety of pediatric surgical patients. Although
arbitrary figures may not be able to reflect these conditions
accurately, under usual circumstances the general pediatric
surgical service should perform a minimum of 750 operations
per year. The chief resident must be provided with a broad
and varied experience, and is expected to be responsible
under supervision for at least 120 major pediatric surgical
operations during the final year. This experience must include
a sufficient number of neonatal cases to insure the trainee
the opportunity to acquire adequate experience, knowledge,
and competence in the conditions falling under this category,
and there should also be an adequate number of major solid
tumor procedures. .

SPECIAL INFORMATION: Although it is not necessary
or even desirable for all institutions to be organized in an
identical manner, it is essential that a program meet the above
minimum requirements for approval, either independently
or in affiliation with- other institutions. An important
measurement of the quality of a program is the performance
of its graduates on the examinations of the American Board
of Surgery for Special Qualifications in Pediatric Surgery.

NOTE: All questions concerning the examination for
Certification for Special Qualification in Pediatric Surgery
should be addressed to the Secretary, American Board of
Surgery, Inc. :

Effective: July 1985 ACGME: May 1985

Training Programs in General
Vascular Surgery

GENERAL CHARACTERISTICS OF APPROVED
PROGRAMS: Graduate training programs ingeneral vascular
surgery should be designed to provide the educational
resources appropriate for the development of proficienc
in the diagnosis and treatment of diseases of tﬁe arterial,
venous, and lymphatic circulatory systems, exclusive of those
components intrinsic to the heart, thoracic aorta and
intracranial vessels. The foregoing definition is hereinafter
referred to as the vascular system. The training objectives
are most appropriately achieved through a structured
program that is properKJ supervised and accredited. This
may be accomplished either concurrently with, or after the
completion of, a graduate educational program which meets

Vascular Surgery

the requirements for approval and accreditation in either
general surgery or thoracic surgery.

TYPES OF PROGRAMS: Appropriate education and
training in general vascular surgery may be attained through
four types of programs: (1) A program in general vascular
surgery providing a chief {(senior) residency in vascular
surgery after the completion of an accredited residency in
general surgery and/or thoracic surgery. This type of general
vascular surgery program should not result in removal of
patient material or operative experiencerequired in the core
program to such an extent as to adversely affect the
competency of those residents completing the core program.
It is recognized that certain general surgery and thoracic
surgéery programs especially rich in general vascular surgery

.may also qualify to train vascular surgeons within the context

of existing programs. Under these exceptional circumstances,
additional types of programs in general vascular surgery may
be possible. (2) As a component of an accredited general
surgery program in which the year of residency in general
vascular surgery is preceded by a minimum of three and a
half years of residency in general surgery, has no more than
one break in the continuity, and in which the chief resident
year satisfies the requirement of both the general surgery
and general vascular surgery programs.i5 (3) A general
vascular surgery residency combined with cardiothoracic
surgery training where patient material is adequate to fulfill
the requirements of both areas of training.1¢ (4) The
requirements for training in general vascular surgery may
be tulfilled in the combination of an approved general surgery
program and an approved thoracic surgery program in the
same institution. ) :
DURATION AND SCOPE OF TRAINING: Whichever o
the four types of programs offered, the general vascular
surgery program must be of sufficient duration to allow the
trainee to acquire an acceptable level of skill in the diagnosis
and treatment of vascular diseases. Type 1 and type 2
programs shall not be less than twelve months and shall be
exclusively devoted to general vascular surgery. The

. minimum training period may not have more than one break

in its continuity. In a combined training program with a
particularly abundant and varied case load {types 2, 3 or
4), a fraction of the twelve months spent at a level below
the chief (senior) year may be acceptable. Experience as a
resident at levels of training earlier than the chief {senior)
residency year must be at senior level responsibility in general
vascular surgery to be acceptable. Special consideration for
credit as senior level general vascular surgery applied toward
the required twelve months will be granted by the Residency
Review Committee only in exceptional circumstances. The
program must provide instruction and require the trainee
to become knowledgeable in the fundamental sciences,
including anatomy, embryology, physiology and pathology,
as they relate to the diagnosis and treatment of vascular
lesions.

Familiarity with special diagnostic techniques is of great
importance in the management of vascular lesions. It is
essential that the trainee have an acquaintance with the
methods and techniques of angiography and an expert
knowledge of the interpretation of angiographic findings. The
use of non-invasive diagnostic techniques such as echography,
ultrasonic flow metering, and radioisotopic imaging and flow
studies makes it highly desirable that the trainee also have
a knowledge of these methods in order to understand not
only their potential but also their limitations and hazards.

15This specialized training in general vascular surgea; is in addition to
the minimal requirements set forth in the “Special etﬂuirements for
Residency Training in General Surgery.” Such a program shall be a minimum
of five and a half years in duration.

16This sFecialized trainin% in general vascular surgery is in addition to
the minimal requirements set forth in the “Special Requirements for Thoracic

Surgery.”




34 ESSENTIALS OF ACCREDITED RESIDENCIES

Internal Medicine

The minimum duration of residency in general vascular
surgery as defined above must be clinical in nature. Research,
laboratory, and non-vascular clinical assignments must not
infringe on this requirement. Most importantly, the trainee
must be provided with progressive senior surgical
responsibilities in the four phases of total patient care
consisting of patient evaluation, therapeutic decisions,
operative experience and post-operative management.

ORGANIZATION AND STAFF: To provide for an effective
training program, a general vascular surgery service must
be organized as an indentifiable unit, even though it is within
the framework of a larger administrative entity such as a
department of surgery or general surgery or thoracic surgery.
It is hi%hly desirable that all patients with vascular disease
available for teaching purposes be admitted to this unit so
that the educational patient material may be centralized and
utilized most efficiently. The general vascular surgery unit
must be under the direction of a qualified vascular or
cardiovascular surgeon certified by the American Board of
Surgery or the American Board of Thoracic Surgery, or
possessing equivalent qualifications, and dedicated to the
teaching of general vascular surgery. The director of the
general vascular surgery program must have continous
responsibility and authority for administrative and teaching
policies of the service.

Privileges on the general surgery service accredited for
teaching should be granted to surgeons only with the
understanding that their patients are to be available for
coordinated graduate education of the residents. Such a
requirement is in no way intended to infringe upon the
professional authority of the staff member responsible for
the care of the patient. All members of the staff of the general
vascular sur?eay unit with an accredited program must be
highly qualified in general vascular surgery, dedicated to
teaching, and must devote the necessary time and effort to
the educational program. They should also engage in
scholarly activities. : ’

The objectives of a general vascular surgery trainin
program can only be achieved when the program is base
within an institution approved for graduate education in
general surgery and/or thoracic surgery and also in the
disciplines particularly related to surgery, namely internal
medicine, radiology and pathology. Programs in general
vascular surgery are approved only as an integrated part of
and administratively attached to the approved core program
in general surgery or thoracic surgery.

PATIENT POPULATION: The institution, department or
service accredited to conduct a program of graduate
education in general vascular surgery must be able to provide
a sufficient number and variety of vascular surgery patients
to insure that the residents have an adequate exposure to a
wide spectrum of lesions of the vascular system in order that
they may acquire a high level of skill in their diagnosis and
management. It is desirable that the resident gain an ample
degree of out-patient diagnostic and follow-up experience.

PERATIVE EXPERIENCE: The resident must be
afforded the opportunity to have chief (senior) resident
responsibility in'the operative management of a wide range
of cases that involve the commonly employed reconstructive
and non-reconstructive vascular procedures that include
within the scope of general vascular surgery the arterial,
venous, and lymphatic circulatory systems, briefly called the
vascular system, and are exclusive of those components

intrinsic to the heart, thoracic aorta, and intracranial vessels.

Chief or senior resident operative experience is defined as
activity in the course of wﬁich the resident functions as the
operafing surgeon or performs critical technical portions of
the operation while serving as first assistant. W{)t?l respect
to vascular reconstructive cases, a minimum of 70 procedures

- {exclusive of hemo access operations) with senior operative
experience as defined is an adequate base for the acquisition
of the necessary skills. The demands of the acquisition of
the necessary judgment in treating vascular diseases dictate
that the tota ogerative and non-operative experience of the
resident must be considerably greater than the number of

cases defined as the minimal requirement for senior operative .

articipation. This experience should represent a healthy
Ea]ance of the'spectrum of vascular disorders in proportion
to the frequency of their occurrence in the general population
and should be evenly distributed over the twefvoe month
period of training.

SHARED PROGRAMS: If the clinical and operative
experiences in the training of the residents are shared
between services in two or more hospitals integrated (as
defined in the “General Requirements”) with the core
program, the combined experience must fulfill the
organizational and educational requirements listed above.

SPECIAL INFORMATION: (a) The Residency Review
Committee for Surgery will be the reviewing body. When
programs in general vascular surgery are being reviewed,
there will be a cooperative arrangement whereby the
Residency Review Committee for Thoracic Surgery will be
a?propriately represented and involved by the participation
of members designated for this purpose by the Residency
Review Committee for Thoracic Surgery in the numbers as
mutually agreed upon by the Residency Review Committees
for Surgery and for Thoracic Surgery. (b) Programs meeting
the requirements specified above and having received the
approval of the Residency Review Committee will be
identified. A list of these programs will be maintained by
the Secretary of the Residency Review Committee for
Surgery and will be published in the Directory of Residency
Training Programs where they will be separately identified
as accredited general vascular surgery residencies (types 1,
2,3 and 4).

Effective: July, 1983 ACGME: November, 1982

- 8. Special Requirements for Residen_cy Training

in Internal Medicine

Residencies should be or?anized to provide experience
in the broad field of internal medicine and those ancillary
areas necessary for its function as a primary care specialty.
The ma{'or criterion for an acceptable residency program in
internal medicine is the provision of a well supervised,
progressive educational experience of not less than three
years duration. Such programs must provide an intellectual
environment for properly teaching and learning skills and
attitudes which are essential to the practice of internal
medicine. To provide excellent patient care, physicians must
have as their primary professional concern the welfare of
their patients. In order to be a competent internist, the
resident must have the necessary humanistic qualities,
attitudes and interpersonal skills which allow the development
of appropriate patient/physician relationships. These include
integrity, respect, compassion, professional responsibility,
sensitivity to the patient’s needs for confort and encourage-
ment, appreciation of the patient’s perception of illness, and
appropriate demeanor towards colleagues. Although difficult
to ?uantify, these attributes of residents can be evaluated
by faculty, peers and others during clinical encounters. The
social and economic impact of disease on the patient and
society as well as the efficient delivery of superior cost-
effective medical care should be emphasized. These
objectives can be achieved only when the leadership, the
attending staff and the administration are committed to the
educational program and when the proper resources and
facilities are present. The objectives cannot be achieved when
the residency functions primarily as a service oriented
activity.

Although rigid criteria for graduate medical education is
not desirable, certain sEecific factors are essential to the
success of a program. These are discussed below:

1. ADMINISTRATION '

The administration of the sponsoringinstitution(s) should
be understanding of and sympathetic to the attainment of
educational goals and should evidence the willingness and
ability to support these goals philosophically and financially.
The latter includes a commitment by the institution and by
the program that embraces appropriate compensation for
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faculty and housestaff, areas for teaching, educational

support services and opportunities for research. .
dditionally, the administrative structure must be such
that the program director has adequate authority to organize
and oversee the activities of the educational program. Major
changes in governance, structure, institutional support and
goals which affect the educational program must be
communicated to the Residency Review Committee for
Internal Medicine. This notification must be communicated
by the institutional administration or by the program director.
A medical school affiliation agreement is desirable but not
required for approval of a training program.
2. THE DEPARTMENT OF INTERNAL MEDICINE

‘A. The Program Director:;

The department of internal medicine administrive
structure and distribution of authority must provide for the
overall integration of an organized learning experience in
general internal medicine and the medical subspecialties. It
is desirable that the person designated as program director
have responsibility fgr the quality of both patient care and
teachin%]in the residency program with suftficient authority-
tofulfill that responsibility. Other organizational arrangements
must assure that these responsibilities are met. The strength
of the medical service is directly related to the professional
competence and leadership qualities of the program director,
whose tenure should be such as to insure continuity for the
program. The program director may be on a full-time or part-
time basis, but must be willing and able to spend the many
hours required to organize, supervise and implement a good
training program. An increasing number of institutions are
finding a full-time chief of service and program director to
be a major asset to the training program. If there isa change
in program directors, the Residency Review Committee for
Internal Medicine must be notified by the institution
- immediately with an explanation of the change and a
curriculum vitae of the new program director.

B. Faculty: )

The program director, section chiefs and teaching staffs
must be appropriately qualified internists, selected for their
demonstrated ability in teaching, and ongoing commitment
to medical education, patient care, and the scientific and
humanitarian basis of medicine. This commitment should
be demonstrated by active participation in appropriate
scientific societies, continuing medical education and an
active interest in medical research. The program director
and section chiefs may be appointed on a full-time or part-
time basis, but must be willing and able to spend the many
hours required to organize, supervise, and implement a good
training program and must have adequate term of office to
achieve their goals.

Full-time appointments of program directors and section
chiefs are often a major asset to the training program. While
members of the teaching staff may be voluntary, part-time,
. or full-time, the teaching staff, section chiefs, and program
director must share a commitment to the purposes and goals
of the teaching program. It is their responsibility to assist
the resident in the development of clinical judgment, medical
knowledge, and clinical and technical skills. It is essential
that they be able to nurture the attributes of the scholar,
scientist, teacher, and humanist. They must assure the
resident’s acquisition of proficiency in interpersonal
relationships and in the organization and management of
patient care through progressive-meaningful patient
res| onsibili_tly. '

3. EDUCATIONAL PROVISIONS

A. Patient Population: -

The patients encountered during the period of residency
training must be of sufficient number and exhibit a sufficient
variety of clinical problems to provide broad experience for
the resident. There should be an adequate number of patients
of both sexes and a wide spectrum of ages, including those
in the adolescent and geriatric age groups.

B. The Hospital:

Patients must be seen not only in the in-hospital
environment and critical care areas but also in emergency
departments and in the ambulatory setting. A geographic
concentration of patients assigned to a given resident is highly
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desirable; it promotes effective teaching and fosters

" meaningful interaction with other health personnel. Bedside

teachinc};]is an essential component of all good programs and
the teaching service should be designed to present this setting
in a comfortable manner for students and patients. There
must be space and equipment for the educational program,
including apﬂropriate meeting rooms and classrooms with
visual and other educational aids. The physical plant should
be planned and constructed to assure proper medical care
as well as safety and comfort for the patient. There must be
adequate space and equipment for up-to-date diagnosis and
therapy. Increasingly, acute care hospitals are affiliating with
chronic-care facilities (chronic-care hospitals, skilled nursing
facilities, etc.). Similarly, acute care hospitals are concerning
themselves with satellite clinics and home care programs.
Programs are encouraged to involve residents whenever
these relationships provide an environment for high quality
patient care and suitable opportunities for learning. The
program director has the responsibility to determine the
educational experience through appropriate documentation.

C. Medical Records:

The medical records department should be supervised
by a gua]ified medical record librarian, Access to clinical
records must continuously be available and should be
comprehensive and organized to permit the collection and

-evaluation of selected material from clinical records for clinical

investigation.

D. The Medical Library:

The medical library should be readily accessible to the
resident staff. There must be a means of access durinq those
times when the library is not open and staffed. The library
should contain a representative selection of books and
journals on internal medicine such as the Brandon Hill list
and the selection listed in the Library for Internists prepared
by the American College of Physicians and published
periodically in the Annals of Internal Medicine or their
equivalent.” There must be an interlibrary loan system and
access to a computerized research system. An Index Medicus
should be lpresent for reference use in locatin% medical
literature. In addition to books and journals, a library of
pertinent audio-tapes, video-tapes and films together with
the equipment necessary for their use is desirable.

4. CONSULTATIVE SERVICES ‘

Consultation provided by the departments of pathology,
radiology, nuclear medicine, and other consultative services
in the hospital contribute importantly to the residency
program. Each service should be headed by qualified
individuals, who ensure that their faculty participates in
educational programs of the medical service as well as their
own department or section.: As part of the educational
program it is important that all deaths be reviewed, and that
autopsies be gerformed whenever possible. Autopsies must
be performed in sufficient number to provide an adequate
educational experience and to assure the quality of patient
care. Autopsies are necessary to resolve diagnostic problems
and often provide new insights even in instances where a
definite diagnosis has been made antemortem. Residents
should be present at autopsies performed on their patients,
and should carefully review the autopsy reports. Clinical
and/or mortality conferences based on autopsy data should
be held at least monthly. Other clinical services, such as
general surgery, gynecology, and neurology, must provide
consultations performed by, or under the supervision of,
qualified specialists.

5. OTHER GRADUATE EDUCATIONAL PROGRAMS

Additional accredited residency programs should be
sponsored by the hospital because such ﬁrograms permit
increased peer interchange and augment the breadth of the
educational experience. In the absence of other residencies
the program director is obliged to make every effort to obtain
a teaching commitment from related clinical departments.
6. THE CURRICULUM AND THE TEACHING PROGRAM

A. General Principles: ’ : :

The ability to care for a wide range of clinical problems
is one of the distinguishing characteristics of the internist
therefore, ample opportunity for education in the broad field
of internal medicine must be provided. This experience is /
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fostered by rotations on general medical services, both
inpatient and outpatient, with exposure to a wide spectrum
of disease. Inpatient service assignments in which the resident
has a meaningful responsibility must provide a substantial
majority of a resident’s clinical experience. The assignments
should ¥Je of sufficient duration to permit continuin% care
throughout hospitalization. These rotations, preferably 6-8
weeks in length, must last at least 4 weeks. Emphasis should
be placed on the maintenance of health and on the study of
etiology, pathogenesis, clinical presentation and natural
history of various diseases so that the resident may develop
skill in diagnosis as well as mature 1judgment and resource-
fulness in therapy. Emphasis shou
and recording an accurate and thorough history and in
erforming a detailed physical examination. Residents should
ge observed and supervised in these functions. Residents
must have training in the proper and efficient use of
laboratory data and special procedures. Peer contact and
discussion is as important to the learning process as contact
with teaching faculty. The number of medical residents in
the program must be sufficient to provide for frequent and
meaningful discussions regarding patient care. In order
to provide adequate peer interaction, it is stronglg
recommended that a program have a minimum of 1
residentsat various levelgof training. For inpatient rotations,
residents at more than one level of training must interact in
the care of patients. An excessive number of residents from
other specialties who rotate into internal medicine programs
should not dilute the training experience and peer interaction
for the internal medicine residents. The number of such
residents who are integrated into the program, the duration
of their medical rotations and their impact on the curriculum
for internal medicine residents will be evaluated. The primary
emphasis of an internal medicine program must be directed
toward residents training for careers in internal medicine.
The patient load for each first-year resident should be such
as to allow time for close and effective management and
detailed study of patients and yet challenge the resident with
diverse and complex problems. A first-year resident should
be responsible for 10-15 patients, depending upon the
average length of stay and the nature and severity o the
illness. A lower number is appropriate in critical and intensive
care situations. Second and third-year residents may be
involved in the care of substantially more patients than a
first-year resident. It is important that each resident have
the opportunity to follow patients on a long-term basis, to
observe and learn the natural course of disease. Such long-
term observations should include following patients from the
ambulatory to the inpatient environment as well as the
inpatient to the ambulatory environment.

B. Specific Experience:

(1) ubspecia@ Experience: Education in the various
subspecialty divisions of internal medicine is a vital part of
the training program. Most rotations on these subspecialties
should be of at least 4-8 weeks duration. Although it is not
necessary that each resident rotate through formal
subspecialty electives in all of the areas, it is important that
there be exposure to the specialized knowledge and methods
of a sufficient number of the recognized medical sub-
sgecialties to gain experience with their contributions to the
effective care of patients. Some of this experience may be
gained in the general medical service, intensive care rotations,
orambulatory settings. Subspecialty resources should include
an adequate professional and teaching staff and when
appropriate, specialized laboratory and technical facilities.

ot every hospital with an approved medical residency must
or will have special laboratories or technical facilities for each
of the subspecialties; it is essential, however, that the resident
be exposed to patient care utilizing such special technical
or laboratory support. This may be accomplished by the
sharing of facilities among departments or cooperating
institutions.

(2) Experience in Other Specialties: To achieve breadth
of competence, there should be available experience in aréas
related to internal medicine, such as neurolong‘, pslychiatry
and dermatologly. Experience in medical ophthalmology,
otorhinolaryngology, non-operative orthopedics and office

d be placed on eliciting -

ecology are also highly desirable. These experiences may

e obtained in direct elective rotations on non-medical
inpatient services, ambulatory settings, or in close contact
with consulting attending physicians from these specialties
who advise and teach residents in internal medicine, e.g., if
neurology inpatient rotations are not available, a consulting
neurologist must be available to the resident during inpatient
medical rotations. . :

(3) Consultative Experience: Crucial to the complete
internist is his ability to act as a consultant to other physicians.
The resident’s experience should include the opportunity
to act with appropriate supervision as consultant to other
clinical services. This requirement is best satisfied by a
specific assignment as megical consultant to other services.

4) Experience With Ambulatory Patients: Residency
programs must offer adequate experience in the ambulatory
setting. Such experience permits greater appreciationof the
natural history of disease and greater familiarity with the
common problems encountered in the practice of internal
medicine. Itallows the resident the opportunity to see earlier
manifestations as well as socioeconomic and psychiatric
aspects of disease that may not be apparent in the
hospitalized patient. It is mandatory that there be closely
supervised experience with both general medicine and
subspecialty patients. As with the in-patient services, there
should be an active teaching program by qualified on-site
staff. The patient volume in the ambulatory environment
must be large enough to Rrovide adequate numbers of new
?atients yet not so large that it interferes with an opportunity

or careful reflection and teaching. However, the number of
patients seen at each visit should be adjusted to provide an
adeq]uate learning experience. The continui:.i/ experience
should be at least a half day per week. It is desirable that
the experience be structuredyto permit the residents to follow
patients from the ambulatory setting, through hospitalization,
and back to the ambulatory settinﬁ in order for the residents
to achieve continuity of care. Both inpatient and outpatient
records should be kept in such a manner as to facilitate this
continuity of care. Organizing this experience may require
assignments to a clinic or other ambulatory setting during
all or most of the residents’ educational program. The
conditions under which ambulatory patients are managed
should emulate those of office pracfice and may indeed take
place in the office of practicing physicians. Where
preceptorial conditions prevail, the supervisor must be
accountable and the experience subject to audit.

) Emergency Department Experience: The resident
must have experience with and first-contact responsibility
for the diagnosis and management of all categories of medical
and surgical patients seen in an active emergency room. At
least one continuous month of direct experience in the
emergencK department is required during the residency. The
resident should participate in the decision to admit patients
to the hospital. Senior residents in medicine should have
additional exgerience in the emergency department. There
must be both careful supervision by staff and a teachin
program acceptable to the program director in interna
medicine. - :

Consultations from other specialties should be readily
available and residentsin medicine should provide consultants
to other disciplines within the emergency room. '

(6) Intensive Care Experience: The resident should
participate directly in the care of patients with various
illnesses in intensive care units. The educational component
should be conducted with adequate supervision by
appropriately trained internists and with consultation from
subspecialties in internal medicine and from other disciplines.
There should be appropriate intensive care teaching rounds
and confetrences acceptable to the program director in internal
medicine. .

(7) Special Educational Experience: The ultimate
responsibility for special educational tracks, such as those
emphasizing primary care in the ambulatory setting, rests
with the gro ram director of the internal medicine program.
Although differences in emphasis exist in such programs, it
is expected that the core experience of residents will be in
the care of inpatients. The quality of this experience should
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not differ in these various tracks and curricula from those
inthe traditional program. The Residency Review Committee
will consider special educational tracks to be part of internal
medicine programs in its review and recommendations
concerning accreditation. :

(8) Experience with Geriatrics and Adolescent Medicine:
The patient population in the training program must be
representative of the full spectrum of adolescent and adult
male and female medical diseases.

Rotations on specific geriatric inpatient, nursing home,
home-based patients or ambulatory services are desirable
when resources and supervision are available. However,
even if such facilities are not available, regular experience
under appropriate supervision for the inpatient and follow-
up care of the elderly is essential.

C. Educational Exercises: :

(1) Rounds: Patient teaching rounds and patient
management rounds are integral to a good training program.

Patient teaching rounds are essential to the education of
residents. They should be formal and regularly scheduled.
Generally teaching rounds are selective rather than
comprehensive so that the number of patients seen permits
adequate time for discussion of such things as completeness
and validity of clinical data, pathophysiology and differential
diagnosis of the disease, and specific pharmacologic, dietary
and social management of the patient. Teaching rounds
should include direct interaction with the patient by the
attending who evaluates the history and physical examina-
tion. It is of fundamental importance that the dignity of the
patient-physician relationship is preserved and emphasized.
The attending physicians conducting the rounds should be
selected for their knowledge of medicine, and their clinical
skills and their interests and abilities in teaching. There should
be continuity and adequate contact between residents and
faculty. For example, educational objectives may be met b
teaching rounds conducted three times per week with eac
session at least one and one half hours in duration. Although
the attending physician is responsible for the medical care
on a service, it is desirable for the teaching attending to
discuss patients other than his/her own. When the attending
is responsible for all the patients on a service, the attending
will ofter incorporate management issues during daily
teaching rounds. However, the total time commitment to
formal teaching should be at least 4 1/2 hours per week.
Patient management rounds are designed for day-to-day care
of patients and should be coordinated to allow the supervising
resident to interact with other residents. The existence of
teaching rounds should in no way lessen the importance of
patient management rounds. Participation in management

rounds with the attending physician is considered to be an

integral part of the resident’s training.

(2) Conference and Seminars: Departmental conferences,
seminars and literature review activities covering both general
medicine and the subspecialties must be regularly scheduled.

These should promote an active interchange of informa-
tion between members of the department. Active resident
participation in both the planning and the production of some
conferences is essential. The proper content of these
conferences should include information from the basic
medical sciences with emphasis on the pathophysiology of
disease and reviews of recent advances in clinical medicine
and biomedical research. Similarly, clinical pathological
conferences and/or death conferences must be regularly
scheduled. The resident’s schedule should permit attendance
at conferences; conferences should be scheduled to permit
residents’ attendance on a regular basis.

D. Basic Sciences and Research: :

(1) Basic Sciences: Study of the basic sciences should be

part of the clinical education of the resident. This is most

effectively provided in discussion of patient care and in formal
conferences. Resident preparation for conferences should
include reviewing and expanding scientific knowledge with
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key references to the basic science underlying specific clinical
topics.

(2) Research: Active resident participation in clinical
research tprojects with the advice and supervision of the
teaching faculty is strongly encouraged.

7. RESIDENT RESPONSIBILITY

A. Meanin_cfful Patient Responsibility:

Professional growth with the attendant development of
mature clinical judgment requires that residents, properly
supervised, be given a degree of responsibility in patient care
commensurate with their ability. This can be achieved only
if the resident is realistically involved in the decision-makin
process. The residency must be mainly an educationa
experience; service responsibilities must be limited to patients
for whom the resident bears major diagnostic and therapeutic
responsibility. Residents must be given the responsibility for

direct patient care, subject to review by the attendin
"physician, including planning and management, bot

diagnostic and therapeutic. Except in urgent situations, it is
desirable that residents write all patient care orders on
patients under their care. However, final authority and
responsibility must reside with the attending physician. The
experience on general internal medicine services and a
combination of related subspecialty services must be relevant
to the attainment of clinical competence in the broad field
of internal medicine. Each resident must have a minimum
of 24 months of such meaningful patient responsibility.

B. Duty Hours and Personal Responsibility:

It is necessary that the resident staff have a keen sense
of personal responsibility for patient care. A resident’s
obligation to patients is not automatically discharged at any
given hour of the day or any particular day of the week. Duty .

ours and night and weekend call must be sufficient to permit
implementation of the concept of responsibility for patients
and to provide for adequate patient care. Every t%ird orfourth
night durin? inpatients rotations is recommended for
assurance of continuing care of patients. In no case should -
the resident go off duty until the proper care and welfare of -
the patients have been assured. Residency is a.full-time
responsibility; outside activities which interfere with optimal
performance in the residency cannot be condoned. The
residents’ activity outside the educational program should
not be allowed to interfere with their performance in the
education process as defined in the agreement between the
institution and the resident.

C. Progressive Responsibility:

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

-medicine services.

8. EVALUATION OF THE RESIDENT AND FACULTY
Itis essential that the program director continually evaluate
the clinical competence of the residents. This evaluation
should concern itself not only with intellectual abilities and
manual skills but also with attitudes and interpersonal

‘relationships. Included should be close observation of the

resident performing specific tasks of patient management
such as history and physical examination, choice of diagnostic
studies, formulation of differential diagnoses or problem lists,
development of plans for short and long-term medical
management, discharge planning and procedural skills.
Residents should regularly, usually upon termination of a
rotation, be made aware of their progress and particularly
of any weaknesses. Adequate records must be maintained
both of the results of the evaluation process as well as of
the contents of personal interview with the resident.
Provisions must be made for residents to evaluate the faculty
also. The results of these evaluations should be utilized in
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-faculty counseling and in the selection of attending physicians
by the program director.
9. GENERAL CONTENT .

The training program should place emphasis on not only
medical problems but also cultural, social, ethical, behavioral
and economic issues and the impact of medical illness
problems upon other aspects of life with special emphasis
on family. The training program should include significant
exposure to both the preventive and the rehabilitative aspects
of medicine. The resident should become familiar with
‘disease processes associated with various environmental
stresses and with methods for their control. In the same
manner, the resident should be familiar with the aEpRropriate
utilization of medical rehabilitation services. Ethical and
humane aspects of physician behavior should be emphasized
by program directors and attending physicians. The resident
must learn to apply cost-effective measures to medical care,
not only as they apF_ly to the patient but also as they apply
to the ‘selection of procedures and studies in both the
in-hospital and ambulatory environment. The resident should
learn to function in harmony with other members of the
health care team. At the conclusion of 36 months in an
accredited program in internal medicine the resident should
have had experience in the prevention of illness, in the
detection and the treatment of illness, in the rehabilitation
of patients, as well as in the socioeconomics of illness and
the team approach to the provision of medical care.

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

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

- Effective: July 1986 ACGME: September 1985

‘Spécial Requirements for Graduate Education in
the Subspecialties of
Internal Medicine

I. GENERAL INFORMATION
A. Programs of graduate education in the subspecialties
in internal medicine should be offered only in the institutions
where there are accredited residency training programs in
internal medicine, or should be related by formal agreement
to such institutions and training programs. Accordinglr,
accreditation of subspecialty programs will be granted only
when the program is in direct association with a residency
training program-in internal medicine accredited by the
Accreditation Council for Graduate Medical Education.
Subspecialty training in internal medicine is a

component in the continuum of the educational process;

therefore, ordinarily such training will take place on
completion of accredited graduate education in internal
medicine. Since there will be a close relationship with the
residency in internal medicine, exceptions may be recognized
wherein subspeciality training may be taken prior to the
completion of the internal medicine residency.

. Subspecialty programs will be considered for
accreditation only in subspeciality areas which meet the
requirements for accreditation as established by the
Accreditation Council for Graduate Medical Education.
Accreditation will a;l)p]y only to those subspecialty programs
which are an integral part of an accredited residency program
in internal medicine and in subspecialty areas in which
certificates of special competence are given by the American
Board of Internal Medicine. .

D. The principles enumerated in the Special Require-
ments for Graduate Education in Internal Medicine are-also
-a};lnplicable to training in the subspecialties. In conformity with
the Special Requirements, training prograrns must provide
an intellectual environment for acquiring the knowledge,
skills, clinical judgment and attitudes which are essential to
the practice of the specific subspecialty. This objective can

be achieved only when the program leadership, the
supporting staff and faculty and the administration are fully
committed to the educational program and when appropriate
resources and facilities are present. Effective graduate
education is not achieved when the training program is
established and functions primarily to meet service
commitments.

The following factors, as described in the Special
Requirements for Graduate Education in Internal Medicine,
require further emphasis: :

1. The program director must be qualified to supervise
and educate trainees appropriately in the specific
subspecialty. The director of the subspecialty program
must be certified in that subspecialty or possess
suitable equivalent qualifications. These directors will
be responsible for the adequacy of the facility including
SLépport resources necessaryl for the provision of an
education of high quality. There should be sufficient
qualified professional Fersonnel to constitute a training
faculty and to allow for the critical evaluation of the
progress and competence of the trainees. As with
program directors in internal medicine, it is essential
that subspecialty program directors devote sufficient
time and effort to the graduate education program and
related activities. It is desirable that subspecialty
program directors be full time. '

2. The program must provide advanced training to allow
the physician to acquire expertise as a consultantin a
specific subspecialty. This training should consist of

" two major components. First, it should emphasize
scholarship, selt-instruction, development of critical
analysis of clinical problems and the ability to make
appropriate decisions. Second, the training should
ensure skillful performance of the techniques required
for the practice of the subspecialty.

E. Subspecialties are often expected to provide
comprehensive medical care to patientsin their subspecialty
area. Therefore programs should provide opportunity for
trainees to maintain their skills in general internal medicine
as well as the internal medicine aspects of their subspecialties.

Programs will be evaluated on the availability of the
following components:

1. A sufficient number of new and follow-up patients of

awide age range must be present to assure appropriate
inpatient and outpatient experience for each trainee.

2. Subspecialty conferences, seminars and literature
review activities covering the subspecialty must be
regularly scheduled; active subspecialty trainee par-
ticipation in both the planning and the production of
conferences is essential. Attendance at multidisci-
plinary conferences is encouraged, with particular
attention given to those problems that bear directly
on the subspecialty concerned.

3. In preparation for roles as consultants to other
specialists, subspecialty trainees should have the
opportunity to Erovide consultation, supervised by
staff members. They should become experienced in
teaching, which may include experience with
undergraduate medical students, graduate medical
staff and allied health personnel. This experience
should attempt to correlate basic biomedical
knowledge with the clinical aspects of the subspecialty,
including the integration of clinical management
principles which should be applicable to patients of
all age groups.

4. There must be close interaction between the parent
program in internal medicine and the subspecialty
grogram; lines of responsibility by resident staffs in

oth internal medicine and trainees in subspecialty
programs must be clearly delineated. In addition, close
working contact during the training period with
trainees in accredited programs in other disciplines
such as radiology, pathology, surgery, pediatrics and
_others is strongly encouraged; where appropriate,

’
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supervision and teaching by expert faculty in these
disciplines should occur.

5. The training program in a subspecialty should have
an investigational component. 'lE:ainees should learn
the design and interpretation of research studies,
evaluation of investigative methods and interpretation
of data, and develop competence in critical assessment
of new therapies and the medical literature. Active
subspecialty trainee participation in research projects
with the advice and supervision of a qualified staff is
encouraged. .

6. Trainees must have supervised training in the execution
of procedures and perfection of technical skills where
these are integral to the discipline involved. Even
thou?h the trainee in future practice will not perform
all of the technical procedures of this field on a
continuing basis, the trainee must have an under-
standing of the common technical procedures of the
subspecialty, their indications, risks and limitations,
and judicious utilization of technical resources.

FE Program directors must establish procedures for the
evaluation of the clinical competence of the subspecialty
trainees. This evaluation should involve intellectual abilities,

-manual skills, attitudes and interpersonal relationships, as
well as specific tasks of patient management, decision-making
skills and critical analysis of clinical situations. There must
be l;;rovisions for appropriate feedback of this information
to the subspecialty trainee.

G. Policies pertainingtotheaccrediation of subspecialties.

1. Subspecialty training program report forms will be
distributed to the program director of the internal
medicine residency program. It will be the responsi-

- bility of the program director of internal medicine to
coordinate the collection of information from all
subspecialty programs that wish to be accredited. An
on-site inspector will review the entire program in
internal medicine to coordinate the collection of
information from all subspecialty programs that wish
to be accredited. An on-site inspector will review the
entire program in internal medicine, including
subspecialties, and forward to the Residency Review
Committee-Internal Medicine (RRC-IM) the statistical
and narrative reports for all aspects of the program.
The RRCIM wil? review the program in its entirety
and make a recommendation for accreditation of the
internal medicine program and its subspecialties.
Subspecialty programs will be accredited only if the
program in internal medicine is accredited. An internal
medicine residency program may achieve and retain
.accreditation without any approved subspecialty
programs.

2. Loss of accreditation of the internal medicine residency
will result in loss of accreditation of all subspecialty
programs related to that residency. The accreditation
status of subspecialty programs may equal but not
exceed the accreditation status of the parent internal

- medicine program.

3. Review cycle for subspecialty programs will coordinate
with the review cycle for the internal medicine training
program with provision for separate review of a
subspecialty program when major changes occur.

"4, Progress reports may be used to obtain additional
information regarding program progress and
development.

Training Programs in Cardiology

1. EDUCATIONAL PROGRAM

A 'subspecialty educational program in cardiology must
be organized to provide experience at a sufficient level for
the trainee to acquire the competency of a specialist in the
field; it shall not be less than two years duration.

Clinical experience should include opportunities toobserve
and manage patients with a wide variety of adult cardio-

vascular disorders, as well as the effectiveness of therapeutic
programs. ’

The program should be structured to permit some
individuals to develop procedural and technical skills essential
to performance of one or more forms of invasive cardiac
diagnostic studies: hemodynamic, angiographic and
electrophysiologic. All trainees must have the opportunity
to acquire skill in the interpretation of data derived from these
invasive studies, as well as skill in acquisition, and
interpretation of data derived from other clinical modalities
associated with cardiology. .

2. FACILITIES AND RESOURCES

- Modern facilities to accomplish the overall educational
program must be available and functioning. These include
inpatient, ambulatory care and laboratory resources.
Specifically, there should be laboratories for cardiac
hemodynamics and angiography, including vascular
angiography. There should be provision for non-invasive
cardiac procedures, including echocardiography, electro-
cardiography, and exercise tolerance testing. deitional
facilities for electrophysiologic studies are desirable. Other
resources should include facilities for assessment of
peripheral vascular disease, pulmonary physiology, cardiac
roentgenography and nuclear cardiology. &inica care units
should include coronary intensive care facilities, cardiac
surgery intensive facilities, resources for cardiac rehabilitation
and facilities for assessment for hypertension, and
pathophysiology of heart rhythms and pacemakers. Close
association and participation in a cardiovascular surgical
program is ah important component. of a cardiovascular
training program.
3. SPECIFIC KNOWLEDGE AND SKILLS _

The training program must provide opportunities for the
individuals to develop clinical competence in the overall field
of adult cardiology. Procedural and manipulative skills with
intravenous, intra-arterial and intracardiac catheterization
may receive emphasis in the rprogram, depending-on the
intended area of practice of the subspecialty trainee.
Competence in the indications for, and the interpretation of
data from such studies is an important part of the subspecialty
educational program. Exampf;s of knowledge and skills that
are desirable include, but are not limited-to, the following:

a. Cardiac hemodynamics and angiography.

b. Interpretative skills in electrocardiography, EKG stress
testing, echocardiography, radiographic and nuclear
studies of the heart and blood vessels.

c. Invasive and non-invasive electrophysiologic studies.

d. The pathophysiology, pathogenesis, natural history,
diagnosis, management and prevention of diseases of
the heart and blood vessels.

e. Diagnosis and management of peripheral vascular
disease.

f. Cardiac resuscitation techniques and elective
cardioversion.

g. Management and placement of cardiac pacemakers.

h. Coronary Care Unit management.

i. Congential heart disease.

Training Programs in Endocrinology
and Metabolism

1. EDUCATIONAL PROGRAM

A subspecialty educational programin endocrinology and
metabolism must be organized to provide experience at a
sufficient level for the trainee to acquire the competency of
a specialist in the field; it shall not be less than two years
duration. :

Clinical experience should include opportunities to observe
and manage patients with a wide variety of endocrine and
metabolic diseases on an inpatient and outpatient basis. The
trainee should be given an opportunity to assume responsi-
bility for and follow patients throughout the training period
in order to observe the evolution and natural history of these
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disorders as well as the effectiveness of the therapeutic
programs. _

The program should include major emphasis on
biochemistry and physiology as they relate to endocrinology
and metabolism. Appropriate utilization of laboratory tests,
radionuclide and radiologic studies for the diagnosis and
treatment of endocrine and metabolic disease should be
stressed.

2. FACILITIES AND RESOURCES :

Modern facilities to accomplish the overall educational
program must be available and functioning. These include
inpatient, ambulatory care and laboratory resources, and
facilities for adult, adolescent and pediatric 'patients.
Specifically, there should be a complete biochemistry
laboratory; facilities for radioimmunoassay, nuclear medicine,
karyotyping, sonography; a radiology service with radiologic
studies available for all types of endocrine diseases; services
of a qualified dietician and specialists in all the subspecialty

surgical fields necessary for the diagnosis and treatment of °

endocrine diseases and metabolic disorders as well as a skilled
pathologist to interpret such surgical specimens. Inaddition,
there should be close liaison with the pediatric and
gynecologic services for the diagnosis and treatment of
endocrine and metabolic diseases in children and women.
3. SPECIFIC KNOWLEDGE AND SKILLS
The training program must provide opportunities for the
trainees to develop clinical competence in the overall field
of endocrinology and metabolism. Examples of knowledge
and skills that are desirable include, but are not limited to,
the following:
a. Disorders of all endocrine glands, including pituitary,
thyroid, pancreas, adrenal and gonads.
b. Diabetes mellitus and hypoglycemic syndromes.
c. Disorders of the parathyroids; and bone and renal
calculus disease.
d. Disorders of fluid electolyte metabolism, including
hypertension.
e. Disorders of lipid carbohydrate and protein meta-
bolism.

f. Nutritional disorders and therapy.
d. Neuroendocrinology.

h. Hormone-producing malignacies and the use of
endocrine therapy in cancer. '

i. Human sexuality.
j- Endocrine physiology in systemic diseases.

Training Programs in Gastroenterology

1. EDUCATIONAL PROGRAM

A subspecialty educational program in gastroenterology
must be organized to provide experience at a sufficient level
for the trainee to acquire the competency of a specialist in
the field; it shall not be less than two years duration. Clinical
experience should include opportunities to observe and
manage patients with a wide variety of digestive disorders
on both aninpatient and outpatient basis. The trainees should
be given the opportunity to assume continuing responsibility
for both acute and chronically ill patients in order to learn
the natural history of gastroenterologic disorders, as well
as the effectiveness of therapeutic programs.

The program should include emphasis on the patho-
genesis, manifestations and complications gastrointestinal

disorders, including behavioral adjustments of patients to

their problems. The impact of various modes of therapy and
the appropriate utilization of laboratory tests and procedures
should be stressed.
2. FACILITIES AND RESOURCES
‘Modern facilities to accomplish the overall educational
program must be available and functioning. These include
inpatient, ambulatory care and laboratory resources.
Specifically, there should be a procedure laboratory
completely equipped to provide modern capability in

gastrointestinal procedures. Modern radiographic services
should be available.

Facilities for intensive care critically ill patients with
gastrointestinal disorders must be provided. In order to allow
interface with other disciplines, the training program must
be conducted in settings in which there are other services
such as surgery, oncology, pediatrics, radiology and

_gatholog :

SPECIAL KNOWLEDGE AND SKILLS :

The training program must provide for trainees to develo

clinical competence in the overall field of gastroenterology,
including hepatology, nutritional disorders and gastro-
intestinal oncology.

a. Experience should be available which will develop the
trainee’s knowledge and understanding of the prudent
and judicious use of special instruments and tests in
the diagnosis and management of gastroenterologic
disorders. Procedural and technical skills are important
and may receive different emphasis in different
programs depending on the intended area of practice
of the subspecialty trainee. Competence in the
indications for, and the interpretation of data from such
studies is an important component of the subspecialty
educational program. This includes knowledge of
complications and the costs of treatment. Examples
include endoscopic procedures, liver and mucosal
biopsies, gastric, pancreatic and bilary secretory tests,
and other diagnostic and therapeutic procedures
utilizing enteral intubation and bougienage.

b. Knowledge of the importance of radiologic exami-
nation of the digestive system, including appreciation
of the risk and expected yield of such_f_)rocedures and
factors which interfere withaccuracy. This experience
should be extended to vascular radiology, nuclear
medicine, ultrasound and other modalties which offer
diagnostic techniques important to gastroenterology.

c. Experience and knowledge of various common and
uncommon dastroenterologic diseases, includin
cancer of the digestive system, various surgica
procedures employed in relation to the digestive system
disorders, natural history of digestive diseases in
children and a knowledge of factors involved in
nutrition and malnutrition.

Training Programs in Hematology

1. EDUCATIONAL PROGRAM

- A subspecialty educational program in hematology must
be organized to provide experience at a sufficient level for
the trainee to acquire the competency of a specialist in the
field: it shall not be less than two years duration.

Clinical experience should include opportunities to observe
and manage patients with a wide variety of blood diseases
on an inpatient and outpatient basis. The trainee should be
?iven the o%portunity to assume continuing resgonsibi]ity
or acute and chronically ill patients in order to observe the
evolution of blood diseases as well as the benefits and adverse
effects of therapy. :

The program should include emphasis on basic physiologic
mechanisms and theraﬂ/ of diseases .of tﬁe blood.
Appropriate utilization of laboratory tests, biopsies and
ﬂroce ures used for the diagnosis and treatment of

ematologic disorders should be stressed.
2. FACILITIES AND RESOURCES

Modern facilities to accomplish the overall educational
program must be available and functioning. These include .
inpatient, ambulatory care and laboratory resources.
Specifically, the resources which should be available to the
proEram include hematology and coagulation laboratories;
pathology department including the blood bank; diagnostic
and therapeutic radiology services; and nuclear medicine
services. In addition, there should be an oncology program
to which the hematology trainee can relate formally in an
educational experience.

3. SPECIFIC KNOWLEDGE AND SKILLS

The training program must provide opportunities for the

trainees to develop clinical competence in the overall field
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of hematology. Examples of knowledge and skills that are
desirable include, but are not limited to, the following:
a. Diseases of the blood, including anemias, diseases of
white cells and disorders of hemostasis and thrombosis.
b. Neoplastic diseases of the blood and blood forming
organs. : .
. Genetic aspects of hematology.
. Immuno-hematology.
- Blood Bank techniques.
. Bone marrow biopsy and interpretation.
. Coagulation tests, regulation of anticoagulant therapy,
evaluation of autoantibodies and blood compatibility.
i. Knowledge of clinical pharmacology including
cytokinetics, toxicity, and the limitations of drugs used
in therapy.
'j. Management treatment protocols.

joull /o IR u N I o

Training Programs in Infectious Diseases

1. EDUCATIONAL PROGRAM

A subspecialty educational programininfectious diseases
must be organized to provide experience at a sufficient level
for the trainee to acquire the competency of a specialist in
the field; it shall not be less than two years duration.

Clinical experience should include opportunities toobserve
and manage patients with a wide variety of infectious diseases
on both an inpatient and an outpatient basis for adults.
Experience with pediatric infectious diseases is encouraged.
The trainees should be given the opportunity to observe and
learn the natural history of diseases and t¥\e benefits and
comﬁlications of therapy. .

The program should include emphasis on the basic
concepts of immunology as well as an understanding of
theory and practice of epidemiology. Training in vital statistics
as applied to public health should be available. Appropriate
utilization of laboratory tests as they relate to the diagnosis
and treatment of infectious disease should be stressed.
2. FACILITIES AND RESOURCES

* Modern facilities to accomplish the overall educational.

program must be available and functioning. These include
inpatient, ambulatory care and laboratory resources for adult
and pediatric patients. Specifically, there should be access
to a laboratory for clinical microbiology, including diagnostic
bacteriology, immunology, mycology, parasitology and
virology. A]tfvxough ageographically defined infectious disease
patient unit is not a requirement, facilities for isolation of
patients with communicable diseases are necessary. It is
desirable that the training program be conducted in a setting
in which programs in surgery, obstetrics and gyneclogy,
pediatrics and other medical and surgical specialties and
subspecialties are available.
3. SPECIFIC KNOWLEDGE AND SKILLS
The training program must provide opportunities for
trainees to develop clinical competence in the overall field
of infectious diseases. Examples of knowledge and skills that
are desirable include, but are not limited to, the following:
a. Factors that determine the outcome of the interaction
between host and parasite; the effects of disease states
and immunosuppressive therapies on host responses
to infectious agents; experience with mechanisms of
enhancement of resistence by immunization.

b. Mechanisms of action and adverse reactions of
antimicrobial agents.

c. Procedures such as transtracheal aspiration,
thoracentesis, arthrocentesis, spinal tap and aspiration
of abscess cavities.

d. Methods of determining antibacterial activity of a drug.

e. Techniques to determine concentration of antibiotics
in blood and other fluids. :

f. Cultural techniques (and methods for identification in
tissues and fluids) for bacteria, mycobateris, fungi,
viruses, rickettsia, chlamydia and parasites.

g. Standard pharmacology studies to determine
absorbtion and excretion of antibiotics.

h. Recently developed technologies, such as the
detection of antigen by means ot counter immuno-
electrophoresis.

Training Programs in Nephrology

1. EDUCATIONAL PROGRAM

A subspecialty educational program in ne hroloFy must
be organized to provide experience at a sufficient level for
the trainee to acquire the competency of a specialist in the
field: it shall not be less than two years duration.

Clinical experience should include opportunitiesto observe
and manage patients with a wide variety of kidney related
diseases on an inpatient and outpatient basis. The trainees
should be give an opportunity to assume continuing
re(siponsibility for both acute and chronically ill patients in
order to learn the natural history of renal disease as well as
the effectiveness of therapeutic programs.

The program should be structured to permit individuals
to gain experience in the performance and interpretation of
laboratory tests and biopsies, includir(m{g lg)ersona experience
with these procedures. There should be close liaison with
other disciplines including surgery, urology, obstetrics and
gyneco]ogly, pediatrics and psychiatry.

2. FACILITIES AND RESOURCES :

Modern facilities to accomplish the overall educational
program must be available and functioning. These include
inpatient, ambulatory care and laboratory resources.
Specifically, there should be facilities for acute and chronic
hemodialysis programs; provision for peritoneal dialysis; a
radiology service which can provide modern renal-related
procedures; a diagnostic radioisotope laboratory; and the
opportunity to become familiar with renal transplantation
procedures.

3. SPECIFIC KNOWLEDGE AND SKILLS

The training program must provide for trainees to develop
clinical competence in the overall field of .ne hrology.
Examples of knowledge and skills that are desirable include,
but are not limited to, the following:

a. Pathogenesis, natural history and management of
congenital and acquired primary renal disease and
renal diseases associated with systemic disorders.

b. Disorders in electrolyte and acid base regulation
including knowledge of renal physiology.

c. Hyﬁ;ertens-ion of all origins and its complications as
well as treatment programs.

d. The effect of renal function and renal disease on the
pharmacokinetics of drugs as well as the effects of
drugs on renal structure and function.

. The principles of immunology involved in the

[\

mechanisms of renal disease and renal transplantation.

Renal biopsy performance and interpretation.

. Acute and chronic hemodialysis procedures.

. Peritoneal dialysis procedures.
Knowledge of renal transplantation and its manage-
ment decisions.

Sowmos

Training Programs in Oncology

1. EDUCATIONAL PROGRAM ’

A subspecialty educational program in oncology must be
organized to provide experience at a sufficient level for the
trainee to acquire the competency of a specialist in the field;
it shall not be less than two years duration. .

Clinical experience shouldinclude opportunities to observe
and manage patients with a wide variety of clinical neoplastic
problems on an inpatient and outpatient basis. The trainees
should be given an opportunity to assume continuing
responsibility for both acute and chronically ill patients in
order to learn the natural history of cancer as well as the
effectiveness of therapeutic programs.

There should be broad support from other clinical
specialties, including diagnostic and therapeutic radiology,

*gynecology, pediatrics, nuclear medicine, pathology and

(
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surgery and its subspecialties. In addition, it is desirable to
have the support of oncologic nursing, rehabilitation nutrition
and dietetic and social services.
2. FACILITIES AND RESOURCES ’
Modern facilities to accomplish the overall educational
program must be available and functioning. These include
inpatient, ambulatory care and laboratory resources.
Specificaﬂy, there should be advanced pathology services,
including electron microscopy and immunopathology;
resources for nuclear medicine imaging; blood banking and
blood therapy facilities; a multidisciplinary tumor conference;
available cancer protocol studies; on-site radiation oncology
facilities; a modern diagnostic radiologic service; a general
surgical service and its support; and pediatric support. It is
desirable that there be other clinical subspecialties of Internal
Medicine to which the oncology trainee can relate formally
as well as facilities for clinical pharmacology and tumor
immunology.
3. SPECIFIC KNOWLEDGE AND SKILLS

The training program must provide for the trainees to
develop clinical competence in the overall field of oncology.
Examples of knowledge and skills that are desirable include,
but are not limited to, the following:

a. The epidemiology and natural history of cancer.

b. The etiology of cancer including predisposing casual
factors leading to neoplasia.

c. Knowledge of the concepts of cellular biology,
Cﬁtokinetics, basicand clinical pharmacology, including
pharmacokinetics and toxicity.

d. Chemotherapy, including drugs available for treatment
of neoplastic Xiseases and ingications and limitations

for their use in specific clinical situations.

Management of treatment protocols.

Marrow aspiration and biopsy and interpretation.

Involvement with a multidisciplinary tumor conference, '

including exposure to tissue pathology.

. Understanding of indications and limitations of surgery

and radiation therapy in the treatment of cancer.

i. Concepts of supportive care, including hematologic,
infectious disease and nutrition.

j. Familiarity with rehabilitation and psycho-social
aspects of clinical management of the cancer patient.

o @™o

Training Programs in Pulmonary Diseases

1. EDUCATIONAL PROGRAM

A subspecialty educational programin pulmonary diseases
must be organized to provide experience at a sufficient level
for the trainee to acquire the competency of a specialist in
the field; it shall not be less than two years duration.

Clinical experience should include opportunities to observe
and manage patients with a wide variety of ﬁulmonary
diseases on an inpatient and outpatient basis. The trainees
should be given an opportunity to assume continuing
responsibility for both acute and chronically ill patients in

*order to learn the natural history of pulmonary disease as
well as the effectiveness of the therapeutic program.

The program should include emphasis on pulmonary
physiology and its correlation with clinical disorders. Trainees
should learn utilization of laboratory tests. They should gain
familiarity with radionuclide grocedures and radiologic
studies for the diagnosis and treatment of pulmonary
diseases. - -

2. FACILITIES AND RESOURCES

Modern facilities to accomplish the overall educational
program must be available and functioning. These include
inpatient, ambulatory care and laboratory resources.
Speciﬁcafly, there should be a laboratory for pulmonary
function tests, exfoliative cytology, and the availability of
extensive pathology services. A gropriate space and staffing
for pulmonary procedures should be available. Special units
for intensive care, post- gerative care and respiratory care
services should be provided. There should be close fiaison
with other services such as pediatrics, radiology, pathology,
thoracic surgery, physiology, micobiofogy and biochemistry.-

- In addition, there should be a working relationship with the

otolaryngology and anesthesiology services.
3. SPECIFIC KNOWLEDGE AND SKILLS

The training program must provide for trainees to develop
clinical competence in the overall field of pulmonary diseases.
Examples of knowledge and skills that are desirable include,
but are not limited to, the following:

" a. A broad spectrum of pulmonary diseases including
obstructive pulmonary disease, malignancy, tuber-
culosis, fungus and bacterial infection, and hyper
sensitivity diseases. '

b. Pulmonary manifestations of systemic diseases,
including connective tissue and hematologic disorders.

c. Primary and secondary vascular diseases of the lung.

d. Genetic and developmental disorders of therespiratory
system. )

e. Thoracic trauma.

f. Interpretation of the chest roentgenograms, tomo-
grams, bronchograms, pulmonary angiograms and
other radiologic procedures. _

g. Interpretation of pulmonary function testing.

h. Involvement in the supervision and management of
patients requiring critical care.

i. 'Knowledge of respiratory physical therapy and
rehabilitation.

j. Interpretation of radionuclide scanning in relation to
pulmonary disorders.

k. Competence in procedures such as thoracentesis,
gleural and other biopsy procedures, fiberoptic

- bronchoscopy and biopsy procedures and endo-
tracheal intubation.
‘1. Additional recommended but not mandatory skills
_include, insertion of chest tubes, rigid tube broncho-
1scopy and needle biopsy or tissue aspiration of the
ung.

Training Programs in Rheumatology

1. EDUCATIONAL PROGRAM :

A subspecialty educational program in rheumatology must
be organized to provide experience at a sufficient level for
the trainee to acquire the competency of a specialist in the
field; it shall not be less than two years duration.

Clinical experience should include opportunities to observe
and manage patients with a wide variety of rheumatic
diseases on an inpatient and outpatient basis including
pediatric rheumatologic problems. The trainee should be

iven the opportunitg to assume continuing responsibility
or both acute and. chronic rheumatic diseases in order to
observe the natural history of the disease process and the
effectiveness of therapeutic programs; it is desirable that a
group of patients be monitored by each trainee for at least
12-18 months. :

The program should include training in appropriate use
of community resources that are avaigble to assist in the
rehabilitation and vocational guidance of patients with
rheumatic diseases. There should a systematic opportunity
to observe and participate in comprehensive programs for
the treatment of chronic rheumatic disease problems
including rehabilitation medicine (e.g., physicartherapy,
occupational therapy) and orthopedic surgery. The program
should be structured to permit individuals to gain experience
in the selection and interpretation of laboratory tests,
roentgenograms and biopsies; experience in the methodology
of pertinent laboratory tests is highly desirable.

2. FACILITIES AND RESOURCE. :

Modern facilities to accomplish the overall educational
program must be available and functioning. These include
inpatient, ambulatory care and laboratory resources for
pediatric and adult patients. Optimally there should be a
clinical immunology laboratory; rehabilitation medicine
services with capabilities in rehabilitative therapy and
occupational therapy; radiologic services including
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arthrography; an orthopedic surgical department with
capabilities in reconstructive and rheumatologic surgery. -
3. SPECIFIC KNOWLEDGE AND SKILLS

The training program must provide for trainees to develop
clinical competence in the overall field of rheumatic diseases.

Examples of knowledge and skills that are desirable include,.

but are not limited to, the following:

a. The anatomy, biochemistry and physiology of the
connective tissues and of musculo-skeletal systems.

b. Pertinent microbioloby and immunology, the

pathophysiology of inflammation and pharmacology
of anti-inflammatory drugs. :

c. Skill in the examination of the joints and the aspiration
and analysis of synovial fluid.

d. Efiology, pathogenesis, clinical features, and pathologic
aspects of specific primary and systemic diseases of
the joints and musculo-skeletal system.

- e. Laboratory studies including measurement of serum
immunoglobulins and complement components,
modern serological tests, tissue typing, identification
of various serologic and biochemical abnormalties
occurring in rheumatic diseases and the principles of
immunohistologic techniques.

f. Competency in the performance of closed biopsy of
the joints and interpretation of histopathology of the
synovium. ]

g. Prescription of appropriate physical therapy.

h. Involvement in the post-operative care of orthopedic
surgical procedures applied to rheumatic diseases.

i. Comprehension of muscle physiology and recognition
of the methodology and indications for electro-

myography, muscle biopsy and nerve condition studies.

Effective: Ji;ly 1987 ACGME: February 1982

9. Special Requirements for Residency
Training in Neurological Surgery

I. INTRODUCTION

A. De{inition of Discipline :

Neurological surgery is a discipline of medicine which
deals with the diagnosis, evaluation and treatment of
disorders of the central, peripheral and autonomic nervous
systems, including their supporting structures and vascular
supply; and the evaluation and treatment of pathological
process which modify function or activity of the nervous
systemn, including the hypophysis. Neurological surgery
includes the operative and non-operative management,
diagnosis, evaluation, treatment, critical care and
rehabilitation of patients with disorders of the nervous
system. ,

B. Accreditation Guidelines .

1. Training programs in neurological surgery are
accredited by the Residency Review Committee by authority
of the Accreditation Council for Graduate Medical Education.
Alist of accredited training programs in neurological surgery
is published annually in the Directory of Residency Training
Programs. -

2. To be accredited by the Accreditation Council for
Graduate Medical Education, an educational Ero%ram in
neurological surgery shall meet not on]Y the Special
Requirements for Residency Training in Neurological Surgery
but also the General Requirements of the Essentials of
Accredited Residencies. :

II. FACULTY QUALIFICATIONS AND
RESPONSIBILITIES '

A. Program Director Qualifications :

1. The training program director shall be a well qualified
neurological surgeon who possesses necessary administra-
tive, teaching and clinical skills to conduct the program.

. .2. The program diréctor shall be certified by.the
American Board of Neurological Surgery or possess suitable
equivalent qualifications.

' Neurological Surgery

B. Program Director Responsibilities

1. The program director must assume responsibility for
all aspects of the training program and devote a significant
period of time to the educational process of the residency.

2. The institution is responsible for notifying the
Executive Secretary of the Residency Review Committee
in writing of any changes in program director and/or
neurosurgical departmental chairman; a proposed or
anticipated formal affiliation with another institution, and a
proposed or anticipated change in a required rotation to any
institution other than the parent institution or institutions
integrated into the program.

C. Other Teaching Faculty Qualifications and Number

1. The neurological surgery staff shall be well qualified
neurological surgeons who possess the neccessary
administrative, teaching and clinical skills to conduct the

prozgram. .
. All faculty members shall be certified by or be in the
certification process of the American Board of Neurological
Suxégerﬁor possess equivalent qualifications.

. Neurological surgery faculty participation in
undergraduate medical education is highly desirable.

nder most circumstances, there should be at least

three neurological surgeons associated with the training
program who devote a significant period of time to the
educational process of the residency.

D. Training Directors at Participating Institutions

1. There shall be a qualified neurological surgeon
responsible for the education of the residents in each
geographically separate institution. Such an individual will
also supervise the educational activities of other neuro-
surgeons relating to resident education in that institution.

. The neurological surgeon training director at a
participating institution shall be appointed in this training
capacity by the program director.

3. Appointments will generally be for a one-year period
and can be renewable to ensure continuity of leadership.

Thisappointee’s major clinical responsibilities shall be
at the institution where the appointee is responsibile for the
educational process.

E. Scholarly Activity of Faculty

1. There should be evidence of scholarly activity amon
the neurological surgery. faculty. Such evidence shoul
includea higﬁorder of teachingskills, participating in clinical
and/or basic research, involvement in neurological surﬁery
and/or other medical scientific meetings and their
tc;rgzla(nizations, and publication of papers, monographs and

ooks.

2. Assessment of the scholarly activity and the
administrative, teaching and clinical skills of the program
director and the faculty shall be part of the program’s
evaluation.

Ill. EDUCATIONAL REQUIREMENTS
A. Specific Educational Components
1. A diversified and balanced educational program is

" expected. :

2. The training program in neurological surgery shall
follow after a minimum of one year of training in an accredited
program in general surﬁery or after at least one year of a
proFram sponsored for the acquisition of fundamental clinical
skills, which must include at least six months of surgical
disciplines other than neurological surgery.

3. The neurological surgery trainees can then begin their
neurological surgery training program which shall be of at
least sixty months duration—t in¥-six months of which shall
be on the clinical service of neurological surgery. Residents
shall assume increasing responsibility during these months.

Twenty-one months of the total sixty months may be
devoted to any of several aspects of the training program

" depending on the needs of the trainee. It may be spent in

the study of the basic sciences, neuroradiology, neuro-
pathology or other appropriate subject matters related to
the neurosciences as agreed upon by individual trainees and
the program director.

. A block of training of three mornths minimum in an
accredited neurology training program must be arranged for
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all trainees unless they have previously had a minimum of

one year of formal residency training in an accredited

neurology traininF g)rogram.
6. There shall be a 12-month period of time as senior
resident in the clinical service of neurological surgery. This

is considered an essential component in each trainee’s

planned program. .

a. %he senior resident will have major or primary
responsibilit% for patient management as deemed
g[%propriate y the program director.

b. The senior resident shall also have administrative
responsibility as designated by the program director.

B. General Educational Components

1. There shall be a well coordinated schedule of teachinﬁ
conferences, rounds, and other educational activities in whic
both the neurological surgery faculty and the residents
participate. Conferences should be coordinated among
institutions in a training program so that attendance by a
ma'oritg of staff and trainees is facilitated.

é. ducational experience in neuroradiology and
neuropatholog shouldp be an integral part of the trainin
program and c?esigned for the education of neurosurgica
residents. Such experience shall be under the direction of
qualified neuroradiologists and neuropathologists.

The program shall provide opportunities for and
experience in the basic sciences of neuroanatomy
neurophysiology, neuroncology, neurochemistry and
neuroimmunolog?z. :

4. Aprogramfor the residents to acquire such experience
in the neurosciences must be evident.

5. A well organized written plan for rotation of residents
among the various services and institutions involved should
also be maintained and be available to the residents and
faculty. .

6. The resident should participate, at some point, either
in ongoing clinical and/or basic research or projects which
Elhe faculty is involved in or projects of the resident’s own

esign.

7. The house officer’s activity outside the educational
program shall not be allowed to interfere with his or her
performance in the educational process as defined in the
agreement between the institution and house officer.

8. Resident ?a_rticipation in undergraduate medical
education is highly desirable.

C.  Related Disciplines .

1. Recognizing the nature of the specialty of neurological
surgery, it is unlikely that a program can mount an adequate
educational experience for neurological surgery trainees
without approved training programs in related fields.
Clinically oriented training programs in the participating
institutions of the neurological surgery lprogram shallinclude
accredited training programs in neurology, general surgery,
internal medicine, pediatrics and radiology.

2. There shall also be resources for the education of
neurosurgical residents in anesthesia, endocrinology,
ophthalmology, orthopedics, otolaryngology, pathology,and
psychiatry. A lack of such programs will adversely affect the
accreditation status of the neurological surgery program.

D. Number and Qudlity of Residents '

1. One of the measures of a training program is the
quality of trainees chosen for training an tﬁe agbi]ity of the
Krogram to assure a steady increase ‘in the trainee’s

nowledge and skills. :

2. The Residency Review Committee will evaluate the
selection process 021 trainees and seek evidence that the
program evaluates the progression of the residents during
training. , ’

3. Incertaincircumstances, where there is demonstrated
excellence in providing an educational experience for
residents and in patient care, as evidenced by the quality of
residents trained, the program may be authorized to take
more than one resident per year. The ability to do so does
not depend on any multiplication of the minimum require-
ments for resident training but does require the presence of
more than an adequate number and distribution of cases,

* adequate facilities and presence of a faculty who are of

national stature in neurological surgery.
4. The number of residents at eacg year of training in a
iven program, except as provided below, shall not exceed
e number approved by the most recent accreditation review
of that program. Should a vacancy occur at any level of
training in a program, the program director has the option
of appointing a new resident at a level which might overlaﬁ
with another resident in place, providing that each suc
a?pointment shall not adversely aftect the training experience
of residents already at that program. Furthermore, over a
five-year period, commencing at the time when the resident
whose departure created the vacancy would have completed
training, the average number of residents graduating yearly
must not exceed the number approved by the Residency
Review Committee. .

E. Aﬁpointment of Fellows '

1. The appointment of other individuals for special
training or education, such as fellows, must not dilute or direct
from the educational opportunities of regularly appointed
trainees.

2. Addition of such individuals by a program director
requires a clear statement of the areas of training, clinical
responsibilities, and duration of the fellowship. This statement
is to be supplied to the Residency Review Committee at the
time the program is reviewed.

3. If tellows so appointed will, in the opinion of the
Residency Review Committee detract from the education
of the regularly appointed trainees, the accreditation status
of the program may be adversely affected.

IV. PATIENT REQUIREMENT

A. Patient Population

1. There shall be sufficient neurological surgery patients
admitted each year to ensure that the resident trainee is
exposed to a full spectrum of neurological surgery diseases.

This must include substantial experience in the
management and surgical care of patients in the pediatric
age range, and should include disorders of the spine and of
the peripheral nerves, cerebrovascular disease including
extracranial vascular disease, trauma, and tumors of the
nervous system. :

B. Minimum Surgical Requirements

1. A program must demonstrate to the satisfaction of
the Residency Review Committee that it has both the volume
of patients under neurological care and the breadth and depth
of academic support in order to assure that the program will
have the capability of providing excellent neurosurgical
training to resident trainees.

he former must be substantiated in part by a
compilation of the yearly case load. Under some circum- -

- stances the program may be required to include data for a

period of up to three years prior to the date of the submitted

prc?fosal.

. The profile of clinical experience reported to the
Residency Review Committee must be limited to those
utilized in the resident’s educational program.

4. ltisalsounderstood that the educational requirements
of the resident trainee must be considered at all times and
assignment to a clinical service that limits or precludes
educational opportunities will be adversely considered in
evaluation of the program. :

5. Thefollowing minimum number of clinical procedures
is suggested with the understanding that the majority of the
procedures occur at the parent institution. .

6. It must be understood that achievement of this
minimum of clinical procedures will not ensure accreditation
of a training program.

7. Within the total clinical facilities available to the trainin
program, there should be a minimum of approximately 30
major neurological surgery procedures per year per finishing
resident.

8. The ]presence within a given program of this
neurological surgery work-load, as well as the distribution
of types and cases, is equally important. For instance, the
cases should be appropriately distributed between cranial
and extracranial surgical procedures and should present a
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well balanced spectrum of neurological surgery. As a
minimum, they should include approximately sixty {60)
histologically vertified intracranial neoplasms and/or
aneurysms and vascular malformations per year per finishing
resident. ]

9. No affiliated hospital unit in the training program shall
be-a component of a training program unless there are a
minimum of approximately 100 major neurological surgery
operations per year including twenty-five (25) procedures
for a combination of brain neoplasms, aneurysms, and
intracranial or spinal vascular malformations. Exceptions may
be made if a hospital offers special clinical resources, i.e.,
stereotactic surgery, trauma, or pediatric neurological
surgery, which significantly augment the resources of the
training program as a whole. .

V. FACILITIES

"A. Parent Institution . :

. An educational program in neurological surgery must have
one parent institution with primary rsponsibility for the entire
Erogram.,Appropriate institutions include medical schools,

ospitals, and medical foundations. The institution must

demonstrate commitment to the program in terms of financial,
~ and academic support.

B. Participating Institutions

1. The number and distribution of participating
institutions must not preclude satisfactory participation by
residents in teaching and training exercises. ' -

As a general rule, there shall be a maximum of two

geographically separate institutions in the educational
program. Again, exceptions to this rule may be made if an
institution offers special clinical resources, i.e., stereotactic
surdery, trauma, or pediatric neurological surgery which
significantly augment the resources of the training program
asawhole.

3. Rotations to other institutions must be based on a clear
statement of the value of such affiliation to the teaching
program as a whole.

4. Rotations to institutions at a distance from the parent
institution which makes attendance at conferences and
teaching rounds difficult are not satisfactory.

- C. Inpatient Facilities ‘

1. Inpatient facilities available for training programs in
neurological surgery shall be geographically identifiable and
have an adequate number of beds, support personnel, and
pro;er equipment to ensure quality education.

. Inpatient facilities may vary from one participating
institution to another but should support essential
prerequisites for excellence in patient care and teaching.-

3. The presence of a neurological surgery operating room
with microsurgical capabilities and an intensive care unit
specifically for the care of neurological surgery patients are
considered definite assets to a training program as are other
units for specialized neurological surgery care.

Similarly, neurological surgery beds should be on a
designated nursing unit.

D. Research Facilities

1. There shall be sEace and support personnel for
research identifiable in the neurological surgery division or
department and some activity should be ongoing in this area.

‘2. Research facilities should be available to the
neurological surgical resident.

VI. BOARD CERTIFICATION

A. Performance on Examination

One measure of the quality of a program is the perform-
ance of its graduates on the examinations of the American
Board of Neurological Surgery. The number of residents
completing training and taking and passing the certification
examinations will be part of the evaluation.

B. Certification Requirements :

Residents who seek certification by the American Board
of Neurological Surgery shall communicate with the
Secretary of the Board to be sure that the requirements for
certification has been fulfilled. The current address of this

Neurology

office is published in each edition of the Directory of
Residency Training Programs.

Requests regarding evaluation of educational programs
in neurological surgery and all related program inquiries
should be addressed to the Executive Secretary of the
Residency Review Committee for Neurological Surgery, 535
North Dearborn Street, Chicago, IL 60610.

Effective: July 1986 ACGME: June 1985

10. Special Requirements for Residency
Training in Neurology ‘

INTRODUCTION??

The purpose of the training program is to prepare the
physician for the independent practice of clinical neurology.
This training should be based on supervised clinical work
with increasing responsibility for out-patients and in-patients.
1t should include not only the specific diseases of the nervous
system of different age groups, but also the neurological
complications of medical and surgical conditions. The
resident must alsolearn todifferentiate those patients whose
primary illness lies in other areas, for example, internal
medicine and psychiatry. ‘

LENGTH OF PROGRAM!18

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

" 1. Those which provide four years of graduate training
beyond the receipt of the M.D. degree, the first year of which
includes a broad clinical experience in general medicine in
such primary care specialties as internal medicine, family
medicine or pediatrics. Except for unusual circumstances,
residents should spend no more than two months, and
preferrably no time, in neurology or psychiatry during this
year.

2. Those which provide three years of neurology
residency training but accept only residents who have had

17This material constitutes the special requirements for residency

Frograms in neurology and includes material formerly published as a “guide”-

or residency programs in neurology. The “Guide” is no longer published
separately. The reader is also referred to the General Requirements for
Residency Training and to the publications of the Accreditation Council
for Graduate Medical Education which outline the composition and function
of all Residency Review Committees and which indicate the actions which
any Residency Review Committee may take, as well as the actions which
thf Accreditation Council for Graduate Medical Education (ACGME) may
take.

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

Requests to have a program accredited to train residents in neurology
{or related inquiries regarding residency programs) should be addressed
to: Secretary, Residency Review Committee for Psychiatry and Neurology,
535 North Dearborn Street, Chicago, lllinois 60610. All inquiries as to
whether a physician is qualified to be examined for certification in neurology
should be addressed to: Executive Director, American Board of Psychiatry
and Neurology, One American Plaza, Evanston, lilinols 60201.

18Note: The regulations of the American Board of Psychiatry and
Neurology, referred to, state that two patterns of training are acceptable:

a. Prior to entering an approved neurology training program, a physician
must have completed one year of approved training after receiving
the degree of Doctor of Medicine. This year should be devoted
primarily to clinical experience In internal medicine or pediatrics or
family practice.

b. A four-year training program in neurology would be acceptable with
the provision that at least four months be spent in an approved
program providing direct responsibility for the general medical care
of children and/or adults.

At the present time it should be understood that although two certificates
in neurology are issued by the American Board of Psychiatry and Neurology,
(1) Neurology and (2) Neurology with Special Competence in Child
Neurology, residency programs are approved and accredited in one area
only, i.e., Neurology. Consequently, the description of special requirements
for trainingin neurology is intended to incorporate the necessary components
of residency programs Including the areas of general {or adult) neurology,
child neurology, the basic neurclogical sciences and special clinical areas
which are closely allied to a full understanding and diagnostic study of .
nervous system diseases.
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aninitial first year of graduate training. This first year should
have the minimum requirements-as noted in 1. above.

GENERAL CURRICULUM CONSIDERATIONS

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

The resident must have instruction and practical
experience in obtaining an orderly and detailed history from
the patient, in conducting a thorough examination (general,
mental status, neurological, etc.) and in organizing and
recording the data. The resident must understand the
indications for various laboratory and special diagnostic
procedures, i.e., radiological and radioisotope studies,
computed. tomography, e]ectroencephalograpﬁ , electro-
myography and nerve conduction studies, psychological
testing, and other investigations pertinent to clinical
neurology, and their interpretation. The resident must learn
to correlate the information derived from these neuro-
diagnostic studies with the clinical history and examination
in formulating a differential diagnosis and management plan
for patients with disorders of the nervous system.

esidents must have experience with child neurology
problems, including evaluation of neurological disease in
newborns and infants. Particular emphasis should be given
to understanding the growth and development of the nervous
system. This training is best obtained in a child neurology
service under the supervision of a qualified child neurologist.

While a wide range of clinical experience is mandatory,
each resident should be counseled and aided in planning
various parts of the program in accordance with individual
capabilities and future plans. Clinical assignments need not
be identical for each resident and the program must be
flexible in this regard. Elective time should accommodate
individual interests.

Programs must provide mechanisms for the evolution of
responsibility and professional maturity of residents. The
early clinical assignments are based on direct patient
responsibility for a limited number of patients. Subsequent
assignments must place a resident in a position of increasing
responsibility for tﬁe patients and for a liaison with the staff
and referring physicians. Night call is an excellent method
of furthering the resident’s ability to make clinical judgments
in evaluation and care of patients. In this way the resident
matures to a point of eventually assuming full responsibility.
Reserving the hospital consultation services for the latter
portions of the program when a resident is most mature is
an excellent manner of inducing this responsibility. Adequate
faculty supervision, however, is necessary throughout the
program. Periodic review of the resident’s performance is
helpful, pointing out the strengths and weaknesses of the
residents and planning their educational program.

Service, teaching and research must be present in every
. training program. The importance of service is obvious, as

clinical neurology can only be mastered at the bedside, in
the out-patient department, and in the emergency room.
Teaching of other residents, medical students, nurses, and
health care personnel, formally or informally, are important
aspects of the resident’s training in neurology. Programs
.should include research opportunities for residents. It is not
necessary for all residents to engage in basic research, but
participation in clinical research is extremely helpful in
. teaching the resident to appraise published reports of
research. .

An important exchange of ideas and mutual stimulation
should develop among the neurology residents themselves.
This is fostered by choosing residents from different schools
and backgrounds. Also, on the neurological ward the mixture
of neurology residents with medical, neurosurgical, pediatric
and psychiatric residents who may rotate through the

\

neurological service adds a wholesome broadening of the
educational experience.

CONTINUITY OF PATIENT CARE AND RESIDENT
EDUCATION

While much of this education will take place through
supervised experience in caring for in-patients on the
neurology service, a supervised experience in the out-patient
clinic is also important. As much as possible, the resident
should have individual responsibility, with supervision, for
following long-term patients throughout the three or more
years of neurology training. This can be accomplished by
periodic clinics in which each resident is responsible for
scheduling of personal patients. Continuity of education
throughout the residency is accomplished by attendance at
conferences in the various disciplines. They should include
electroencephalography, neuroradiology, child neurology,
neuro-ophthalmology and general neurological conferences.
There should be gross and microscopic pathology
conferences utilizing recent pathological specimens. Clinical
pathological conferences are particularly valuable. It is useful
to put increasing responsibility for the planning and
s?ervision of the conferences on the residents.
TRAINING IN OTHER CLINICAL AREAS

a. General _ .

Neurological training must include assignment as a
consultant, under supervision, to the medical, surgical,
obstetrics and gynecology, pediatric and psychiatry services
and their subspecialties, to provide for broad exposure to
the many neurological complications of systemic diseases.
An appreciation of the surgical management of disorders
of the nervous system can be obtained by close liaison
between neurology and neurosurgery services. Patients
requiring care by both disciplines should be the joint
reslgonsibi]ity of residents from both services.

esidents should have an adequate op ortunity to
acquaint themselves with the management tecﬂnique ol the
physical medicine and rehabilitation service.

b. Psychiatry

Because of the intertwining of neurological and psychiatric

problems in many patients, it is important that residents in
neurology have adequate training in psychiatry. Residents
must be acquainted with the symptomatology and differential
diagnosis of the more frequently encountered psychiatric
syndromes, particularly those associated with lesions of the
nervous system. The residents must be made aware of the
psychological aspects of the patient-physician relationship
and the importance of personal, social and cultural factors
in disease processes and their clinical expression. Knowledge
of the use and complications of drugs used in psychiatry is
essential. Time spent on a psychiatric-in-patient and out-
patient service with proper supervision, availability of liaison
psvychiatrists on the neurology service and close contact of
residents from both disciplines in the care of patients is
extremely valuable in acquiring these skills.
BASIC SCIENCE

Well trained neurologists must have an adequate
background in those basic sciences upon which clinical
neurology is founded. These include: neuroanatomy,
neuropathology, neurophysiology, neuropsychology,
neurochemistry, neuropharmacology, as well as the
application of genetics and epidemiology to neurological
disorders. They should acquire familiarity with principles
of normal and abnormal personality development. Since it
is not possible for residents to spend time in each of these
subdisciplines within the three year period of residency, the
particular resident’s capabilities and needs must.be
considered. An extensive exposure in one or more of these
areas is desirable for each resident. Didactic courses in all
or some of the basic sciences are important for providin
an overall review and understanding of the field.
particularly good way for the resident to review the basic
sciences is to participate in the teaching and laboratory
supervision of the neuroscience courses offered in the medical

ool. :

There should also be organized instruction in the clinical
sciences relating to neurology. This is often best obtained
by participating in and performing laboratory procedures and

2
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\ )
attending instructional exercises in which clinical correlations
with laboratory data are emphasized. The resident should
be kept informed of major developments in both the basic
and clinical sciences relating to neurology, usually best
presented by periodic seminars, journal clubs, lectures
didactic courses and attendance at local and national
meetings.
LIBRARY ACCESSIBILITY

Because of the great diversification in the neurological
sciences, the library needs are great, covering not only clinical
texts, monographs and journals in clinical neurology but also
the basic neurosciences and behavioral sciences. While it
may be impossible for a department to maintain a large

collection outside of the general medical library, essential

references should be maintained and be accessible.
CLINICAL FACILITIES AND TRAINING

Clinical facilities must be adequate. It is desirable that
neurology patients be assembled in one area to enhance
patient care and proper training. There should be adequate
out-patient facilities, examining areas, conference rooms, and
research and clinical laboratories. There is no set rule to the
number of patients necessary for each resident. It is the
program director’s responsibility to see that the number of
patients is adequate. They must be diversified as to age and
sex, short term and long term neurologic problems, and
in-patients and out-patients.

NUMBER OF RESIDENTS

The exact number of residents which may be af)pointed
to a given program, and the exact number of full or part-
time staff required to operate the program, is not specifically
designated. However, the program must maintain a sufficient
number of residents and staff to provide the “critical mass”
needed to promote an intellectually stimulating educational
atmosphere for the residents and a broad base of clinical
expertise among the staff. Likewise, the available patient

“cases must be neither too large nor too small to provide a
sound educational program. Programs that fail to recruit new
residents for two consecutive years will be subject to negative
action. ‘

TEACHING STAFF

The program must have a sufficient number of qualified
staff with competence in general neurology, and preferably,
an area of special and recognized interest. It is desirable that
the educational and training background of the staff provide
diversity of ideas in meeting the goal of providing service,
teaching and research.

SPECIAL TRAINING FOR CHILD NEUROLOGISTS

" Training in child neurology should be conducted only in
a setting where accredited programs in both neurology and
pediatrics already exist and should be.integrated into the
three-year %rogram in neurology.

During the period of training, residents in a neurology
training program should have experience in the special
problems involved with both history taking and neurological
examination of infants and newborns. Special attention
should be devoted to training in the detection of congenital
malformations, prenatal infections, genetics, and hereditary
metabolic and degenerative diseases of childhood.

. The required two years of general pediatric residency,
for residents seeking training in child neurology, should be
designed to provide the resident with a wide variety of
experiences in the care of sick children, including required
rotation in a newborn nursery.

Residents should be assigned to a child neurology service
under the supervision of a director who is suitably trained
and experienced to oversee the work of the residents in both
grimary §>atient care responsibility and in consultation with

oth medical and surgical pediatric subspecialties, including
a general and newborn intensive care unit. The program
should provide for increasing responsibility and continuity
of patient care.
t is assumed that the resident will have gained some
insight into surgical neurology in his general training and so
it is assumed that the setting for training in child neurology

will include an active neurosurgical service. An opportunity

should also be afforded the resident to study problems of

Nuclear Medicine

growth and development, mental and learning disabilities and
gain an understanding of psychiatric diseases in children.
One measure of the quality of a program may be the
performance of its residents on the examinations of the
American Board of Psychiatry and Neurology.
GENERAL REQUIREMENTg
The provisions of the general requirements must also be
met for approval. : o

Effedive: January 1983 ACGME: September 1982

11. Special Requirements for Residency
: Training in Nuclear Medicine

I. INTRODUCTION

Accredited residency training has been available in the
field of nuclear medicine since 1975. The Residency Review
Committee for Nuclear Medicine consists of appointees of
the AMA Council on Medical Education and the American
Board of Nuclear Medicine who are well qualified nuclear
physicians from the backgrounds of diagnostic radiology,
internal medicine, pathology and other recognized medical
specialties.

II. GENERAL CONSIDERATIONS

A good residency program in nuclear medicine requires
the support of strong services in other specialties, notably
medicine, surgery, radiology, and pathology. Other clinical
training resources should be such that the total number of
residents is large enough to permit intellectual exchange and
sharing experiences within and without the nuclear medicine
program.

A training program in nuclear medicine must have a single
garent institution. Affiliations with other hospitals should

e based on the value of such affiliation to the training
program as a whole.

The general criteria for approval for residency training
are both qualitative and quantitative. Qualitative consider-
ations include the qualifications of the director of nuclear
medicine services; qualifications of the nuclear physicians,
basic scientist associates and technologist assistants;
the supervision of the work of the trainees; the quality of
the educational experiences; and the accuracy, appro-
priateness and completeness of the nuclear medicine studies
performed.

Quantitative considerations include the numbers of
procedures and tests and their relationship to the size of the
medical center. Also considered will be the diversity and
completeness of studies performed; the space and equipment
of the nuclear medicine facilities; and the number of medical
and nonmedical personnel in relation to the volume of work.

IlI. DURATION OF TRAINING

A minimum of four years of residency training is
considered necessary to train a physician in the specialty of
nuclear medicine. This training should include at least two
years of satisfactory preparatory residency training in
programs accredited or acceptable by Aé]GME". Such
programs shall provide broad experience in clinical medicine
in which the primary emphasis is on the patient and the
patient’s clinical proglems. The satisfactory completion of

. the equivalent of an accredited Transitional Year program is

recommended as the minimum primary patient care
experience. Preparatory training may, or may not, be within
the specialties of radiology, pathology or internal medicine.
It is recommended that the preparatory postdoctoral training
precede training in nuclear medicine.

Inadditionto the preparatory residency training programs,
residents must complete in a satisfactory manner a two-year
residency training program in nuclear medicine.

IV. SCOPE OF TRAINING

The training program in nuclear medicine should include
the diagnostic, therapeutic, and investigational uses of
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radionuclides. It should be of sufficient breadth to insure that
all residents become thoroughly acquainted with the
techniques and methodology of the major nuclear medicine
diagnostic and therapeutic applications. The training
experience should assure ample opportunity to attain
competence in correlating the patient’s problem with the
optimum selection of nuclear medicine studies, performing
these studies, interpreting the information obtained,
correlating this information with other diagnostic studies,
and following up patients receiving radionuclide therapy. The
resident staff should directly participate in the performance
of a sufficient number and wide variety of studies (imaging,
non-imaging and therapy) under adequate staff supervision.

Residents should Eecome famﬁiar with methods of
investi%1 tion and should be encouraged to participate in
research, particularly as it relates to developing or evaluating
instrumentation and%‘adiopharmaceuticals, radiobioassay or
radioimmunoassay advances, and the utility of new
radionuclides or radiopharmaceuticals. ’

V. PROGRAM CURRICULUM
~A. STRUCTURE

1. Didactic Presentations: Didactic instruction for both
imagingand non-imaging applications must be well organized,
thoughtfully integrated, and carried out on a regularly
scheduled basis.

2. Laboratory and Practical Experience: Exposure to the
basic sciences should not be limited to didactic instruction
even when clinically related. The resident’s activities should
include laboratory experience and regular contact with basic
scientists in their clinical adjunctive roles.

3. Patient Management and Consultation: At the
completion of the entire training program, residents should

- have a sufficiently broad knowledge of medicine to obtaina
pertinent history, to perform an appropriate physical
examination, and to arrive at a ditferential diagnosis.
Residents should be able to plan and perform appropriate
nuclear medicine procedures, to interpret the results, and
to make a logical diagnosis. They should be qualified to
recommend therapy or further studies. If radionuclide
therapy is indicated, they should be capable of assuming
responsibility for patient care. :

upervision ofthe residents in this part of their nuclear
medicine training is very importarnt. The program should be
structured so that the résident’s direct responsibility increases
progressively during training. At the completion of training,
the resident should be knowledgeable inthe relevant aspects
of clinical medicine and patient care, he/she should be able
to serve as consultant to referring physicians in interpreting
data, in choosing optimum nuclear medicine procedures, and
in explaining the meaning, limitations and complications of
such procedures. o :

4. Conferences and Seminars: All residents must
participatein regularly scheduled clinical conferences in which
the resident is responsible for presenting case material and
discussing the relevant theoretical and practical issues.

There should be active. resident participation in well-
structured seminars which review the pertinent literature with
respect to current clinical problems and which discuss
additional topics to supplement the didactic curriculum.

Teaching case files involving diagnostic and therapeutic
nuclear medicine procedures should cover the full spectrum
of clinical applications; they should be indexed, coded with
correlative and follow-up data, and readily accessible for
resident use, ‘

5. Resident Evaluation: it is essential that the program
director regularly evaluate the clinical competence of the
residents. This evaluation should concernitself not only with
intellectual abilities and manual skills, but also with attitudes
and interpersonal relationships. Included should be
observation of the resident. performing specific tasks such
as image interpretation, taking a history and performing a
?hysical examination, choosing diagnostic studies,

ormulating patient management and communicating
effectively. Residents should regularly be made aware of their
progress and particularly of any weaknesses. These records

must be maintained on file and discussed with and shown
to the individual resident. :

B. CONTENT .

The training program should provide.educational
experience in the following areas: :

1. Physical Science: Structure of matter, modes of
radioactive decay and particle and photon emissions, and
interactions of radiation with matter.

2. Instrumentation: Nuclear medicine instrumentation,
with special emphasis on the gamma scintillation cameras,
radiation detector collimation, associated electronic
(ijnstriuments and computers, and image production and

isplay.

g. Mathematics, Statistics, and Computer Sciences
including probability distributions, medical decision making,
basic aspects of computer structure and function,
programming and processin%

4. Radiation Biology and Protection: Biological effects of
ionizing radiation, means of reducing radiation exposure,
calculation of the radiation dose, evaluation of radiation
overexposure, medical management of persons overexposed
to nuclear ionizing radiation, management and disposal of
radioactive substances, establishment of radiation safety
pr?rams inaccordance with federal and state regulations.

. Radiopharmaceuticals: Production of radionuclides,
radiochemistry, pharmacokinetics and formulation of
radiopharmaceuticals.

6. Diagnostic Uses of Radionuclides: Clinical indications,
technical performance and interpretation of in vivo imaging
and function studies using radionuclides; use of scintillation
cameras and external detectors; pf)ysiologic gating
techniques; patient monitoring during intervention studies
and the relationship between nuclear medicine procedures
and other pertinent imaging modalities such as computed
tomogra]i/hy and ultrasonoaiaphy. :

7. In Vitro Studies: Methodology and quality control of
competitive binding and radicimmunoassay procedures;
principles of activation analysis and autoradiography. '

8. Therapeutic Uses of Radionuclides: Patient selection,
dose administration, including dosimetry, and specific

applications.

VI. PROGRAM ORGANIZATIONAND
RESPONSIBILITIES '

The director of the program must be a qualified physician,
certified by the American Board of Nuclear Medicine or
possessing suitable equivalent qualifications, and must devote
most of his/her professional time to the conduct of the
residency training program and the supervision of nuclear
medicine services. The program director’s tenure should be
lon_% enough to assure continuity to the program. .

he professional staff who participate in the program must
be qualified nuclear medicine physicians and basic scientists.
It is essential that they be trained in their subspecialties; have
experience, interest and competence in resident teaching;
devote adequate time to teaching activities; participate in
their own continuing education; engage in scientific
presentations; and have an active interest in research.

The program director must notify the Secretary of the
Residency Review Committee of any changes as they occur
which might significantly alter the educational experience,

- such as a change in program director, change in institutional

affiliation, or a change in the number of residency positions
offered.

VII. PROGRAM REQUIREMENTS

The medical facility and patient population of the
institutions or institution offering a residency program in
nuclear medicine should be of such size and composition as
to provide an ample and varied patient population. The
program should provide an opportunity for residents to study
and participate in all aspects of clinical nuclear medicine,
including nuclear medicine diagnosis, and patient treatment
and follow-up. The number of nuclear medicine physicians
and the technologist staff must be large enough to carry out

" the workload of the facility, aswell as to carry out the teaching
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responsibilities. There must be a mechanism for maintaining
case records and treatment results to facilitate patient
follow-up and to provide teaching material. Adequate space
must be available for educational, clinical and research
functions of the nuclear medicine program. The institution
or institutions should have other residency programs to
provide an opportunity for interaction among residents in
the various medical disciplines.

While minimum requirements may vary from one training
program to another, a well designed program will usually
perform annually at least 4,000 nuclear medicine imaging
procedures; 10,000 in vitro procedures; 500 in vivo kinetic
and body composition procedures; and 20 radionuclide
therapeutic procedures. These procedures should be
distributed over the full spectrum of nuclear medicine
practice, including the pediatric age group. :

The ratio of teaching staff to residents shall be sufficient
to assure adequate clinical supervision and the teaching of
the basic sciences. There should be a clinical workload
adequate to the needs of residency training attempted.

VIII. LIBRARY .
Residents should have ready access to a medical library

with a representative selection of books and journals related

to the specialty of nuclear medicine. Where appropriate there

should be an interlibrary loan system through the facilities .

of a nearby resource or regional medical library such as a
medical school or national library. :

IX. RECORDS
Program directors should be familiar with the “General
Requirements” of the “Esseng‘als of Accredited Residencies,”
including those relating to'maintaining a personal record of
each resident. It is anticipated that this record would include
arecord of clinical duty assignments and personal evaluations
by attending staff supervising the resident. All recordsrelating
to the individual resident’s training experience should be
Ereserved and made available to the Residency Review
ommittee if requested. Confidentiality regardingindividual
residents will be maintained in any review.

X. OTHER
The provisions of the “General Requirements” also must

be met for approval. )
Residents who plan to seek certification by the American
Board of Nuclear Medicine should communicate with the

office of that Board regarding the fulfillment of requirements

for certification.

Programs that fail to recruit residents for at least three
consecutive years will be subject to withdrawal of
accreditation. :

Effective: Sept. 1985 ACGME: Sept. 1985

12. Special Requirements for Residency
Training in Obstetrics-Gynecology

The residency programs in obstetrics-gynecology should
constitute a structured educational experience, planned in
continuity with undergraduate and continuing medical
education, in the health care area encompassed by this
specialty. While such residency programs contain a patient
service .component, they must be designed to provide
education first and not function primarily to provide ﬂospital
service.

An educational program in obstetrics—gynecolo’gy must
provide opportunity for increasing responsibility, appropriate
supervision, formal instruction, critical evaluation an
counseling for the resident.

The program in basic obstetrics-gynecology must provide
in-hospital and ambulatory training. It must include, but not
necessarily be limited to, experience in high-risk obstetrics,
immediate care of the newborn, the full range of gynecologic
surgery, gynecologic oncology to include experience in the
use of radioactive materials, gynecologic surgical pathology,
reproductive endocrinology and infertility, family planning,

emergency medicine, psychosexual and psychosomatic,

Obstetrics-Gynecology

counseling, genetics, medical jurisprudence, and the fullrange

of commonly accepted diagnostic procedures.

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

TYPES OF GRADUATE PROGRAMS

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

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

B. Integrated—An integrated program is conducted within
multiple educational institutions but under a single
programdirector. Each educational institution must have
the overall quality and level of supervision and the
educational requirements demanded of an independent
pro?ram. The residents may rotate at any level, including
the final senior resident year. The program director must
have authority over the educational program in each
hospital, including the appointments and assignments of
all teaching staff and all residents and must assure the
uniformity of the educational experience for each
resident. Additional extramural rotations are permitted
under the regulationsapplied to allprograms ‘(see below).
If a program includes rotations for a total of more than
six months for any resident, at institutions other than
those included in t¥:e integrated program, that program
becomes an affiliated program.

C. Affiliated—An affiliated program is one in which any
resident spends a total of more than six months in
extramural rotations outside of the parent institution
gnstitutions in the case of integrated programs).

xtramural rotations may be arranged by the program
director of either an independent or integrated program
in order to enhance the educational experience of the
residents. Only under exce}:)tional circumstances, and
with written prior approval of the Residency Review
Committee, may they be included in the final senior
resident year: Residents are appointed by their parent
program and assigned by it to the affiliated hospitals
where they spend no more than one-third of the total
residency and no more than twelve months of obstetrics-
gynecology. Two types of extramural rotations mafy be .
considerecf:’ a) If the total time of extramural rotation from
the é)arent program by any resident during the entire
residency exceeds six months, the program is considered
to be an affiliated program and the entire program must
receive prior approval by the Residency Review

Committee. b) Rotations for a total of six months or less

will not require that the program be designated as an

affiliated program and these rotations may be arranged
by the program director without prior Residency Review

Committee approval.

LENGTH OF GRADUATE MEDICAL EDUCATION
A resident must have a minimum of four years of approved
clinically oriented graduate medical education, of which at
least three years must be entirely in the specialty of obstetrics-
gynecology. Residency programs preceded by a year of
training sponsored by the program may contain more trainees
in that year than the number approved for each year of
specialty training. Residency programs may, therefore, be
of three or more years duration, but programs of different
lenxths or qualigz in the same institution will not be approved.
program director, under suitable circumstances, may
elect to credit a resident with a period of graduate training
in obstetrics and gynecology gained by the resident before
entering the program. The period of training must have been
of four or more months in duration and must have been .
received in a hospital conducting a currently approved
residency in obstetrics-gynecology. This time may then be
used to provide time, within the thirty-six months of
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obstetrics-gynecology, for appropriate electives on other
clinical services. It may not be used to shorten the total length
of the residency program. -

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

TYPES OF FIRST GRADUATE YEAR

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

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

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

ncreasing responsibility must progress in an orderly
fashion, culminating in a senior resident year. The senior
resident year consists of twelve months of clinical experience,
in the last year of the resident’s prégram. Elective time in
the senior resident year requires the prior approval of the
Residency Review Committee. The senior resident must have

sufficient independent operating experience to become

technically competent and have enough total responsibility
for management of patients to insure proficiency in the
diagnostic and treatment skills that are required of a specialist
in obstetrics-gynecology in office and hospital practice.

Clinical involvement alone does not constitute an
educational experience. It is also very important that each
program have a dedicated program director with an
interested and competent teaching faculty sufficient in
number and qluality to be able to supervise and instruct the
residents at all levels and in all of the practice areas of the
specialty. -

The maximumnumber of residents in a program is linked
to the number that can be accommodated within the
framework of the above requirements. Since one of the most
important considerations is the clinical experience available
to give each resident adequate primary responsibility, and
since this usually centers upon the senior resident year, the
maximum number of residents in a program depends upon
how many senior residents the program can educate. Usually
the maximum number of residents in a program is the
number of senior residents the program can accommodate
multiplied by three or four, depending upon the length of
the _lpro'gram.

he minimum number of residents ina pro%ram requires
consideration. Residency programs with a planned
complement of only one resident in each of three or four
years may not sustain the critical mass necessary to keep
the program vital and can rarely maintain approval. There
must be a potential for development into a program with
two or more residents at each level.

Accreditation is granted on the basis of a balance between
the educational resources and the number of residents in
the program. The appointment of residents in excess of the

‘approved number may adversely affect the quality of the total
experience of each resident. Therefore; changes.in the
educational resources should be reported to the Residency
Review Committee and proposed increases in the number

.of residents must first be approved in writing by the

Residency Review Committee.
All requests for increase in the resident complement must
be based not only on the availability of an adequate patient

population but also on adequate resources for supervision,
education and evaluation. A request for a change in the
number of residents must describe the impact of total
experience upon each of the senior residents under the new
circumstances. The request will be considered incomplete
if it lists only expansion in beds, hospitals, or overall clinical
experience and does not address the question of expansion
of faculty and administrative support necessary to teach,
supervise and evaluate the additional residents. Conversely,
areduction in beds, hospitals or other changes inthe program
which may lead to an anticipated decrease in total experience
for the residents, must be promptly called to the attention
of the Residency Review Committee to determine if a
reduction in the number of resident positions in a given
graduate medical program is necessary.
PROGRAM DIRECTOR AND FACULTY

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

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

The program director must be able to provide a significant
time commitment to the residency program, demonstrate
the ability to organize and direct the teaching program, and
maintain a quality teaching staff. The program director is
specifically responsible for all communications with the

esidency Review Committee, and must report any major

“change in the residencg [program. Further, the program
ili

director has the responsibifity of verifying that residents have
satisfactorily completed the program and are prepared to
enter specialty practice. .

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

Assignment of the responsibilities for the resident training
by the program director should be clearly defined. Toassure
continuity of teaching efforts and departmental policy, the
;la_rogram director should have a reasonable tenure of office.

he Residency Review Committee should be notified of any

change in program directors.
GRADUATE TEACHING

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

The program director must estaglis methods of
periodically and systematically evaluating and documentin
the level of performance, experience and technical skills o
the residents. One example of an acceptable mechanism
helpful in evaluating cognitive knowledge is the CREOG In-
Training Examination. On a regular basis program directors
or their designees must inform the residents of their individual
progress, emphasizing strong points and offering guidance
with regard to correcting deficiencies. These evaluations,
as well as a list of skills which the resident has mastered,
must be documented and available (without revealing the
specific resident’s identity) at the time the program is
reviewed for approval.

Formalteachingactivitiesin obstetrics-gynecology should
be structured and regularly scheduled. They should generally
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consist of patient rounds, case conferences, journal clubs and
coverage of appropriate basic sciences pertinent to the
specialty. In cross-disciplinary conferences, such as
perinatology, appropriate physicians from other specialties
should be invited to participate.

The patient population available to the training program

* should provide a varietill of operative experiences in

obstetrics-gynecology. While quality of the surgery in a
hospital is more important than the actual number of cases,
and while there is a Icfreat value to a resident in acting as an
assistant t6 a skilled and experienced obstetrician-
gynecologist, it is also essential that the resident gain
experience in management of patients by personal evaluation
of the signs and symptoms, physicial and laboratory findings
leading to a diagnosis and decision for therapy as well as
the performance of technical procedures. An acceptable

residency program in obstetrics-gynecology must be ableto -

provide substantial, diverse and appropriate surgical
experience after the residents have mastered the basic skills.
or the purpose of program review, accurate and complete
documentation of each individual resident’s experience for
each year of training is mandatory. These records should
indicate the level of participation of the resident and skills
achieved. The program director must review at least semi-
annually the record of operative experience with the
individual resident for breadth and depth of experience as
well as for evidence of continuing growth in technical
achievements. These cummulative data will be reviewed in
detail at the time of surveg for program approval or continued
program approval. For the purposes of these records, there
is no distinction between private and service patients.
Complete management of a patient’s care under adequate
supervision should be considered the highest level of training.
There are, however, circumstances under which the trainee
mai,t not assume complete managément: :
. When the program director or his designee does not

believe the trainee’s expertise or understanding is

adequate to insure the best care of the patient.
2. When the attending physician is not willing to delegate
. the necessary degree of responsibility.
3. When the trainee for religious or moral reasons does
not wish to participate in the proposed procedures.

An essential feature of resident education is that a.

significant number of staff sulﬁaort the principle of delegation
of complete management under supervision.

A medical library is an important resource to the
obstetrics-gynecology training ﬁrc::lgram. The library may be
sponsored by the hospital or the department, but it should
be readily accessible to staff, both during the day and in the
evening. The textbooks should be kept up to date, and there

. should be an ample supply of current journals devoted to

obstetrics-gynecology and related subjects. When a
comprehensive library is not available in the hospital, an
active reference system should be provided through ready
access to larger medical libraries.

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

Knowledge of obstetric and gynecologic pathology is
essential. Therefore, assignment to general and obstetric and
gﬁmecologic pathology may be arranged in such a way that
the resident retains at least part-time contact with clinical
obstetrics and gynecolo%}ll night and weekend duty, for
instance), in order to fulfill the minimum clinical requirements.
While much value also may be gained from assignment to
other clinical services, in general such additional formal

Ophthalmology

rotations are feasible only in programs of more than three
years duration, as such rotations cannot be counted as a
formal part of the required thirty-six months of clinical
experience in obstetrics-gynecology.

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

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

Since obstetricians-gynecologists function as providers of
comprehensive care for women, experience in the care of
ambulatory patients is essential in training programs. The
ratio of outpatient visits to admissions for operations should
be evidence of this emphasis. Since many of the patient
problems seen in the hospital outpatient department are
comparable to those seen in office practice, it is essential to
provide a closely supervised experience in an active
outpatient setting that also insures a continuity of care for
patients by the individual resident. Increasing responsibility
should be given to the resident under the conscientious
guidance of a qualified attending staff member.

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

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

In addition to these Special Requirements as set forth,
all provisions of the General Requirements must also be met
for approval of a residency program. Residents who plan to
seek certification by the American Board of Obstetrics and
Gynecology should communicate with the Secretary of the
Board to obtain the latest information regarding current
requirements for certification.

Effective: July 1982 AICGME: May 1981

13. Special Reduirements for Residency
Training in Ophthalmology

SECTION 1. INTRODUCTION

The “Special Requirements for Residency Training in
Ophthalmology” set forth the educational prerequisites for
trainees and the minimum components that a residency
training program in ophthalmology must possess, including
the duration of training, institutional support and admini-
stration, faculty, educational program, patient resources, and
facilities. ‘

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

SECTION 2. PREREQUISITES

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

SECTION 3. DURATION OF TRAINING

The length of training in ophthalmology must be at least
36 calendar months, including appropriate short periods for




52 ESSENTIALS OF ACCREDITED RESIDENCIES

Ophthalmology

vacation, special assignments, or exceptional individual
circumstances approved by the program director.

SECTION 4. INSTITUTIONAL SUPPORT
AND PROGRAM ADMINISTRATION

A. General s

Program directors must be given sufficient authority,
financial support, and facilities by the governing body of the
sponsorin%linstitution to permit them to organize and
supervise the following activities of the training program:
staff recruitment, resident selection and evaluation,
instructional program, patient management, and research.

B. Qualifications of the Program Director

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

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

C. Administrative Responsibilities of the Program
Director :

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

The program director is responsible for notifying the
Secretary of the Residenc?z Review Committee of any change
which may significantly alter the educational experience for

‘the residents. These will include a change in:

1) program director and/or departmental chairman;

2) formal affiliation with another institution;

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

4) the number of resident positions offered.

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

SECTION 5. THE TEACHING FACULTY

The faculty should possess good clinical and teaching

skills. The faculty must devote adequate time to the,

education of residents. It is desirable that the faculty be
chosen with a broad range of subspecialty interests.
Faculty members should be certified by the American

Board of Ophthalmology or possess suitable equivalent’

qualifications.

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

SECTION 6. PARTICIPATING INSTITUTIONS

Allinstitutions participating in the training program must
be described as requested by the Residency Review
Committee in its in‘}ormation forms. Affiliations with
institutions which are geographically remote from the parent
institution (not within commuting distance) should not
represent a significant proportion of the training program,
unless the remote’ institution can be shown to provide

equivalent educational experience to that obtained at the
arent institution. Rotations to foreign countries shall not
e used to meet minimum educational standards. '

SECTION 7. EDUCATIONAL PROGRAM

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

A. Didactic Instruction in the Basic and Clinical Sciences

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

B. Case Presentations and Clinical Conferences

A minimum of approximately eight hours per month
should be devoted to regularly scheduled case presentations

- and clinical conferences attended by majority of residents

and facultg.

C. Pathology :

The intramural training experience in ocular pathology
should be comprised of lectures, clinicopathological
conferences and a minimum of approximately 50 hours of
intramural laboratory experience in gross and microscopic
examination of pathological specimens. :

D. Clinical Experiences -

The volume and variety of clinical ophthalmological
problems in children and adults must be sufficient to afford
each resident a graduated supervised experience with the
entire spectrum of ophthalmic diseases so that the resident
may develop a% ropriate diagnostic, therapeutic, and manual
skills and be able to judge whether these should, or should
not, be applied.

1. Out-patient Experience

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

"be refracted by the resident.

2. Surgical Experience

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

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

3. Consultation Experience

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

E. Fellowship Program . -

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

SECTION 8. FACILITIES

A. Clinic

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

B. Operating Room Facilities

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

C. Inpatient Facilities

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

Library

Residents should have access to a major medical library.

In addition, there should be readily available a collection of

ophthalmological and general medical texts, journals, films,

records and tapes.

SECTION 9. OTHER _

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

Training programs in ophthalmology should comply with
all of the provisions of the “General Requirements.”

Residents who plan to seek certification by the American
‘Board of Ophthalmology should communicate with the
Secretary of the Board regarding specific requirements for
certification.

Effective: July 1982 ACGME: Sept.. 1981

14. Special Requirements for Residency
Training in Orthopaedic Surgery

Orthopaedic surgery is the medical specialty that includes

the investigation, preservation, and restoration of the form™

and function of the extremities, spine and associated
structures by medical, surgical and physical methods.

The Special Requirements for Orthopaedic Surgery detail
the content and scope of the education and experience which
aprogram must provide. :

I. TRAINING PERIOD
"~ A. Duration of Training

The post-graduate medical educational requirement is five
years, of which at least three years must be in an accredited
orthopaedic residency. These three years must include a
significant 1uality educational experience and appropriate
mix in adult orthopaedics, children’s orthopaedics, and
trauma. An orthopaedic residency program may be
responsible for three, four or five years of post-graduate
medical education. Accreditation by the Residency Review
Committee and the Accreditation Council for Graduate
Medical Education {ACGME) is required for all years in the
program. :

B. Categories of Post-Graduate Education

As many as two Years of post-graduate education may
be obtained from the following categories:

1. The first post-graduate year (PGY-1) may be in a

" broadly based ACGME accredited program with no
more trlan three months of orthopaedic surgery.

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

Orthopaedic Surgery

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

[I. RESPONSIBILITIES OF INSTITUTIONS

. A. Institutional Support :

- The %overning body of the institution should provide
surport or the program director in teaching, recruiting staff,
selecting residents, and dismis$ing residents whose
performance is unsatisfactory. The institution should
demonstrate proper support for the program by encouraging
continuity in the program directorship. Assurance of due
process for residents and teaching staff should be
demonstrated. :

B. Affiliation Agreement .

When the resources of two or more institutions are utilized
for the clinical or basic science education of a resident in
orthopaedic surgery, letters of agreement must be approved
by the institutional governing boards.

Affiliations should be avoided with institutions which are:

1) at such a distance from the parent institution as to

make resident attendance at rounds and conferences
difficult, or

2) which do not add to the educational value of the

program.

Clinical responsibility alone does not constitute a suitable
educational experience.

. PROGRAM ORGANIZATION AND
RESPONSIBILITIES!®

A. Quudlifications of the Program Director .

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

. qualifications. The evaluator of such equivalency will be the

esidency Review Committee. The program director usually
shall be the chairman of the department or chief of the
division of orthopaedic surgery. The effectiveness of the
program director will be considered by the Residency Review

Committee. ,

B. Responsibilities of the Program Director

1. The program director must arrange for the provision
of acfequate facilities, teaching staff, resident staff,
teachin? beds, educational resource materials, out-

~ patient facilities, and research facilities.

2. The program director is responsible for the selection
of residents and must insure that the appointed
residents meet the eligibility requirements listed under
item 3 of the “General Requirements.” The program
director should monitor each resident’s performance
and progress in cognitive, }udgme’nta] interpersonal
and manual skills aspects of orthopaedic surgery. It is

the program director’s responsibility to counsel,
censure, and, after due process, to dismiss residents
who fail to demonstrate appropriate industry,
competence, responsibility, learning abilities, and
ethics.

3. Inprograms which offer post-graduate fellowshipsand
instructorships, the program director should insure
that such fellowships and instructorships do not com-
promise resident education.

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

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

a. Change of program director.
b. Major changes in institutional affiliation. Any change

19Program directors are referred also to the “General Requirements” of
the Essentials of Accredited Residencies for further explanation of the
requirements for program organization and responsiblities of the program
director and the staff. : :

Y|
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in formal affiliation with an institution where a
resident spends six months or longer requires prior
approval by the Residency Review Committee. The
total experience in institutions in which programs
in orthopaedic surgery are not accredited by the

ACGME shall not exceed six months for any resident.
c. Extension of resident education period. A program

director may retain a resident longer than the
duration for which the program is accredited in
orthopaedic surgery so that the resident may achieve
sufficient competence in the specialty. The
Residency Review Committee must be notified of
such retention.

d. Achange in number of residents. Any change in the

number of residents at any level of training or change

. in the total number of residents must receive prior
approval of the Residency Review Committee.

C. Responsibilities of the Teaching Staff

1. It is the responsibility of the teaching staff to insure
that the orthogaedic residency is an educational
experience with the resident in the role of student.
The structure and content of the of the residency
program should reflect the education-service ratio of
an educational experience.

2. There must be sufficient staff available to supervise
and instruct residents at all times. The teaching staff
should demonstrate sufficient commitment in time and
energy to fulfill the teaching assignments.

3. The teaching staff should participate in appropriate
scientific societies, pursue their own continuing
education, and develop an active interest in relate
research.

IV. ELIGIBILITY, SELECTION, RETENTION AND
DISMISSAL OF RESIDENTS

Program directors are referred to the “General Require-
ments” in this area. '
V. TYPES OF PGY-1 EDUCATIONAL EXPERIENCE

A. Categorical PG-1 Year

The categorical post-graduate year (PGY-1) must be spent

in an accredited institution which has accredited residency
rograms in general surdery, internal medicine and pediatrics.
In categorical programs, the non-orthopaedic PG-1 year
should include no more than three months of orthopaedic
experience. :
. Transitional Programs
In transitional programs, the non-orthopaedic PG-1 year
should include no more than three months of orthopaedic
experience. .
VI. SCOPE OF CLINICAL, BASIC SCIENCE, AND
RESEARCH EXPERIENCE
A.. Clinical Resources
Clinical problems must be of sufficient variety and volume
to afford the residents adequate educational experience in
diagnostic, therapeutic, judgmental, and manual skills inadult
orthopaedics, pediatric orthopaedics, fractures and trauma,
surgery of the spine, including disc surgery, hand and foot
surgery, athletic injuries, rehabilitation and related basic
sciences. : .
B. Resident Responsibility
The residency ;!)ro ram should provide gradually
increasing responsibility. Inpatient and outpatient experience
including all age groups is necessary. . ,
* C. Teaching Rounds and Conferences
There must be regularly scheduled and held teaching
rounds and clinical conferences. Subjects of mutual interst
should be discussed at interdisciplinary conferences.
D. Basic Medical Sciences
Basic science education must include anatomy, bio-
. chemistry, biomechanics, microbiology, Fatholog}y,
physiology, embryology, and other studies related to the
musculoskeletal system. Specific time must be available for
basic science instruction and routine clinical duties must not
encroach upon this time. '
1. Anatomy should include study and dissection of
anatomical specimens, appropriate lectures or other

formal sessions, and correlation of anatomical
information with clinical problems.

2. Pathology should include formal teaching sessions
with lectures or seminars in correlative pathology,
and the study and discussion of microscopic
pathology with correlation to physical and
roentgenographic findings and patient care.

3. Biochemistry and physiology should include
presentation of formal course materials as related
to orthopaedic surgery. The application of
biochemistry and pﬁysiology to daily. clinical
problems should be emphasized.

4. Biomechanics should be presented in seminars or
conferences emphasizing principlesand terminology
as applied to orthopaedic practice. :

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

E. Research

Reasonable facilities for research by the residents should
be lgrovided. Research activities should be documented.

. Library Facilities - .

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

VII. PROGRAM EVALUATION

A. Site Visits

All programs will be evaluated periodically by the
Residency Review Commiittee for Ortho?aedic Surgery. This
evaluation will include a site visit by a salaried field surveyor -
or an orthopaedic site visitor as determined by the Residency
Review Committee for Orthopaedic Surgery. A report of the
site visit will be sent to the Residency Review Committee
and will be considered in the evaluation of the program.

B. Examinations

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

C. Programs on Probation .

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

If deficiencies as documented by the specialist site visitor
have not been corrected, withdrawal of accreditation of the

rogram may be recommended after review by the Residency
eview Committee.

D. Change of Director o

Upon receiving notification of a change in program
directorship, the Residency Review Committee will undertake
appropriate re-evaluation of the program, which may include
an on-site inspection by a specialist, within one year of the
change in directorship. Programs which have operated under
the leadership of an acting director for more than twelve
months shall be subject to similar re-evaluation by the
Residency Review Committee. T
VIIl. BOARD CERTIFICATION

Residents who plan to seek certification by the American
Board of Orthopaedic Surgery should communicate with the
Secretary of the Board to obtain the latest information
regarding certification. :

Effective: July 1984 ACGME: Nov. 1983

Special Requirements for Subspecialties
of Orthopaedic Surgery

GENERAL INFORMATION .

A. A postgraduate fellowship is a prescribed post
residency educational experience of at least one year devoted
to the enhancement of knowledge and skills in a defined area
of orthopaedic surgery. Postgraduate fellowship progams in
the subspecialties of orthopaedic surgery may be accredited
only in institutions which sponsor accredited residency
Frograms in orthopaedic surgery, or which are related by
ormal agreement to such institutions and programs.
Accordingly, subspecialty programs will be considered for
accreditation only if they function in direct association with
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a residency program in orthopaedic surgery accredited by
the Accreditation Council for Graduate Medical Education.
B. Postgraduate fellowship education in orthopaedic
surgery is a component in the continuum of the educational
process; therefore, such education will take place only after
completion of an accredited residency in orthopaedic surgery.
C. Postgraduate fellowship programs will be considered
for accreditation only in subspecialty areas that meet the
requirements for accreditation as established by the
Accreditation Council for Graduate Medical Education.
" D. The essentials enumerated in the Special Require-
ments for Residency Training in Orthopaedic Surgery are
also applicable to the postgraduate fellowships. In conformity
with the Special Requirements, programs must provide an
intellectual environment for acquiring the knowledge, skills,
clinical judgment and attitudes that are essential to the
practice of the sgecific subspecialty. This objective can be
achieved only when the program director, the supportin
faculty and staff, and the administration are fully committe
to the educational program and when appropriate resources
and facilities are present. Effective graduate education is not
achieved when the educational program functions primarily
to meet service commitments.

The following items, adapted from the Special Require-

ments for Residency Training in Orthopaedic Surgery, merit
emphasis: : ’

. The postgraduate fellowship program director must
be qualitied to supervise and to educate fellows
appropriately in the specific subspecialty and must be
certified by the American Board of Orthopaedic
Surgery or possess equivalent qualifications. The
directors of the subspecialty program and of the

orthopaedic surgery program, in conjunction with the -
ge instituti

administration of t on, will be responsible
for insuring that adequate facilities and other necessa
- resources are available to provide an education of hig|

quality. There should be a sufficient number of
qualified faculty to provide the educational experience
and to evaluate the progress and performance of the
fellow. As with residency program directors in
orthopaedic surgery, it is essential that postgraduate
fellowship Erogram directors devote sufficient time and
effort to the postgraduate fellowship program and
related activities. It is desirable that the postgraduate
fellowship program, director is appointed on a
geographic tull-time basis. .

2. A postgraduate fellowship program must provide

, suf?icien_tly advanced education to allow the fellow to

- acquire special expertise in a specific subspecialty. This
.education should consist of academic and technical
comﬁonents. The academic component should
emphasize scholarship, self-instruction, teaching,
development of analytic skills and surgical
.and research creativity. The technical component

should ensure the ability of the fellow to perform
skillfully the procedures required for practice of the
subsrecialty. _

3. Available learning resources must include traditional
libraries with current books and periodicals as well as
facilities for viewing of audio-visual material such as
video tapes and sound slide programs.

E. Programs will be evaluated to the following post-

graduate fellowship prerequisites: .

1. A sufficient number of new and follow-up patients must
be present to assure appropriate inpatient and
outpatient experience for each fellow. :

2. Subspecialty conferences, seminars, and literature
review activities of high quality and of sufficient

 number must be regularly scheduled. Active partici-
pation of the fellow in the planning and the production
of these meetings is essential.

3. A fellow must have the opportunity to provide
consultation with faculty supervision and should have
clearly defined educational responsibilities for
residents, medical students and allied health personnel.

These teaching experiences should correlate basic.

judgment,

Orthopaedic Surgery

biomedical knowledge with the clinical aspects of the
subspecialty.

4. There must be close interaction between the residency
Frogram in orthopaedic surgery and the postgraduate
ellowship program. Lines of responsibility for the
orthopaedic surgery resident and the fellow must be
clearly defined. In addition, the fellow should maintain
aclose working relationship with residents and fellows
in orthopaedic surgery, and in other disciplines such
as-radiology, pathology, surgery, medicine and
pediatrics.

5. A postgraduate fellowship program must have an
investigational component. A fellow must learn to
design, to carry out and to interpret research studies.
Supervised participation in research projects is

. required. Time and facilities must be made available
for research activity.

6. A postgradaute fellowship program must offer
supervised training in the operative procedures and
in the technical skills integral to the subspecialty
discipline involved. Instruction and experience must
be sufficient for the fellow to acquire an understanding
of the common procedures of the subspecialty, their
indications, risks and limitations.

F. Postgraduate fellowship prograrn directors must have
a clearly defined method for regular periodic assessment of
the perlormance of the fellow. The assessment must include
cognitive, motor and interpersonal skills, and surgical
judgment. There must be provision for regular communi-
cation of this information to the fellow and to the director of
the residency program in orthopaedic surgery.

G. The following policies and procedures pertain to the
accreditation of postgraduate fellowship programs:

1. Hospital information forms to be used for accreditation
of a postgraduate fellowship program will be distributed
to the director of the orthopaedic surgery program. It
will be the responsibility of the residency program
director to collect information from directors of the
postgraduate fellowship programs that are to be
reviewed for accreditation. An on-site inspector will
review the entire institutional program in orthopaedic
surgery, including the postgraduate fellowship
programs being considered for accreditation. The
statistical and narrative reports for all components of
the program will be forwarded to the Residency Review
Committee for Orthopaedic Surgery (RRC-OS). The
RRC-OS will review the institutional program in its
entirety and will accredit the orthopaedic surgery
residency programs and the postgraduate fellowship
program. .

2. Postgraduate fellowship programs will be accredited
only if the residency program in orthopaedic surgery
is fully or provisionally accredited. The accreditation
status of postgraduate fellowship programs may equal,
but not exceed the accreditation status of the parent
orthopaedic surgery residency program. An ortho-
paedic surgery residency program may achieve and
retain accreditation whether or not the affiliated

" postgraduate fellowship programs are accredited. Loss
of accreditation of the orthopaedic surgery residenc
program will result in loss of accreditation of aﬁ
postgraduate fellowship programs related to that
residency.

3. The review cycle for postgraduate fellowship programs
will be coordinated with the review cycle for the
orthopaedic surgery residency program with provision
for separate review of a postgraduate fellowship
program when major changes occur. )

4. Progress reports may be used to obtain additional
informationregardingpostgraduatefellowship program
progress and development. '

ACGME: September 1984
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Hand Surgery/Pediatric Orthopaedics/Otolaryngology

Training Programs in
Hand Suargery

1. EDUCATIONAL PROGRAM : ‘

Surgery of the hand includes the investigation, preser-
vation, and restoration by medical, surgical or physical
methods of all structures of the upper extremity which
ﬂireé:tly affect the form and function of the limb, wrist and

and.

Subspecialty education in hand surgery must be organized
to provide experience of a sufficient level for the fellow to
acquire the competency of a specialist; it must not be less
than one continuous year and should ordinarily follow
completion of full training in one of the parent disciplines:
orthopaedic surgery, plastic surgery, or general surgery.

Clinical experience must include opportunities to observe
and manage patients of all ages with a wide variety of
disorders of the upper extremity as well as to learn the
effectiveness of therapeutic programs. The program must
be structured to permit the fellow to develop diagnostic,
procedural and technical skills essential to the performance
of hand surgery. It must provide for basic and advanced
training and education as well as personal operative
experience to ensure the production of qualified surgeons
within this specialized field. ' C
2. FACILITIES AND RESOURCES

Modern facilities to accomplish the overall educational
program must be available and functioning. These include
inpatient, ambulatory care and laboratory resources for adult

and pediatric patients and specifically, support services in

the diagnostic field of pathology, radiology, physical and
occupational therapy, orthotics and prosthetics. There must
be opportunity for continuing personal post-hospital follow-up
of patients cared for by the fellows.

It is desirable that the educational program be affiliated
with a facility in which there are additional accredited
programs in surgery, plastic surgery, and orthopaedic surgery
as well as other medical and surgical specialties and
subspecialties. 7
3. SPECIFIC KNOWLEDGE AND SKILLS

The educational program must provide opportunities for
fellows to develop clinical competence in the field of hand
surgery. Examples of opportunities that are desirable for the
development of knowledge and skills specific to hand surgery
include, but are not limited to, trauma and its sequelae,
congenital and developmental disorders, infectious and
metabolic disorders, neoplasia, vascular disorders, and
degenerative and rheumatologic diseases. There must be
experience in the development and execution of a treatment
plan (including the appropriate technical skills) to manage
patients with the above Eisorders. This opportunity must
include experience in the clinical diagnosis and interpretation
of laboratory data relative to the above disorders. Experience
in microsurgery and other special technology relative to the
management of hand problems must be provided as well as
experience in the special diagnostic skills such as
electrodiagnosis and radiology relative to treating problems
of the hand. .

The spectrum of education shall extend from the initial
management of the patient, through follow-up care,
rehabilitation and the final evaluation. :

Effective: September 1986 ~ACGME: June 1985

Training Programs in
Pediatric Orthopaedics

1. EDUCATIONAL PROGRAM
A subspecialty education program in pediatric ortho-
aedics must provide experience at a sufficiently advanced
evel for the fellow to acquire the competence of a specialist
in the field. Clinical experience should include observation
and treatment of both inpatients and outpatients with awide
variety of orthopaedic disorders. The feﬁows must have the
opportunity to assume continuous responsibility for both

acutely and chronically ill patients so as to learn the natural
history of pediatric orthopaedic disorders as well as the
effectiveness of treatment programs and the impact of growth
on these disorders.

The program should emphasize normal physiological
mechanisms and the pathogenesis and complications of
Fediatric orthopaedic disorders, Utilization of appropriate
aboratory procedures and allied medical personnel should
be stressed. :

2. FACILITIES AND RESOURCES

Modern inpatient, ambulatory care and laboratory facilities
must be available and functioning. The educational program
must be conducted in a setting in which comprehensive
surgical, medical, and pediatric consultation services are
available.

3. SPECIAL KNOWLEDGE AND SKILLS

The knowledge and skills the education program must
provide include, but are not limited to, the following:

a. Prudent and judicious use of of diagnostic tests.

b. Use of data resources and the need for and inter-

retation of data.

c. Interpretation of radiologic examination of the
musculoskeletal system including vascular studiesand
the modalities of nuclear medicine (and other advanced
techniques) with an appreciation of the risk and
expected yield of the procedures.

d. Understanding of the role of physical and occupational
therapists, and of orthotists and prosthetists in the
rehabilitation and on-going management of pediatric
orthopaedic disorders. ’

e. Performance of pediatric orthopaedic surgical
procedures. :

Effective: September 1986 = ACGME: June 1985

15. Special Requirements for Residency
Training in Otolaryngology

DURATION OF TRAINING: Residenc¥1 training programs
in otolaryn?o]o are designed to meet the requirements of
the Council on Medical Education of the American Medical
Association, the American College of Surgeons, and the
American Board of Otolaryngology. The training must be
of at least five years duration, which should include one year
of general suri;ery training, three years of progressive training
in otolaryngology, and one additional year in otolaryngology,

eneral sur egly or in other residency programs accredited
y ACGME. The final year of training must be a senior
experience in otolaryngology.
his senior year must be sFent within the institutions
which are approved as part of the program, unless prior

- approval of an outside rotation has been obtained from the

esidency Review Committee. Rotations of six months or
more in any year of training, to institutions which are not
approved as part of the program, require prior approval of
the RRC.

SCOPE OF TRAINING: It is not essential or even desirable
that all programs should adopt exactly the same program,
or that they should offer a rigidly uniform sequence of
experience. [t is essential, however, that all institutions

articipating in graduate training in otolaryngology should
e able to meet the fundamental requirements for an

. accredited program and, either alone or in collaboration,

should obtain comparable results in the quality of training
and in the experience obtained.

Residencies in otolaryngology should offer broad training
and should preferably include some experience in closely
related fields of surgery. Adequate educational content and
overall clinical and operative experience should be provided
to enable the resident on completion of his training to begin
the practice of his specialty in a scientific and competent
manner. Residencies in otolaryngology must provide in-depth
training and experience in medicine and regional surgery. It
is essential that the training program have a well-organized,
comprehensive, and effective educational curriculum. The
curriculum content should reflect careful planning, with
evidence that the cyclical presentation of core specialty
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knowledge is being supplemented by the addition of current
information and that teaching is being conducted in a variety
of educational settings employing accepted principles of
educational methodologty.

Essential equipment for diagnosis and treatment should
be available, including all special apparatus. The clinical
material should be sufficient in variety and amount to provide
adequate training in the various divisions of the specialty.
The program should provide for. training in the following
areas: '

1. Morphology, physiology, pharmacology, pathology,
microbiology, biochemistry, genetics, immunol
and neurology relevant to the head and neck; the air and
food passages; the communication sciences, including a
working knowledge of audiology and speech; the endocrine
disorders as they relate to otolaryngology. :

2. The recognition and management of congenital
anomalies, abnormal function, trauma and disease in the
regions and systems enumerated in item one above.

3. Therecognition and medical management of diseases
and abnormality of function of the ears, upper and lower
resgirq[ggry tract and food passages.

e reco%nition, technique and surgical management -

of congenital, intlammatory, neoplastic and traumatic states,
including among others:

a. Temporal bone surgery

b. Paranasal sinus and nasal septum surgery

c. Maxillofacial, plastic and reconstructive surgery of head

and neck

d. Surgery of the salivary glands

e. Head and neck oncologic surgery

f. Head and neck reconstructive surgery particularly as

it relates to the restoration of function in congenital
anomalies; following extensive surgery and compli-
cations of head and neck trauma

g. Peroral endoscopy, both diagnostic and therapeutic

h. Surgery of lymphatic tissues of the pharynx

i. Pre-and post-operative care.

5. Diagnosis and diagnostic methods including related
laboratory procedures.

6. Diagnostic and therapeutic radiology, including the
interpretation of roentgenograms of the nose, accessory
sinuses, salivary glands, temporal bone, skull, neck, larynx,
lungs and esophagus. '

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

8. Awareness of the habilitation and rehabilitation
techniques and procedures pertaining to otolarynfqology.

A more detaii)ed list of the procedures to be peformed by
residents may be obtained% reviewing the Residency
Review Committee form entitled “Otolaryngologic Operative
Experience Report for an Individual Resident.” It is essential
that there be documentation of a careful analysis of the
operative experience of the individual residents and the
cumulative operative experience of the graduating residents
annually by the program director as a part of his responsibility
for the evaluation of the balanced progress of individual
residents and the total program. The training shall include
a systematic course of instruction with demonstrations on
clinical and technical subjects pertinent to the various phases
of otoIaryngo]ogy.'Adeﬂuate experience should be provided
in office practice procedures and management.

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

APPLICATION OF THE BASIC MEDICAL SCIENCES:
There should be training in the concepts and technique of
allergy therapy, and in audiology and speech and language
disorders. There should be applied training in hearing,

ogy, allergy -

Otolaryngology

hearing evaluation, hearing aid use, hearing conservation,
hearing rehabilitation and the effects of noise on hearing.
There should be instruction in the recognition and
management of such disorders as aphasia, articulation,

. d[v,sfluency and voice disorders as well as in normal and
a

normal language development. Also, there should be
applied training in vestibular function evaluation and
vestibular disabilities. _

Frequent departmental conferences for a detailed
discussion of problem cases are important, as are also
clinicopathological conferences. The residents should study
and discuss with the pathologist all tissues removed at
operation and all autopsy material from patients on their
services. It is desirable to have the residents assigned for a
period of service in the department of pathology.
~ Surgical anatomy should be stressed by the attending
surgeons in discussing surgical cases with the residents, and
also by the pathologists in the performing of autopsies as
far as is possible. In addition, opportunity for the residents
to work out special anatomic problems by performing
dissections in the laboratory should be provided’.)

Research offers an important opportunity for the
application of the basic sciences in clinical problems, and is
an essential part of the preparation of the resident for a
lifetime of self-education after the completion of formal
training. It is essential that the training program provide a
meanianuI research experience for the residents, sufficient
to result in an awareness of the basic principles of studﬁ
design, performance, analysis and reporting. The researc|
exFerience may be clinical or basic in nature and should
retlect careful advice and planning with the faculty.
Reasonable facilities for research by the residents should be
provided, together with stimulatingguidance and supervision.

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

It is essential that the residents participate in existing
national examinations. Analysis of the results of these testing
programs should guide the faculty in regard to the strengths
and weaknesses of the individual trainees and the teaching
program.

One measure of the quality of a program is the perform-
ance of its graduates on the examination of the American
Board of Otolaryngology. '

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

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

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

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

Staff members must have a real interest in teaching, be
willing to give the necessary time and effort to the educational
program and be engaged in scholarly activities such as (1)
participation in regional or national scientific societies; (2}
participation in their own continuing surgical education; (3)
engage in scientific publications and presentations; and (4)
show active interest in research as it pertains to their
specialty. A staff which does not exhibit such characteristics
will be cause for grave concern as to its adequacy and
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suitability for conducting a program of graduate education
in otolaryngology.

SUR&I__AL STAFF: The surgical staff should be
composed of surgeons who are hi%hly qualified in both
suzgical skill and judgment. It should be properly organized
and harmonious, with the designated head or chief of service
responsible for the quality of work done in the department,
and he should be the surgeon best fitted for this responsibility.
The members of the staff should have a sincere interest in
teaching and in the welfare of the residents and must be
willing to give the time and effort required by the educational
program. _

pproval cannot be granted for residency training in
otolaryngo]ogY if the service is a division of the department
of surgery unless that division is headed and staffed by
qualified otolaryngologists as specified above.

CLINICAL MATERIAL.: The institution must be able to
provide an adequate number and variety of otolaryngic
medical and surgical patients. Arbitrary figures cannot reveal
these considerations accurately. The surgical cases Erovided
by the hospital should reflect a broad range of pathological
ﬁt_roblems and clinical experience pertinent to otolaryngology.

his is essential to give the profg]ressive operative experience
necessary for the resident. The residenc%program should
be organized so that the residents will hold positions of
increasing responsibility for the care and management of
patients. -

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

A hospital which limits its clientele to special types of cases
may, if otherwise qualified, be approved as a col]aborating
hospital if its residency is an integral part of an approve

- comprehensive program.

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

Residents who plan to seek certification by an American
board should communicate with the secretary of the
appropriate board, to be certain regarding the full
requirements for certification.

Effective: Not Specified ‘ ACGME: Nov. 1983

16. Special Requirements for Residency
: Training in Pathology

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

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

Category AP-3—In anatomic pathology only for three or
more years. -
Category CP-3—1In clinical pathology only for three or
more years.
Category APFP-4—In both anatomic pathology and
forensic patho]?gkl, two years in each, for a total of four years.
Category APNP-4—In both anatomic pathology and
neuropathology, two years in each, for a total of four years.
Category FP-1—In forensic pathology for one year. -
Category FP-2—In forensic patholog?{ for two years.
Category NP-2—In neuropathology for two years.
Category DP-1—1In dérmatopathology for one year.
Category DP-2—In dermatopathology for two years.
Category BB-1—In blood banking for one year.
Category RIP-1—In radioisotopic pathology for one year.
Category PCH-1—1In chemical pathology for one year.
Category HMP-1—In hematology for one year.
Category MM-1—In medical microbiology for one year.

- Category SP-1—-In selective pathology (formerly, special
pathology) usually for one year. Programs in this category
are ordinarily approved in highly specialized hospitals of
acknowledged excellence which because of the limitations
of their clinical material cannot provide general training in
anatomic or clinical pathology. Resident experience in a
selective pathology program is deemed to be equivalent to
one year of training in either anatomic or clinical pathology.
Residents receiving part of their training in such Rrograms
should consult witﬁ he American Board of Pathology as

to what other training is necessary to provide acceptable
breadth of experience.

Training programs intended to qualify applicants for
certification in other sEecial fields of patholog b% The
American Board of Pathology are approved by the Board
on an individual basis. ‘ '

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

Training Programs in
Anatomic and Clinical Pathology

SCOPE OF TRAINING: The training programs in AP/CP,
AP and CP should be designed so as to offer the opportunity
to acquire a broad and in-depth understanding of the subject
matter in clinical and anatomic pathology, as well as the
techniques and methodology required to gain this
information. Experience in the interpretation of laboratory
data, in the management and direction of a laboratory, in
teaching and in investigation are all objectives of a good
program.

very oRportunity should be offered to and every attempt
made by the trainee to gain clinical correlative experience
in anatomic pathology and in clinical pathology and to relating
these experiences directly to the patient.

Systematic instruction in anatomic pathology should be
accomplished primarily through the use of fresh tissues,
microscopic slides, and photographs from current cases
supplemented b¥ museum specimens and seminar and course
materials. Equal attention should be paid to material from
the autopsy service as well as from the surgical pathology
service. Proficiency in frozen section diagnosis, in exfoliative
and other forms of cytology, in electron and other special
forms of microscopy, in histochemistry, in cytogenetics and
inimmunopathologic techniques is an important aim. Training
should be given in forensic pathology neuropathology,
pediatric pathology and gynecologic pathology and where
such trajning is not available in the primary “institutions,
arrangements should be made to accomplish this in other
institutions. The teaching material must be sufficient in quality
and variety to afford adequate training in gross and
microscopic pathology. Special emphasis, however, should
be J:vlace on the quality of the supervision and instruction
and the nature and quality of opportunities to gain clinical
correlative experience.

The training in clinical tpathology should. emphasize an
integrated understanding of procedural theory and selection,

uality control and clinical correlation since the result of a
clinical pathology laboratory procedure should closely reflect
the medical requirements involved. Assurance of quality,
Frecision, accuracy and medical appropriateness of
aboratory data to the diagnosis, management and prognosis
of patients, and the development of medical administrative
ability and responsibility are of special importance in clinical
pathology.

Instruction in clinical pathology should include, but not
be limited to, training in medical microbiology, medical
parasitology, immunohematology-blood banking, chemical
pathology, l’xematology, medical microscopy, immuno-
pathology, radioisotopicpathology, toxicol ,,enciocrino]ogy
and the application of the physical and biological sciences
to the diagnosis, prognosis and treatment of diseases.
Instruction in automation and data handling in the clinical
laboratory should be included in the training program. It is
expected that instruction will be augmented gy the use of
seminar and course materials, laboratory indices of unusual
cases and clinical correlative conferences.

 The general criteria for approval of hospitals and
laboratories are both qualitative and quantitative. On the
score of quality, consideration is given to the qualifications
of the director of laboratories and his associates and
assistants, the supervision of work of the trainee, the quality
of the educational program which includes the educational
environment of other training programs, the opportunities
for significant exchange of information and experience with
patient care physicians through conferences, seminars,
rounds, consultations and on-call and trouble-shooting
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responsibilities, the exactness and completeness of the
laboratory work performed and the quality contfol
procedures used. On the score of quantity, consideration is
also given to the volume and distribution of laboratory work
both in absolute numbers and in relation to the size of the
hospital, to the pattern of medical practice in the institution,
to the diversity and completeness of tests performed, to the
size and equipment of the laboratory, and to the number and
qualifications of medical and nonmedical personnel in relation
to the volume of work. . _

- It is expected that the director of the program be fully
qualified in the branches of the specialty for which training
is approved, and that he provide adequate supervision of
the hospital laboratory. Adequate supervision is not

interpreted in terms of hours, but rather that the director

have no obligation outside of the one approved hospital which
will dilute the quality of this supervision; the equivalence of
full time direction by two or more qualified persons is
acceptable in special instances. Similarly, two or more
hospitals may be approved as a unit with a single, full-time
director of laboratories if it is apparent that a.satisfactory
training program can be conducted. '

- It is expected that the number of medical technologists .

and their qualifications will be appropriate for the volume
of work in the laboratory.

Sufficient laboratory and office space, as well as
equipment, should be provided for both staff and trainees
to enable the department to function efficiently and the
training program to be effective. There should be facilities

inall hospitals for the procedures usually performed in clinical:

pathology, including cytogenetics and immunopathology, and
for the study of surgical and cytologic specimens, and for
the performance of necropsies. The trainee must be provided
with the opportunity to study such special procedures not
available on the premises of the main training institution.
The work and training of trainees must be fully supervised
with appropriate and increasing responsibilities of trainees
beingclearly defined. Inter-andintra-department conferences,
seminars, journal clubs and demonstrations should be
conducted as frequently as the volume of the material and
the size of the staff justifies. A clinicopathologic correlative
conference should be held regularly to review necropsy cases.
Ininstitutions offering training in both anatomic and clinical
pathology, the program should be so arranged as to assure
even division of the residents’ training and experience in
anatomic and clinical pathology. Ordinarily, this can best be
achieved by a series of exclusive, or nearly exclusive,
assignments to the various departments of the laboratory.
Assignment in cytopathology is a mandatory requirement
for training in anatomic pathology with the trainee being given
adequate instruction and supervision, and appropriate

responsibility. The training should be supervised by a.

pathologist trained or fully experienced in cytopathology and
should include experience with extragential as well as gential
material. - '

QUANTITATIVE REQUIREMENTS: In the field of
anatomic pathology there should be sufficient volume and
variety of necropsy, and surgical and cytopathologic material
{except in special programs) to insure adequate education,
training, and experience in this branch of the specialty. There
are no absolute criteria but special scrutiny will be given to
~ a hospital in which an adequate volume and variety of the

various types of anatomic material does not exist.

In the field of clinical pathology there should be a
reasonable diversification of tests and in each category there
should be sufficient volume to provide training and
experience. There are noabsolute criteria but special scrutiny
will be given to a hospital in which there is not a reasonable
diversification and variety. :

Effective: July, 1981 ACGME: May, 1980

Blood Banking/Chemical Pathology

Training Programs in
Blood Banking L

The program must be directed and adequately supervised
bya ﬁhysician qualified in blood banking.

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

The administrative experience should include donor
recruitment and processing as well as logistic aspects of blood
banking. The program should also provide adequate study
of the technical and laboratory facets of transfusion and
transplantation. The hospital training should include clinical
experience in the use of blood and blood components. The
resident in blood banking should participate in research or
development activities and that adequate facilities will be
provided. j -

In order to obtain adequate training in a blood bank
program, a sufficient number of blood donations and
transfusions to provide the required skills should be
performed in the participating institution(s). Also, an active
teaching program in laboratory medicine and athology, as
well as a training program for blood bank technologists, in
one or all of the institutions in the training of blood bank
physicians, is desirable. .

Training Programs in
Chemical Pathology
The training program in chemical pathology must be
directed and supervised by a physician who is qualified in
clinical pathology and/or chemical pathology. If qualified in
clinical pathology only, the director must have special
qualifications andy experience in chemical patho]ogy. The
program must provide opportunities for trainees to become
expert in the development, operation and quality control of
a chemical pathology laboratory; expert in the clinical
interpretation of laboratory results; and to become a
consultant in these areas to physicians and patients.
The training institution should be of sufficient size to
provide the program with the necessary volume and variety
of clinical material in chemical pathology. The analytical

repertoire of the laboratory must be distributed satisfactorily

within the various categories and subdivisions of chemical
pathology to provide experience at a sufficient level for the
trainee to acquire the competency of a specialist in chemical
pathology. : .

The lagoratory must have office and bench space sufficient
to provide for both laboratory personnel and trainees. The
facilities should be well equipped with modern instrumen-
tation in all major areas of analytical work.

The laboratory should .have ongoing research and
development programs in methods, and have good quality
control programs in continuous operation. There must be
adequate library facilities to provide for the trainees’ needs,
including an adequate selection of current periodicals.

The training program must provide opportunities for
trainees to develop knowledge and skills relating to: 1)
analytical chemical pathology, both basic and applied; 2)
instrumentation; 3) administration and management of a
chemical pathology laboratory; and 4) data processing. It is
further expected that the trainee will engage in research
activities during the period of training. The laboratory must
therefore have the capacity to support research by trainees,
including facilities, equipment, and a professional staff -
competent to direct research training. Clinical training in
relation to chemical pathology, in¢luding the use and
interpretation of chemical anal]yses in clinical diagnosis and
manﬁement, must be an integral part of the training program.

The minimum training program in chemical pathology
shall be one year in addition to the completion of acceptable
residency training in an. ACGME accredited program of
anatomic and/or clinical pathology, as outlined in the
Directory of Residency Training Proqlr:ams, or equivalent
postgraduate training and experience. The training program
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should be administratively attached to an ACGME accredited
program whenever feasible.

Effective: Nov. 1983 ACGME: Nov. 1983

Training Programs
in Dermatopathology

The training program shall include all aspects of
dermatopathology, including the gross and microscopic
diagnosis of skin disorders by means of direct visual
inspection and by light and fluorescence microscopy, as well
as histochemistry, together with the relevant aspects of
electron microscopy, cutaneous mycology, bacteriology, and
entomology. Furthermore, the program should provide the
trainee with the ability to set up and operate a laboratory to
perform the applicable procedures, including supervisionand
training of personnel.

In order to provide such training the program shall be
directed and closely supervised by a physician qualified in
dermatopathology and devoting his major activities to the
specialty of dermatopathology. The traininginstitution should
be of such size and composition as to provide not only ample
dermatologic clinical material but possess all the supporting
facilities necessarF to accomplish the objectives of the
program. Ordinarily, the institution would have approved
residency programs in both dermatology and pathology.

The minimum training period in dermatopathology shall -

be one year in addition to the completion of acceptable
residency training in an approved program of either
dermatology or pathology as outlined in the Directory of
Residency Training Programs.

Training Ptostams. in
Forensic Pathology

Institutions or offices may apply for approval of training
programs in forensic pathology.
~ Itis expected that the program will be for a minimum of
one year and be directed and adequately supervised by a
qualified forensic pathologist.

The approved institution or office should conduct a
minimum of apfroximately 500 medico-legal necropsies per
year. Of these, 100 or more should be in cases in which death
is due to the immediate (within 24 hours) and direct effects
of physical or chemical injury. In 25 or more of these

autopsies, the investigation by the pathologist should also -

include an on-scene investigation with examination of the
body before it has been disturbed.

Adequate facilities and competent personnel shall be
available and properly utilized for tﬂe conduct of all
bacteriological, biochemical, toxicologic, firearms, trace
element, physical anthropology, odontology and other
scientific studies as may be needed to insure complete
postmortem investigation.

Effective: July, 1981 ACGME: Sept. 1980

Training Programs in
Hematology

The training program in hematology must be directed and
closely supervised by a physician who is qualified in
hematology and whose efforts are devoted primarily to
hematology.

The training program should include all aspects of
hematology, with emphasis on the basic understanding of
hematologic disorders, and appropriate utilization and
application of laboratory procedures and methods to this
understanding.

The training institution must have competent personnel,
adequate facilities, and modern instruments for the study
of all laboratory facets of hematologic and coagulation
disorders. The program must provide a sufficient volume
and variety of hemostatic problems and other hematologic
material for a trainee to acquire the competenﬁy of aspecialist
in hematology. The program should be coordinated with an
active clinicthematolo?y service and should include active
participation in the regularly scheduled teaching conferences

- from other clinical services. The program shou

in hematology. The department should have ongoing
programs in research and development in hematologg.

xamples of knowledge and skills that are desirable for,
the trainee to achieve include, but are not limited to, the
following:

a. Development of professional skills in obtaining,

examining, and interpreting hematologic material.

b. Development of consultative abilities in clinical

hematologic programs.

¢. Investigation and research in thé field of hemato]ogg.

d. Administrative and managerial aspects of the

hematology laboratory.

The minimum training period in hematology shall be one
year in addition to the completion of acceptag]e residency
training in an ACGME accredited program of anatomic
and/or clinical pathology, as outlined in the Directory of
Residency Training Programs, or equivalent postgraduate
training and experience. The training program should be
administratively attached to an ACGME accredited program
whenever feasible.

Effective: Nov. 1983 ACGME: Nov. 1983

Training Programs in
Medical Microbiology

The training program in medical microbiology must be
directed and supervised by a physician who is qualified in
medical microbiology and whose efforts are devoted to the
laboratory aspects of medical microbiology.

The training program should provide the necessary clinical
material and analytical capability in medical microbiology
to provide experience at a sufficient level for the trainee to
%a}uire the competency of a specialist in medical micro-

iolog

Y. .
Instruction should include, but not be limited to, training

"in medical bacteriology, mycobacteriology, mycology,

virology, parasitology and immunology. Access to reference
laboratories shou]dg ge available for training in specialized
procedures not available in the laboratory.

The laboratory should have adequate modern facilities,
policies and procedures, equipment, and personnel for the
gerformance of all laboratory aspects of medical micro-

iology, ef)idemiolo y, and infectious diseases. The
institutional library facility should be convenient and spacious
and house an adequate current collection of books and
periodicals. Adequate facilities for necessary and relevant
research must be provided.

The training program in medical microbiology must be
designed to provide a broad knowledge in the discipline
through didactic instruction and personal participation in
microbiologic techniques and methodology, as well as in the
reporting and interpretation of laboratory results, principles
of laboratory management, teaching, and investigation.

The training program must provide op{.)ortunities for
trainees to develop knowledge and skills relating to
preparation and examination of cultures, identification of
microorganisms, and performance of dia?nostic immunologic
procedures, supplemented with stock cultures of infrequently
encountered and medically important microorganism
microscopic slides, photographs, and seminar material. Also,
knowledge of specimen collection, transport and processing,
microscopic examination of specimens, histopathologic and
clinical correlation of microbiologic data, activity and
pharmacokinetics of antimicrobial agents, antibiotic assay,
antimicrobial susceptibility testing, and interpretation of
findings are important objectives.

Trainees must also develop knowledge and skills relating
to principles of disinfection and sterilization, hospital infection
control, infection control committee functions and
responsibilitities, microbiologic safety, quality control,
workloadaccounting, budgeting, personnel supervision, and
hospital and public health epidemiolog]y. '

ducational experiences should include opportunities to
observe patients, adults and children, with a wide variety
of infectious diseases through interaction with thsicians
d provide
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regular administrative meetings, seminars and conferences
in medical microbiology, in pathology, and in the clinical and
epidemiologic aspects of ingactious diseases.

The minimum training period in medical microbiology shall
be one year in addition to the completion of acceptable
residency training in an ACGME accredited program of
anatomic and/or clinical pathology, as outlined in the
Directory of Residency Training Programs, or equivalent
postgraduate trainingand experience. The training program
should be administratively attached to an ACGME accredited
program whenever feasible. "

Effective: Nov. 1983 ACGME: Nov. 1983

Training Programs in
Neuropathology

It is expected that the program will be for a minimum of
one year and will be directed and adequately supervised by
a qualified neuropathologist and that additional neuro-
pathologists be involved in the training.

The neuropathology program should be associated with
the department of pathology in which during each year at
least 200 necropsies, with examination of the nervous
system, are performed, and 100 neurosurgical specimens
from operative procedures on brain and spinal cord are
examined for diagnosis. In addition, there should be a
reasonable number of neuromuscular and peripheral nerve
biopsy specimens and an opportunity to study tumors and
related lesions of peripherarnerves and sympathetic and
parasympathetic nervous systems. The number of residents
in training should be proportional to the amount and quality
of material available. :

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

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

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

It is expected that residents in neuropathology will

articipate in research and will be provided with adequate
E’acilities for the conduct of same.

Effective: July, 1981 ACGME: Sept. 1980 .

Requirements for Training Programs
in Radioisotopic Pathology

The training program shall include all aspects of the use
of radionuclides in the study of body fluids, excreta, or tissues
quantified outside the body. The training program should
provide the trainee adequate information regarding the basic
theory and physics of radiation, isotope production and
labeling, radiation protection, appropriate instrumentation,
a broad spectrum of in vitro analyses and their interpretation,
authoradiography, quality control, and other related topics.
Furthermore, the program should provide the trainee with
the ability to set up and operate a laboratory to perform the
applicable procedures, including supervision and training of
personnel. ‘

In order to provide such training, the program shall be
directed and closely supervised by a physician qualified in
radioisotopic pathology and devoting ﬁis major activities to
the specialty of radioisotopic pathology. The training
institution should be of such size and composition as to
‘provide not only ample radioisotopic clinical material but

]

Neuropathology/Radioisotopic Pathology[Pediatrics

possess all the supporting facilities necessary to accomplish
the above objectives of the program. .

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

17. Special Requirements for Residency .
Training in Pediatrics

I. INTRODUCTION -

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

PL:1 refers to the first full year of accredited basic or core
training in pediatrics. The PL:1 year must contain at least
eight months of pediatric experience; the remaining four
months may be scheduled by the pediatric training program
director for other enriching or supervised elective educational
experience. s

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

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

Supervisory experience must be an integral part of the
total three-year program. This must include at least six
months of direct and senior supervisory responsibility in
general pediatrics. .

II. TYPES OF PROGRAMS :

An accredited training program may be entirely
independent (intramural) or may occur in two or more
institutions.

In the latter case the strengths of each institutionare drawn
upon to make a satisfactory unitary educational experience
for the resident. The amount of time to be spent by the
resident in each of the participating hospitals must be
determined by educational needs. The educational objectives
and experiences obtained in each institution must be
described. Copies of formal written agreements and contracts
specifying administrative and organizational relationships

*which bear upon the educational program must be submitted

by the Residency Review Committee.

Accredited programs may use the resources of other
appropriate but less closely affiliated hospitals or institutions
to provide certain essential or enriching elements in the house -
ofticer’straining, such as newborn, subspecialty, adolescent,
developmental or community pediatrics rotations. If such
hospitals or institutions do not have their own accredited
pediatrics programs, periods of rotation through them should
not total more than three months with appropriate
supervision in each of year of training.

When a program which cannot supply a complete
educational program relies upon another program to provide

'some essential element, it is important that the arrangement

between the two programs actually meet the needs of the
resident. The commitment of each program to the other must
be made explicit, and should be embodied in an exchange
of letters or in a contract indicating:
1. the scope of the affiliation;
2. the resources in the affiliate program which will be
available to the residents; :
3. the duties and responsibilities the residents will have
in the affiliate program;
4. the relationship which will exist between residents and
staff of the affiliate and primary programs.
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. The needs of the residents will be met in such affiliations
only by an assurance of their active participation at the
affiliated institutions. The Residency Review Committee will
not approve such arrangements if it appears that in the
affiliate program the residents are not fully absorbed into
the prevailing pattern of instruction and patient care.

Ill. SCOPE OF TRAINING :

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

Residents at all levels should be expected to provide care
for the whole patient. The program should provide a broad
experience in all of the aspects of human growth and
development from conception through fetal life, infancy,
childhood and adolescence, including both preventive and
therapeutic pediatrics. Sufficient time must be devoted to
studies in the basic sciences related to clinical pediatrics. It
is expected that accredited programs will include adequate
training in the clinical, laboratory, public health and
community aspects of pediatrics.

The residents should be exposed to pathologic conditions

ranging from minor illness to life threatening conditions -

requiring intensive care. This should include experience with
pediatric surgical patients under the supervision of a pediatric
surgeon. There should be experience with health supervision

of the well child, diseases encountered frequently inchildren -

seen in office-based pediatric practice, psychological and

social problems and problems which lie in subspecialty areas, .

both surgical and medical, involving chronic as well as acute

or emergent conditions. _ :
IV. CURRICULUM

A. Primary Care:

In keeping with the commitment of pediatrics to primary
and comprehensive care, the three-year program must
include the equivalent of at least six months experience in
ambulatory pediatrics. There must be experience in care of
the normal newborn in the nursery setting. To insure an
understanding of the longitudinal aspects of disease, as well
as growth and development, it is essential that at least a
portion of the ambulatory experiences include continuous
care of a group of patients throughout the three-year training
period, as well as block assignment of time in the ambulatory
setting.

There must also be evidence of structured educational
experiences in adolescent medicine, child development,
psychology, and the care of the handicapped child.

B. Subspecialty Training: . .

The total amount of time committed to all subspecialty
rotations should be at least eleven months but not more than
fifteen months. No more than six months may be spent on
any one subspecialty during the three-year training period.
The rotation on neonatology must be for a minimum of four
months, but not more than six months, *

The program must include rotations of at least one month
on a minimum of three of the following pediatric subspecial-
ties or other subspecialties as they become approved in the
future by the American Board of Pediatrics: cardiology,
endocrinology/metabolism, hematology/oncology, nephrol-
ogy, pulmonology, and critical care.

Other subspecialty experiences considered highly
desirable are:
Allergy-Immunology
Dermatology '
Gastroenterology
Genetics - :
Infectious Disease

Neurology

Psychiatry

Rheumatology

The experience in the mandatory rotations should be
supervised by qualified pediatric subspecialists who have a
major commitment to the educational program. The
remaining elective subspecialty experiences can be obtained
either as part of the general rotation in the OPD and inpatient
services or as block assignments in any stage of training.
Allof the subspecialty experiences must include patient care
responsibility either as a primary care physician or as a
supervised consultant. _ g

C. Outpatient Services: _

A high quality of ambulatory pediatric care is essential
for adequate training and requires the physical presence of
supervisingteachersinambulatory settingswherethepatient
load is kept at a level appro&)riate for adequate teaching.
An array of pediatric problems of a wide variety and
complexity should be included in the patient group cared
for in the outpatient setting. Appropriate consideration
should be given to the total environment including the psycho-
social influences on, and needs of, the patient and family.
Provision must be made for continuity between inpatient and
ambulatory services.

Certain aspects of ambulatory care deserve special
mention, and their implementation will be animportant factor
relative to the accreditation of training programs.

1. Continuity Clinic: This clinic provides experience with
continuity of care for both residents and patients. Residents
should have weekly or biweekly assignment to the clinic. This
assignment should receive priority over other duties. Their

atient population should include those initially cared for
the resident on the ward or in the outpatient department,
children with a variety of chronic diseases, and well children
of different ages. With the latter, attention should be given
to development and anticipatory guidance. Children with
chronic diseases and multiple problems are in the greatest
need of this type of comprehensive care. The resident needs
to learn how to provide this and how to function as a part of
a health care team. Subspecialty consultants should be
available to the residents as they care for these patients. The
residents should arrange for the care of their patients when
they themselves are not available. This continuity program
must be a required experience throughout the three years
of training.

2. Acute lliness Clinic and Emergency Room: This
rotation must be an educational experience adequately
supervised by pediatric faculty. This assumes that the patient
load does not reach a point where learning is compromised.
On the other hand, high volume forces one to set priorities
and facilitates development of accurate clinical judgment.
The patient load should be kept reasonable with due
consideration being given to the level of training of the
resident, the ratio of new patients to return visits and the
complexity of the problems. The duration of such an
assignment must total at least three months over the three
years of core training. Training in minor surgery and
orthopedics should be included in this rotation.

3. ‘Specialty Clinics: A specialty clinic or service must
provide the resident with experience as a supervised
consultant. The resident should have experience in several
of the following: allergy, cardiology, child development,
dermatology, developmental pediatrics, endocrinology,
gastroenterology, genetics, hematology/oncology, learning
disorders, nephrology, neurology, psychology, pulmonary,
rheumatology, care of the handicapped and of adolescents
with special problems such as sports injury, substance abuse
and gynecologic disorders.

The specific subspecialty rotations that the resident takes
should be those which will add to the resident’s educational
spectrum. Thus, if there is considerable input in
developmental pediatrics in the resident’s continuity clinic,
it would be desirable to provide some other experience during
subspecialty rotations. The residents shoulc!3 be supervised
by qualified pediatric subspecialists and have access to



ESSENTIALS OF ACCREDITED RESIDENCIES 63

approiariate clinical laboratories. Not every hospital has
special laboratories for each of the subspecialties, but access
to these in other departments or cooperating institutions is
considered important for a meaningful education in these
subspecialties. The resident must be realistically involved
in the decision-making process, including both diagnostic and

therapeutic planning in the management of patients. Night -

and weekend duty in general pediatrics provides valuable
educational experience and should not be neglected during
subspecialty rotations. ‘

4. Preceptorships: Office electives or preceptorships may
constitute up to two months in each of the second and third
years of pediatric residency. Assignments may be solid blocks
of time, or may run concurrently with other assignments on
a C‘part-time basis. Training programs incorporating this
educational method should submit to the Residency Review
Committee adequate descriptions of the content of these
educational experiences each time the program is reviewed.
Preceptors should be specifically designated by the director
and chosen for their willingness and ability in teaching. The
manner in which responsibility is delegated is important.
Residents should be involved in decision-making processes
and not merely function as observers. The resident should
accompany the preceptor on hospital visits. The role of the

resident in the management of inpatients should not, -

-however, conflict with that of other house officers assigned
to inpatient duty. A resident should not be employed to

substitute for a pediatrician temporarily absent from the’

office. A preceptor must be physically present to supervise
" theresident and assure a continuing educational experience.
A resident in a preceptorial relationship should be
responsible for the maintenance of office records as well as
for the management of patients assigned to him/her. The
program director is responsible for the maintenance of
records of preceptorial activities, including justification of
the qualifications of the preceptor, evaluation of the resident
by 31e preceptor and evaluation of the preceptor by the
resident.
D. Basic Science Teaching:

Study of the basic sciences should be part of the clinical

education of the resident. This is most effectively provided
in an integrated manner at the patient’s bedside and in
conferences. Resident preparation for conferences should
include reviewing and expanding scientific knowledge with
key references to the basic sciences underlying specific clinical
topics.
V. LEARNING EXPERIENCES
A. Resident Development: ) ' :
The most important vehicle for learning is the assumption
of responsibility by the resident for arriving at his{ her own
diagnostic impressions, for consulting appropriate literature
or other source material or persons, for developing plans
for diagnostic studies and for writing orders. The resident
should have the opportunity to become skillful in the
performance of a number of procedures, some of which
require-sgecial skills and/or aEproaches for the pediatric
atient. These may include, but are not limited to, the
ollowing: lumbar puncture, venipuncture, arterial puncture,
umbilical artery catheter placement, cut downs for
intravenous infusions, suprapubic taps, endotracheal
_intubation, pleural and peritoneal paracentesis. It is expected
that the faculty will teach, evaluate the performance of, and
document the attainment of these skills.
B. Rounds and Conferences: -
" The most important formal teaching session is regular
patient-oriented attending rounds conducted by a qualified
teacher who is immediately available to the residents for

consultation and who is backed by a staff of consultants in.

subspecialty areas.

There should be regular departmental conferences which
include teaching sessions devoted to pathologﬁ, cardiolog]y,
neurology, basic sciences, research, psychiatry, child
development, and other areas, which meet at least weekly.
Residents should be given the responsibility of presenting
and discussing patient material or otger subject matter. These

v

Pediatrics

conferences ought to involve the residents actively and should
be conducted by qualified individuals.

Rounds and conferences should correlate fundamental
physiological, biochemical, microbiological, pathological and
psychological aspects.of disease in infancy, childhood and
adolescence. Although departmental clinical faculty may have
sufficient knowledge and expertise to provide satisfactory
instruction, participation of basic scientists may increase the
breadth and depth of the educational challenge. Residents
should be encouraged to utilize basic science resources in
the development of an understanding of the mechanisms of
diseases and their management.

C. Clinical Investigation and Research:

Research activities are supportive of a residency program.
Research provides a healthy climate for an educational
experience. Critical thinking tends to flourish in such an
environment not only for the resident but also for members
of the teaching staff. Active resident participation in clinical
research projects with the advice and supervision of the
teaching facultyis encouraged. The collection of clinical data,
review of the pertinent literature, and the preparation of a
paper for presentation provide a valuable educational
experience. .

VI. STAFF

The director of the residency program must be capable
of administering the program in an effective manner and be
competent in the care of pediatric patients. He/she should
have demonstrated ability as a teacher and be knowledgeable
in the related basic sciences and in research methodology.
The director should be certified by the American Board of
Pediatrics or should possess suitable equivalent qualifications.”

Continuity of leadership over a period of years is important
to the integrity of a program. It isimperative that the program
director assume full responsibility for supervision of the work
of the training program. When a change in program director
occurs, the RRC must be notified promptly since appropriate
re-evaluation of the program may be undertaken.

The chief of pediatrics/department chairman must have
the ultimate responsibility for all educational programs,
including any subspecialty programs, carried on in the
department. All program descriptions submitted from the
department must bear his/her original signature indicating
areview and approval of the submitted materials.

Of foremost importance in a successful graduate training
program is the quality of supervision and evaluation of the
clinical work of the residents. An attending staff with
professional ability, enthusiasm, and a sense of responsibility
for teaching is essential. The faculty must contain teachers
with diversified interests and expertise in clinical pediatrics
and the basic sciences, and should be sufficient in number
to meet the training responsibilities of the program. They
should be Board certified or possess suitable equivalent
qualifications. One measure of the quality of the faculty is
their participation in investigative activities and in the
preparation of reports and papers. Qualified pediatric surgical
faculty greatly enhance the residents’ educational experience
and should have a major role in the residents’ education with
respect to surgical diagnoses and pre and post operative care.
A pediatric pathologist and a pediatric radiologist would
enhance the educational experience of pediatric residents.

The example set by dedication of the teaching staff to
patient care is essential to the excellence of the educational
program. Junior staff appointments, equivalent to chief
residents at the fourth-year or other advanced residency level,
may be desirable in some programs. Such appointments may
serve to provide better coordination and supervision of the
educational and patient care programs. ' _

The institutional staff should include qualified members
of allied health professions, such as social service, physical
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therapy, psychology and nutrition. Adequate‘numbers o
qualified pediatric nurses are also essential. :
VII. FACILITIES ’

The iné)atient and outpatient facilities must be adequate

in size and variety and must have the appropriate equipment
necessary for a broad educational experience in pediatrics.

There must be an appropriately equipped andstaffed
emergency room facility for the care of children and
adolescents. The hospital should provide facilities that will
enable pediatricians to admit patients under their care. The
program must also have an intensive care facility which is
appropriately equipped and staffed for the care of seriously
ichhil ren. Pediatric staff must be available to supervise the
pediatric residents on both of these services.

A. Laboratory, Radiology and Pathology Facilities:

Laboratory, radiology and pathology services must be
adequatetopermittheresidentstoenhancetheireducational
experience during the care of patients. The services should
be available each day throughout the entire 24 hours.

B. Medical Library:

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

C. Records:

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

VIII. SIZE OF PROGRAM

The Committee does not designate the number of
residents that should be a%pointed to a specific program.
However, it is recognized that peer contact and discussion
is as important to the learning process as contct with teaching
facility. The number of pediatric residents must be sufficient
to provide for frequent and meaningful discussion with peers
as well as to provide appropriate coverage for adequate
patient care. Because of the different educational components
in a pediatric residency, e.g., neonatal, outpatient, ward and
emergency room, there must be a sufficient number of
residents at each level to provide appropriate peer
interchange. The Committee will consider the presence of
residents from other services when it evaluates this dimension
of a program.

Programs should have a sufficient number and variety of
inpatients to assure each resident broad training and
exposure. Programs will be expected to demonstrate that
the available clinical experience is sufficiently complex and
diverse to ensure that the residents will have an adequate
exposure to problems, including life-threatening conditions.

eficient or excessive patient loads or imbalance between
supervisory staff and residents may jeopardize the
accreditation status of the program.

Hospital duties should not be so pressing or consuming
that they preclude ample time for other important phases
of the training program or for personal needs. On the other
hand, it is equally essential that the resident have a keen
sense of personal responsibility for patient care..lf the
residents do not accept this responsibility, no educational
program can produce sympathetic and effective physicians.
A resident’s obligation to patients is not automatically
discharged at any given hour of the day or any particular
day of the week. Night and weekend duties must be sufficient
to permit implementation of the concept of responsibility
for patients and to provide for adequate patient care. Resident
on-call rotations should occur with a frequency of every third
or fourth night. The resident should not be relieved of duty

until the proper care and welfare of the patients have been
assured by the presence of a suitable professional
replacement.
IX. EVALUATION

Periodic evaluation of the educational progress of all

-residents is required. Residents should be encouraged to take

a standard in-training examination at the beginning of the
PL:1 and PL:2 years and if past performance on this exam
has been unsatisfactory, it would be desirable to retake the

-exam at the beginning of the P1:3 year. In-house evaluations,

utilizing a variety of acceptable techniques, must be carried
out on arecurring basis. These evaluations must be discussed
with the resident and must be kept on file and be available
for a review.

Teaching faculty should also be evaluated on an on-going
basis regarding their teaching ability, clinical knowledge,
attitudes, scholarly contributions, interpersonal skills and
communication abilities. :

The effectiveness of the residency program should also
be evaluated on a periodic basis in reference to the
educational needs of the residents, the quality of patient care
provided and the contributions of the faculty. The feedback
should be used for improvement of the program.

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

Residents who plan to seek certification by the American
Board of Pediatrics should contact the Secretary of the Board
to obtain the lastest information regarding requirements for
certification. '
Effective: July 1985 ACGME: September 1985 -

Policies and Procedures for
Subspecialties?’ of Pediatrics
As a general rule pediatric subspecialty programs will be
surveyed and reviewed in conjunction with the survey and

‘review of the core pediatrics program to which they are

attached. In special cases determined by the RRC or in the
case of a new application a subspecialty program may be
surveyed and reviewed separately. : _

A separate set of forms will be completed for the core
program and for each of the subspecialty programs being
surveyed. Instructions will be provided regarding the
preparation of the forms and the details of the survey.

In order to qualify for initial accreditation, a subspecialty
program must function in conjunction with an accredited core
program which is in good standing. If the core program is
accredited on a probationary basis, an application for
accreditation of a new subspecialty program attached to that
core will not be accepted by the RRC.

The Residency Review Committee will designate
subspecialty programs as beingaccredited or not accredited.
No further delineation of accreditation categories will be
utilized. The accreditation of a subspecialty program will be
directly tied to that of the core. If the core program is
subsequently accredited on a probationary basis this is
simultaneously a warning to the related subspecialty
programs that accreditation is in jeopardy. Withdrawal of
accreditation of the core pediatrics program will result in
the simultaneous loss of accreditation of all subspecialty -
pro?rams which function in conjunction with'it.

If the core program remains in good standing but the RRC
judges a subspecialty program to be in noncompliance with
the Special Requirements, a warning will be issued. If suitable
improvement is not demonstrated in the time specified by
the RRC, accreditation may be withdrawn from the
subspecialty program. The Procedures for Reconsideration
and for Appeal of Adverse Actions may be utilized by

20Programs in pediatric cardiology will be phased into this system
gradually. Directors of pediatric cardiology programs will receive a special
notice to this effect.
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-subspecialty programs from which accreditation has been
withdrawn in an action separate from withdrawal of
accreditation from the core program.

Inquiries about accreditation of pediatric subspecialty
programs should be directed to the Executive Secretary of
the RRC for Pediatrics.

Effective: January 1986

Training Programs in
Pediatric Cardiology
1. DURATION OF TRAINING AND PREREQUISITES

A minimum period of two years?! is required, and a third
year, emphasizing research preparatory to an academic
career, is strongly recommended. Training need not be
confined to the parent institution although it is essential that
the resident in pediatric cardiology receive progressive
education, experience and responsibilities in the specialty.

Training programs in pediatric cardiology must exist in
conjunction with an accredited three year pediatric residency
program; these postgraduate programs should not dilute the
patient material available to the core program.

Ordinarily, the resident will have completed three years
of training in an accredited pediatric residency program prior
to beginning a program in pediatric cardiology.

. GENERAL SCOPE OF APPROVED PROGRAMS

Graduate training in pediatric cardiology should provide
for properly balanced, well-organized and progressive
responsibility for care and study of patients on ward and
outpatient services. This must encompass age groups from
the newborn (including premature infants) through
adolescence. Approved programs must include adequate
training in the basic medical sciences, as well as in the clinical
laboratory, public healthand community aspects of pediatric

cardiology. Significant experience in investigational activities -

is expected. The resident must be exposed to pathologic
conditions ranging from moderate to those found in the
seriously ill child needing intensive care. There must be
experience with a broad spectrum of congenital and acquired
heart disease, both surgical and medical, and chronic as well
as acute or emergency situations. There should be
opportunities todevelopteachingskills. Theseopportunities
should include both formal and informal experiences,
including rounds, outpatient clinics, conferences, grand
rounds and formal] lectures. There should be opportunities
to participate in and learn the fundamentals of administration
of a pediatric cardiology program, including organization of
clinics, organization and function of the cardiac team, and
interaction with support agencies in the community such as
CCS, third party insurance companies, school nurses, public
health nurses and others.

. CONTENT AREAS

A. Basic Scien¢es— The program should offer instruction

through courses, seminars, workshops, or laboratory
experience to provide appropriate background in basic and
fundamental disciplines related to the heart and
cardiovascular system, such as anatomy, physiology,
biochemistry, embryology, pathology, pflarmaco]ogy,
genetics, bioelectronics ancly biostatistics. The resident must
receive instruction in cardiovascular pathology. Specimens
demonstrating the various types of congenital cardiovascular
anomalies should be classified and readily available for study.
Conferences involving current pathological material must be
held and closely correlated with clinical experience; such
conferencesshouldinclude clinicians, surgeons, physiologists,
roentgenologists and pathologists.

Thorough understanding of embryology and anatomy of

the normal heart and vascular system as well as the deviations
from normal that may occur should be mastered. Normal and
abnormal cardiovascular and cardiopulmonary physiolog
and metabolism should be taught, as well as fundamentals
of cardiovascular pharmacology, including mechanisms of
drug action, therapeutic indications, and side effects.

21At the present time only two years of training will be accredited by
the Residency Review Committee.

Pediatric Cardiology

B. Clinical Practice—The program should prepare the
resident to provide optimal care and consultation for children
with cardiovascular disease. Clinical experience.should be
broad and include inpatient and outpatient experience and
encompass age groups from newborn through adolescence
{birth to 21 years i)referably) with opportunity to observe
ggan disease in adults, particularly congenital and rheumatic

isease.

Aftercare—The resident should participate in
consultations or conferences in which the megical and surgical
staffs evaluate the results of surgery and the patient’s cardiac
status prior to discharge from the hospital. The resident
should have the opportunity to arrange for follow-up visits
and send information to the referring physician to assist him/
her in the future management of the patient.

Residencies in pediatric cardiology must offer broad and
inclusive training in the specialty. This should include
fundamentals of clinical diagnosis with special emphasis on
auscultation and physical examination, roentgenology,
electrocardiography, 2-D and M-mode echocardiography,
radionuclear cardiography, exercise stress testing, Holter
monitoring and such other laboratory tests that may become
established to facilitate diagnosis and management.
Experience and instruction in techniques of and under-
standing of the limitations of cardiac catheterization and
selective angiocardiography are required. Opportunity must
be provided for the resident to participate in a minimum
number of catheterizations in infants and children; this
number may varg from institution to institution but should
approximate 100 patients during a two-year program. The
resident should have the opportunity to master the use of
relevant electronic equipment, recording devices, and
angiographic equipment necessary to perform cardiac
catheterization. In addition, the program must provide the
resident with the opportunity to learn the fundamentals of
radiation safety. ’

Experience with pre and postoperative care of patients
having cardic surgery, both by closed and open methods, in
close cooperation with the cardio-thoracic surgical staff is
required. A basic understanding of current surgical
teghniques, methods of cardiopulmonary bypass and
hgpéthermia is important for adequate training. The resident
should understand and know how to manage postoperative
complications—both immediate and delayed: Oﬁportunity
for long term follow-up observations of both pre and
postoperative patients must be afforded the resident.

The program must provide the resident with the
opportunity for the study of rheumatic fever, collagen
diseases, infective endocarditis and other infections and
metabolic conditions. The resident should be made aware
of etiologic and risk factors in hypertensive and athero-
sclerotic heart disease, including hyperlipidemic states and
should gain experience in the diagnosis and management
of patients with these cardiovascular problems.

C. Research—A critical aspect of the training program
is its research environment. There should be evidence of a
commitment to research and investigation in pediatric
cardiology and an ongoing active research program with
investigation into clinical and basic aspects of various
cardiovascular problems by the teaching staff. Within the
institution, the resident should be exposed to and take part
in research programs whichdprovide an environment
conducive to a questioning attitude, to protocol develor)ment,
and to critical analysis. ldeally, the residents should help
design, conduct, evaluate and Erepare for publication a
clinical or laboratory research project in the area of
cardiology. The completion of a research Eroject during the
training program is strongly encouraged. The resident should
be able to communicate his knowledge to others both orally
and in.written form, conduct lectures, seminars and clinical
conferences and prepare a written report of his/her research
activities either for acul:c‘y review or publication.

D. Administration—T he residentshould gain experience
in organizational responsibilities necessary to his role as a
pediatric cardiologist in the community. He should be
exposed to methods of organization of the cardiac
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catheterizationlaboratory, the outpatient clinic, organization
of a teaching service and organization and day-to-day function
of the entire cardiology team. He should have the opportunity
to interact with Crippled Children’s Services, insurance
companies, community resources and others necessary to
the proper care of children with cardiac problems.

E. Conferences—Conferences must be held on aregular
basis in the areas of clinical diagnosis and therapy,
cardiovascularresearchand clinicalmorphologiccorrelations.
Conferences with other disciplines such as physiology,
pharmacology, pathology, neonatology, cardiovascular

radiology, cardiothoracic surgery and adult cardiology are

encouraged.
IV. STAFF

A. The Chief of Service—An approved pediatric
cardiology training program must be under the direction of
a physician certified by the American Board of Pediatrics
and the Sub-Board of Pediatric Cardiology or who possesses
suitable equivalent be physically present on a day-to-day basis
to supervise and direct the training program and is directly
responsible to the general pediatric program director for the
content, quality and supervision of the training program.
Directors of pediatric cardiology training programs should
provide an environment for the open discussion of ideas,
creation of hypotheses which can be examined in the
laboratory or by clinical protocol and will actively discourage
unquestioning adherence to dogma. Implementation of the
training program should involve collaborative efforts with
other pediatric cardiologists, with internists workinginareas
of mutual concern and assistance of other training program
directors sothat highly-specialized resources may be shared.

B. ltisdesirable that members of the pediatric cardiology
training staff include Board-certified or equivalent pediatric
cardiologists, medical cardiologists and basic scientists
actively engaged in cardiovascular research. .

C. A general pediatric staff with a broad range of
subspecialty interests is essential to teach complete care of
infants, children and adolescents with cardiac problems.

D. Staff from other disciplines, including cardiovascular
radiology, cardiothoracic surgery, adult cardiology,
anesthesiology, neonatology, pulmonarydisease, pathology,
hematology, nephrology, gastroenterology, and'genetics
should be readily availag]e. Residents should also learn to
work with and utilize the special skills of pediatric
cardiovascular nurses, intensive care nurses, catheterization
laboratory technicians, operating room personnel, social
workers and psychologists.

V. FACILITIES

It is desirable that all facilities should be located at the
same institution. Where a facility is shared by several
institutions in the interest of cost and efficiency, the program
director may arrange for a resident to rotate to that facility.

A. Inpatient Services—An active inpatient pediatric
cardiology service is essential. This should provide all the
diagnostic and treatment services characteristic of a
comprehensive children’s facility. :

1. Patients admitted to the inpatient service should be
under the direct or indirect supervision of the training
program staff and available to the resident.

2. The number of inpatients necessary to provide the
resident with an optimum experience will vary with
the number of residents and staff supervisors. A
sufficient number and variety of hospital patients is
necessary to assure broad training and experience and,
in general, will only be provided if the minimum
number of catheterizations and operations listed in
Section VI are performed. A ratio of pediatric

cardiology training staff to residents of 2/1 is desirable.

3. The following support facilities should be available on
a 24-hour basis: :
a. General X-ray diagnostic facilities; nuclear
cardiology; :

' b. A graphics laboratory with facilities for recording
the standard electrocardiogram and 2-D and
M-mode echocardiograms;

c. Laboratories to do routine analyses of blood and
urine, to determine blood gas values, blood
chemistries, blood clotting studies and to cross

_ match blood;

d. An operating room designed and equipped for
cardiopulmonary extracorporeal circulation with
appropriate monitoring devices, defibrillator
and cardiac pacing devices; .

e. A blood bank equipped to meet the demands of
cardiac surgery must be closely affiliated with the

~ center;

f. An intensive care unit in each center in which
patients with heart disease are operated upon, with
personnel and equipment available to allow

rovision of the special and constant care needed
y pre-and postoperative patients.

" B. Ambulatory Services—There must be a regularly
scheduled pediatric cardiology clinic, and this must be
supervised by one or more members of the cardiology staff.
Time and space in this clinic must be available for residents
to provide continuity and follow-up care for all patients under
their care.

C. Catheterization Laboratory—The catheterization
laboratory should ordinarily be located within a facility
completely equipped to take care of patients in order to.
provide a comprehensive experience for the residents. A
program which includes a catheterization laboratory located
in a facility which cannot meet this criterion will be expected
to provide evidence that the training of residents is not
compromised in this regard.

1. Personnel

1. Physician in Charge—The physician in charge of
the procedure must be certi?ied by the Sub-Board
of Pediatric Cardiology or possess suitable
equivalent qualifications. He /She must be able to
carry out the technical aspects of the procedures
and correlate the results of the study with clinical
information in reaching sound anatomic, electro-
physiologic and hemodynamic conclusions. A
second physician should be available in the event
that additional help is needed or a complication
develops. In addition, a radiologist competent in
cardiovascular radiology, an anesthesiologist and
a thoracic surgeon with expertise in the pediatric
cardiovascular aspects of their specialties should
be immediately available for consultation,
assistance and emergency surgical procedures.
Additional personnel, adequately trained in
pediatric cardiovascular techniques, should be
available. ‘

2. Equipment
Up-to-date equipment should include facilities for
diagnostic biplane angiocardiography, blood gas
analyses, and electrophysiological studies. A

method for recording catﬁeterization laboratory

complications must be used and records kept of

all complications. Resuscitation equipment must
- be available for all pediatric patients.

D. Library and Research Facilities—The training
program must provide access to facilities for the resident to
engage in scholarly activities including conference rooms,
medicallibrary ancﬁ'esearch laboratories. Thelibrary should
be available day and night and should have an ample supply
of current pediatric and cardiologic textbooks and journals.

-Access to computerized literature search facilities is highly

desirable.
VI. CLINICAL EXPERIENCE

The resident must gain experience with a wide variet
of cardiovascular problems in infants and children. In generaﬁ
approved training programs should have a minimum yearly
case load for pediatric patients of approximately 150 cardiac
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catheterizations and 75 operations employing extracorporeal
circulation. Of these, ap%roximately 0O catheterizationsand
approximately 24 open-heart surgical procedures should be
performed on patients less than one year of age. Each
resident should participate in or perform under supervision
approximately 100 catheterizations in a two year period.
VII. PATIENT INFORMATION

Clinical data including inpatients, outpatients and patients

undergoing catheterization and/or surgery, should be cross -

indexed and kept in such a manner as to allow rapid

evaluation and analysis of the assembled information,’

including age, diagnosis, outcome, etc.
VIII. EVALUATION

The program must have an on-going functional assessment
of the following components of the educational program:

—resident performance

—faculty performance

—patient care

—program objectives

Well defined ‘mechanisms for evaluation of these
components must be developed as well as a methodology
for utilizing the feedback for improvement of the program.

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

Residents who plan to seek certification by an American
board of should communicate with the secretary of the
appropriate board to be certain regarding the full require-
ments for certification.

Effective: July 1983 ACGME: November 1982

Training Programs in
Neonatal-Perinatal Medicine

INTRODUCTION :

The purpose of the training program in neonatal-perinatal
medicine is to provide the residents with the background to
understand the physiology of the normal neonate and the
patho-physiology of the sick infant and to diagnose and
manage problems of the newborn. The program should be
organized and conducted so as to assure an appropriate
environment for the well-being and care of the patients as
well as one which stresses the development of appropriate
attitudes on the part of the residents.

Training programs in neonatal-perinatal medicine must
exist in conjunction with an accrecfi)ted three-year pediatric
residency grogram and an accredited obstetrical residency
program. These postgraduate programs should not dilute
the experience with patients available to the core program;
rather, the presence of these programs should assure the
availability of all facilities and personnel necessary for the
complete care of the infant and adolescent patient. A
thorough knowledge of the growth and development of the
normal infant as well as a broad understanding of all aspects
of child care are prerequisites for the proper management
of disorders of the fetus or newborn.

- DURATION OF TRAINING
Programs in neonatal-perinatal medicine must provide two
ears of progressive educational experience and responsi-
ility in the various aspects of fetal and neonatal medicine.
SCOPE OF TRAINING

The training program must emphasize fundamentals of
clinical diagnosis and management. Opportunity must be
provided for the resident to participate in the diagnosis and
management of problems seen in the continuum of the
development of the fetus throuﬁh prenatal, intrapartum, and
neonatal periods, including follow-up. The resident should
have the opportunity to develop an appreciation of the social
implications of disorders of the fetus and newly born infant.
The resident must have the opportunity to learn to identify
the high-risk prenancy, to evaluate fetal well-being and
maturation, and to become familiar with the aberrant factors
which may develop during the intrapartum period. The
resident must have the opportunity to develop special
competence in the management of critically ill newborn
infants, including techniques of neonatal resuscitation,
preparation for transport, ventilatory support, continuous

Neonatal-Perinatal Medicine

monitoring, temperature control, nutritional support, and
general principles of critical care. The resident must also be
made aware of laboratory techniques essential to the care
of the high-risk infant. Residents should have the opportunity
for teaching and for assuming some departmental adminis-
trative responsibilities. Experience in tabulating and
evaluating institutional and regional fetal and neonatal
morbidity and mortality should be provided. There should
also be experience and instruction in techniques of collation
and critical interpretation of data pertaining to immediate
outcome and sequellae of various disease entities such as
hyaline membrane disease, asphyxia, néonatal sepsis,
errthrob]astosis, etc. This experience should be closely
related to the evaluations of various modalities of therapy
used in these disorders. The opportunity for long-term
follow-up of high-risk infants must be provided.

The program should provide the opportunity for resident
participation in regularly scheduled multi-disciplinary
conferences such as sessions which review perinatal mortality,
morbidity and patient care, as well as participation in case
conferencesand current literature and research conferences.

The training program should include instructioninrelated
basic sciences. Seminars, conferences, courses and
appropriate laboratory experiences should be offered in the
basic disciplines related to pregnancy, the fetus and the
newborn. Examples are: maternal physiological, biochemical
and pharmacological influences on the fetus; fetal physiology;
fetal development; placental function (placental circulation,
gas exchange, growth); physiological and biochemical
adaptation to birth; physiology, biochemistry, pharmacology,
and pathology relevant to diseases of the newborn;
psychology of pregnancy and maternal-infant interaction;
growth and nutrition; genetics; epidemiology; and
biostatistics. ' : .
RESEARCH

A critical aspect of the training program is its research
environment. There should be evidence of a commitment
to research and investigation in neonatal-perinatal medicine
and an ongoing active research with investigation into clinical
and basic aspects of various related problems by the teaching
staff. Within the institution, the resident should be exposed
to and take part in research programs which provide an -
environment conducive to a questioning attitude, to protocol
development, and to critical analysis. ideally, the residents
should help design, conduct, evaluate and prepare for
publication a clinical or laboratory research project in the
area of neonatal-perinatal medicine. The completion of a
research project during the training program is strongly
encouraged. The resident should be able to communicate
his knowledge to others both orally and in written form,
conduct lectures, seminars and clinical conferences and
E)re re a written report of his/her research activities either

or faculty review or publication.
STAFF

The director of the training program should be certified
by the American Board of Pediatrics, Sub-Board of Neonatal-
Perinatal Medicine, or must possess acceptable equivalent
credentials. He/she must have demonstrated competence
as a teacher and researcher, and should have adequate
administrative experience to direct the program.

Appropriate consultant faculty should-be available to
provide the trainee with a defined educational experience
in related disciplines, including: fetal-maternal medicine,
pediatric surgery, radiclogy, anesthesiology, pathology, social
service, nursing and other pediatric subspeciaities.

Essential staff for the training program are: . -

1. A sufficient number of neonatologists to provide
adequate supervision and to ensure the educational
and research quality of the program;

2. A pediatric cardiologist as a consultant and teacher;

3. A surgeon skilled in pediatric surgery as a consultant
and teacher;
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4. A cardiovascular surgeon skilled in pediatric
cardiovascular surgery as a consultant;

5. An obstetrician with special competence in fetal-
maternal medicine. :
. The following staff are recommended:
1. Abioengineer;
2. Anultrasonographer well versed in perinatal ultrasonic
techniques; .

3. A statistician and/or epidemiologist.

Nursing staffs must be sufficient to meet appropriate
standards of care. This implies leadership by nurses skilled
in neonatal and obstetrical intensive care. Medical social
workers, qualified in maternal-child health, must also be
available. -

PATIENT POPULATION AND FACILITIES

An adequate number of infants must be available in order
that the neonatal-perinatal resident may acquire competence
in the management of the critically ill infant. The obstetrical
and neonatal-perinatal programs must be closely associated
in order that the residents may become knowledgeable about
identifying the high risk pregnancy and evaluating fetal well-
being and maturation. There should be a sufficient number
of patients to ensure an opportunity for the resident to
become competent in the technical aspects of care. An
obstetrical program with fewer than 1,000 deliveries would
not appear able to provide sufficient numbers to meet these
objectives.

The number of infants requiring ventilatory assistance

must be sufficient to provide each residency with the.

opportunity to become skilled in the management of these
infants. Similarly, there should be an adequate number of
infants requiring major surgery, including cardiac surgery,
in order that the resident will have the opportunity to become
skilled in the pre-operative and post-operative management
of these infants.

The program must provide ample opportunity for
residents to follow discharged infants in sufficient numbers
to become skilled in the evaluation of such infants, as well
as to become aware of the socioeconomic impact and the
psychosocial stress that such infants may place upon a family.
The resident must have the opportunity to become skilled
in the management of these problems.

FACILITIES : : '

Since neonatal intensive care is an integral part of the
institution in which the training program is housed, it is
essential that the following facilities be available within that
institution or in another readily available institution which
assures-access, within a reasonable period of time and on a
24 hour a day basis, to: '

1. Microchemical laboratory;

2. Blood gas laboratory; _

3. Perinatal diagnostic laboratory which performs OD,
L/S ratio or equivalent determination, plasma or
urinary estriols; '

Radiology facilities; : _
Diagnostic bacteriology and virology laboratory;
Hematology laboratory; ~

Cytogenetics laboratory;

Blood bank;

. EKG and EEG laboratories.

In addition to these essential diagnostic facilities, the
following are considered desirable: :

1. Screening laboratory for inborn errors of metabolism;

2. Clinical toxicology laboratory; '

3. Nuclear medicine facilities.

EVALUATION :

The program must have an on-going functional assessment

of the following components of the educational program:

0N s

—resident performance

—faculty performance

—patient care

—program objectives

Well defined mechanisms for evaluation of these
components must be developed as well as a methodology
for utilizing the feedback for improvement of the program.
CONCLUSION

The provisions of the General Requirements must also
be met for accreditation. Individuals who plan to seek
certification by the Sub-Board of Neonatal-Perinatal Medicine
of the American Board of Pediatrics should communicate
with the Secretary of the American Board of Pediatrics
regarding the full requirements for the certification.

One measure of the quality of a program is the perform-
ance of its graduates on the examinations of the Sub-Board
of Neonatal-Perinatal Medicine of the American Board of
Pediatrics.

Effective: July 1983 ACGME: May 1983

Training Programs in
Pediatric Hematology/Oncology

INTRODUCTION

The purpose of the training program is to provide the
residents with the background to diagnose and manage
hematologic and oncologic diseases. This background
includes an understanding of the physiology of blood and
bone marrow function, as well as the pathophysiology of
hematologic disorders and malignant disease.

Training programs in pediatric hematology /oncology must
exist in conjunction with accredited three-year pediatric
residency programs, but should not dilute the experience
with patients which is available to the core program. Rather,
the presence of these programs should assure the availability
of all facilities and personnel necessary for the complete care
of the infant, child and adolescent patient. A thorough
knowledge of the growth and development of the normal
child as well as a broad understanding of all aspects of child
care are prerequisites for the proper management of patients
with hematologic and oncologic problems.

DURATION OF TRAINING

Programs must provide two years of progressive
educational experience and responsibility in the elements
of pediatric hematology and oncology.

SCOPE OF TRAININ%/ '

The training program must emphasize the fundamentals
of clinical diagnosis with special emphasis on history taking
and physical examination. A program in pediatric hema-
tologg X)ncology should provide enou%l: clinical experience:
with both inpatients and out‘%atients who have hematoloFic
and oncologic disorders for the residents to develop facility
in diagnosing and managing common and unusual problems.

The program should include hematologic disorders of the

fetus and newborn, congenital and acquired disorders of red

blood cells, white blood cells and platelets, bone marrow
failure, myeloproliferative disease, disturbances of iron
metabolism, congenital and acquired coagulation defects,
hemoglobinopathies, immunodeficiencies, leukemia,
histiocytosis, and solid tumors of organs, soft tissue and bone.
In addition to specific hematologic and malignant
disorders, the resident must have the opportunity to become
familiar with all aspects of chemotherapy, including treatment
protocols and management of complications, diagnosis and
treatment of infections in the compromised host, appropriate

-use of transfusion of the various blood components,

plasmapheresis and bone marrow transplantation. The
resident should learn the methods of physiologic support
of the cancer patient including parenteral nutrition, control
of nausea and management of pain. The staging and
classification of tumors, compl‘c)-:te knowledge of the
application of multimodal therap , leamin%to function asa
member of the “onco?oggl team,” Yearning the epidemiology
and etiology of childhood cancer, making good observations,
and keeping accurate patient data are vital aspects of
pediatric oncolog?l training. The resident should participate .
in the activities of the Tumor Board and in the provision of
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comprehensive care to the child with cancer. He should have
experience in support of the patient, family and staff in
dealing with terminal illness. Development of skills in
communication and counseling is important for the resident.

The residents should have the opportunity to teach,
organize educational conferences amf develop elementary
skills in medical writing.

The residents must be exposed to the proper use of
laboratory -techniques for diagnosis. There should be
particular emphasis on recc;ﬁnition of the limitations of the
various methods and the pitfalls in interpretation of laboratory
results. They should be familiar with the normal variations
in laboratory data that occur at different ages and should
know the influence of medications, toxins and systemic
disease on hematologic values.

The residents should be provided with the background
to enable them to utilize the diagnostic procedures of
hematology and oncology. These include: a) the performance
and interpretation of bone marrow aspiration and biopsy
b) venepuncture, ¢) lumbar puncture with evaluation o
cerebrospinal fluid, d) use of the microscope, and e)
interpretation of peripheral blood films. Appropriate
educational experiences in the laboratories, including blood
bank and tissue pathology, should be included.

The resident should be able to use the diagnostic services
of radiology, nuclear medicine, computerized tomography,
sonography, angiography, clinical chemistry, microbiology,
immunology and genetics in evaluation of patients wit
hematologic and oncologic disorders.

The training program should provide instruction in the
related basic sciences. These include: (az> structure and
function of hemoglobin and iron metabolism, (b) the

cell kinetics, {f) immunology, (g) coagulation, (h) genetics, (i
the principles of radiation therapy, (j) the characteristics o

phagocytic system, {c) immunology, (d) splenic function, (ei

characteristics of chemotherapeutic agents, (n) microbiology
and anti-infective agents in the compromised host, (o) bone
marrow transplantation and graft versus host disease, and
(p) nutrition. :
RESEARCH

A critical aslpect of the training program is its research
environment. There should be evidence of a commitment
to research and investigation in pediatric hematology/
oncology and an ongoing active research with investigation
into clinical and basic aspects of various related problems
by the teaching staff. Within the institution, the resident
should be exposed to and take part in research programs
which provide an environment conducive to a questioning
attitude, to protocol development, and to critical analysis.
Ideally, the residents should help.design, conduct, evaluate
and prepare for publication a clinical or laboratory research
project in the area of hematology/oncology. The completion
of aresearch q_roject during the training program is strongly
encouraged. The resident should be able to communicate
his knowledge to others both orally and .in written form
conduct lectures, seminars and clinical conferences an
Fre re a written report of his/her research activities either
or faculty review or publication. :
STAFF

The director of the pro%ram should be certified by the
- Sub-Board of Hematology/Oncology of the American Board
of Pediatrics, or must possess acceptable equivalent

malignant cells, (k) tissue typing, (l) blood grougs, (m)

credentials. He/she must have demonstrated competence -

as a teacher and researcher, and should have adequate
administrative experience to direct the program.

provide the trainee with a defined educational experience
in related disciplines, including: surgery and surgical
specialties, radiation oncology, radiology, gynecology,
infectious disease, pathology, psychiatry, immunology,
cardiology, neurology, endocrinology, gastroenterology and
genetics.

Supervision of residents must be provided by members
of the teaching staff who are interested in teaching as well
as in the care of patients and who can devote adequate time
to both of these endeavors. The supervising faculty should

A;g)ro riate consultant faculty should be available to

Pediatric Endocrinology

inc]u?e individuals competent inresearch in hematology and
oncology.
PATIENT POPULATION AND FACILITIES

Adequate numbers of patients with hematologic and
oncologic disorders ranging in age from newborn through
adolescence must be available. It is particularly important
that residents have continuing responsibility for the care of
patients with malignant disease and chronic hematologic
problems. There should be sufficient opportunity for the

. resident to provide consultation on a variety of patients to

become familiar with the hematologic manifestations of a
broad spectrum of pediatric illnesses.

Space in an ambulatory setting must be provided for
optimal evaluation and care of patients. This should include
facilities for outpatient chemotherapy and transfusions, and
an inpatient area with full array of pediatric and related
services staffed by pediatric residents and faculty. Full support
must include radiology, laboratory, pathology, intensive care
respiratory therapy, physical therapy, nutrition, social
services, psychiatry and psychology.

An acfequate library with appropriate periodicals and texts
must be available. _

EVALUATION

The program must have an on-going functional assessment
of the following components of the educational program:

—resident performance

—faculty performance

—patient care

' —program objectives '

Well defined mechanisms for evaluation of these
components must be developed as well as a methodology
for utilizing the feedback for improvement of the program.
CONCLUSIONS

The provisions of the General Requirements must also
be met for accreditation. Individuals who plan to seek
certification by the American Board of Pediatrics, Sub-Board
of Hemato]o%y/Onco]ogy, should communicate with the
Secretary of the American Board of Pediatrics regarding the
requirements for certification.

ne measure of the quality of a program is the perform-
ance of its graduates on the examinations of the Sub-Board
of Hematology/Oncology of the American Board of
Pediatrics.

Effective: July 1983 ACGME: May 1 983

Training Programs in
Pediatric Endocrinology

INTRODUCTION

The purpose of the training program is to provide the
resident with the background to gia nose and manage
endocrine diseases and to understand the physiolo'g! of
hormonal regulation in man. The program should be
organized and conducted so as to assure an appropriate
environment for the well-being and care of the patients as
well as one which encourages scholarship on the part of the
residents. .

Training programs in pediatric endocrinology must exist
in conjunction with an accredited three-year Kediatric
residency program; these postgraduate programs should not
dilute the experience with patients available to the core
program. Rather, the Fresence of these programs should
assure the availability of all facilities and personnel necessary
for the complete care of the infant and adolescent patient.
A thorough knowledge of the growth and development of
the normal child as well as a broad understanding of all
aspects of child care are prerequisites for the proper
management of individuals with endocrinological problems.
DURATION OF TRAINING

Programs must provide two years of educational
experience in pediatric endocrinology and responsibilities
for the care of patients with endocrinologic and metabolic

‘disorders.

SCOPE OF TRAINING
The training ram must emphasize fundamentals of

pr
clinical diagnosis with special emphasis on history taking and
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physical examination. A program in pediatric endocrinology
should have an adequate clinical patient population for
resident training defined by the following criteria. There
should be a minimum annual exposure to 300-400 patient
visits of children with general endocrinological disorders
(outpatient and/or inpatient basis). The clinical program
should include 150-200 outpatient visits of children with
diabetes mellitus and 15-20 hospitalized patients with
diabetes mellitus yearly. General endocrinological problems,
which the resident should care for, should include children
referred for: short stature, constitutional delay, genetic short
stature, growth hormone deficiency, disorders of thyroid
hérmone physiology, secretion and synthesis, disorders of
adrenal glucocorticoid physiology, secretion and metabolism,
disorders of androgen excess and metabolism, the
management of thyroid nodules and neoplasms, disorders
of sexual development, disorders of calcium and phosphrous
‘metabolism including rickets, parathyroid disorders, and
vitamin D metabolism, disorders of fluid and electrolyte
‘metabolism including diabetes insipidus and disorders of
aldosterone metabolism. There must be clinical exposure
to children with carbohydrate disorders including diabetes
millitus and h%po§l¥cemia. Theresidents should be involved
in the care of adolescents in order to gain knowledge of
normal pubertal and hormonal alterations occuring during
this phase of life and abnormal conditions, such as pituitary
deficiency and gonadal dysfunction.

The trainees must be exposed to the proper use of
laboratory techniques for measurement of hormones in body
fluids; particular emphasis should be placed upon recognition
of the limitations and pitfalls of interpretation of laboratory
results. They should be familiar with normal variations that
occur in laboratory data at different ages. Residents should
be provided with the background which will enable them to

_utilize the diaé;nostic procedures of endocrinology involvin
radiology and nuclear medicine; formal rotations throug
such laboratories should be included. An opportunity must
be available for the resident to learn about the pertinent
aspects of genetics. Particular emphasis should be placed
on theareas of counseling, biochemical genetics, cytogenetics
and their phenotypic expression.

Thetraining %rogram should includeinstructionin related
basic sciences. These include: (1) endocrine physiology and
biochemistry, (2) embryology of endocrine and related
systems with emphasis on sexual differentiation, (3) genetics
including laboratory methods, cytogenetics and enzymology,
and (4) aspects of immunology pertinent to understanding
endocrine disease and the use of immunoassays. The training
program should include a meaningful exposure to endo-
crinological research and should identify 4 defined segment
of time during which the resident participates in such
scholarly activity.

RESEARCH

A critical aspect of the training program is its research
environment. There should be evidence of a commitment
to research and investigation in pediatric endocrinology and
an ongoing active research with investigation into clinical
and basic asgf cts of various endocrinologic problems bi; the

‘teaching staff. Within the institution, the resident should be
exposed to and take part in research programs which provide
an environment conducive to a questioning attitude, to
protocol devel?ment, and to critical analysis. Ideally, the
residents should help design, conduct, evaluate and prepare
for publication a clinical or laboratory research project in
the area of endocrinology. The completion of a research

roject during the training program is strongly encouraged.

he resident should be able to communicate Kis knowledge
to others both orally and in written form, conduct lectures,
seminars and clinical conferences and prepare a written
report of his/her research activities either for faculty review
or publication.

STAFF

The director of the program should be certified bgo;he
Sub-Board of Pediatric Endocrinology of the American Board
of Pediatrics, or must possess acceptable equivalent
credentials. He/she must have demonstrated competence

as a teacher and researcher, and should have adequate
administrative experience to direct the program.

Appropriate consultant faculty should be available to
provicre the trainee with a defined educational experience
in related disciplines, including: surgery, obstetrics/
gynecology, internal medicine, psychiatry, neurology,
radiology, nuclear medicine, genetics and pathology.

Supervision of residents must be provided by members
of the teaching staff who are interested in teaching as well
as in the care of patients and who can dévote adequate time
to both of these endeavors. The supervising faculty should
include individuals who are active and competent in
endocrinological research.

PATIENT POPULATION AND FACILITIES

Adequate numbers of children and adolescents with
endocrine disorders, growth disturbances and related
metabolic disorders should be available. Patients with
diabetes mellitus should be a part of the patient population.
It is particularly important that the resident have continuing
responsibility for care of patients with diabetes and other
chronic endocrine disorders. Clinic should meet at least once
weekly.

Facilities should include: 1) space in an ambulatory setting
for optimal evaluation and care of patients, 2) an inpatient
area with full array of pediatric and related services staffed
by pediatric residents and faculty. Full support services must
include radiology, laboratory, nuclear medicine and
pathology. Anadequate library with appropriate periodicals
and texts must be available.

EVALUATION ’

The program must have an on-going functional assessment

of the following components of the educational program:
- —resident performance

—faculty performance

—patient care

—program objectives .

Well defined mechanisms for evaluation of these
components must be developed as well as a methodology
for utilizing the feedback for improvement of the program.
CONCLUSIONS

The provisions of the General Requirements must also
be met for accreditation. Individuals who plan to seek
certification by the American Board of Pediatrics, Sub-Board
of Pediatric Endocrinology, should communicate with the
Secretary of the American Board of Pediatrics regarding the
requirements for certification.

One measure of the quality of a program is the perform-
ance of its graduates on the examinations of the Sub-Board
of Pediatric Endocrinology of the American Board of
Pediatrics. '

Effective: July 1983 ACGME: May 1983

Training Programs in
Pediatric Nephrology

INTRODUCTION '

The purpose of the training program is to provide the
residents with the background to diagnose and manage renal
diseases and to understand the physiology of fluid and
electrolyte regulation in man. The program should be
organized and conducted so as to assure an appropriate
environment for the well-being and care of the patients while
stressing the development of appropriate attitudes on the

-part of the residents.

Training programs in pediatric nephrology must exist in
conjunction with an accredited three-year pediatric residency
program. These postgraduate programs should not dilute
the experience with patients available to the core program;
rather, their presence should assure the availability of all
facilities and personnel necessary for the complete care of
the infant, child and adolescent. A thorough knowledge of
the growth and development of the normal child as well as
a broad understanding of all aspects of child care are
prerequisites for the proper management of individuals with
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renal and genito-urinary problems, hypertension and
disorders of body fluid physiology.

"DURATION OF TRAINING

Programs in pediatric nephrology must provide two years
of progressive educational experience and responsibility.
SCOPE OF TRAINING

The training program must be designed to develop the
physician’s competence in the clinical diagnosis, patho-
physiology and medical treatment of disorders of the kidneys,
urologic abnormalities, hypertension and disorders of body
fluid physiolol? in infants; children and adolescents.
Experience sha ge provided in the therapy of end-stage renal
disease, including dialysis and renal transFIantation. raining
in the selection, performance and eva
necessary for morphologic and physiological assessment of
renal disease must be included. The program must provide

“the opportunity for the residents to teach in a variety of
settings and to I!l)articipate in basic science, laboratory and
clinical research. Opportunity must also be provided for
residents to develop competence in counseling chronically
ill patients and their families.

he program should offer instruction through courses,
workshops, seminars or laboratory experience to provide
an appropriate backiground for residents in the basic and
fundamental disciplines related to the kidney, such as
embryology, physiology, pharmacology, pathology
immunopathology, genetics, biochemistry ancf parentera]
nutrition.
RESEARCH , .

A critical a§lpect of the training program is its research
environment. There should be evidence of a commitment
to research and investigation in pediatric nephrology and
an ongdoing active research with investigation into clinical
an%f basic aspects of various problems related by the teaching
statt. o

Within the institution, the resident should be exposed to

and take part in research programs which provide an

environment conducivetoa questionin? attitude, to protocol
development and to critical analysis. Ideally, the residents

should help design, conduct, evaluate and prepare for -

publication a clinical or laboratory research project in the
area of nephrology. The completion of a research pro{_ect
during the training program is strongly encouraged. The
resident should be able to communicate his knowledge to
others both orally and in written form, conduct lectures,
seminars and clinical conferences and prepare a written
report of his/her research activities either for faculty review
or publication.
STAFF :
The director of the program should be certified by the
Sub-Board of Pediatric Nephrology of the American Board
of Pediatrics, or must possess acceptable equivalent
credentials. He/she must have demonstrated competence
as a teacher and researcher, and should have adequate
administrative experience to direct the program. Appropriate
consultant faculty should be available to provide the trainee
with a defined educational experience in related disciplines,
including: urology, surgery, pathology, radiology, immun-
ology, infectious disease and organ transplantation.
upervision of residents must be provided by members
of the teaching staff who are interested in teaching as well
as in the care of patients and who can devote adequate time
to both of these endeavors. The supervising faculty should
include individuals competent in research in the area of
nephrologlg. .
PATIENT POPULATION AND FACILITIES
Adequate numbers of infants, children and adolescents
with renal disorders, urologic abnormalities, hypertension
and disorders of body fluid physiology should be available.
The facilities available must be sufficient to provide continuing
contact with patients in an inpatient and ambulatory setting.
Transplantation and dialysis are essential components of the
rogram. In addition, certain ancillary support services and
Faci ities must be available. These include urology, radiology,
pathology, nuclear medicine, laboratory, nutrition services,
nursing services, social services and individuals skilled in
dealing with the dying patient. Appropriate researchfacilities,

uation procedures .

Physical Medicine and Rehabilitation

which enable the resident to carry out scholarly activities,
are an important part of a program. An adequate library with
appropriate periodicals and texts must be available.
EVALUATION ’

The program must have an on-going functional assessment
of the following components of the educational program:

—resident performance

—faculty performance

—patient care

-——program objectives

Well defined mechanisms for evaluation of these
components must be developed as well as a methodology
for utilizing the feedback for improvement of the program.
CONCILUSIONS

The provisions of the General Requirements must also
be met for -accreditation. Individuals who plan to seek
certification bKJthe American Board of Pediatrics, Sub-Board
of Pediatric Nephrology, should communicate with the
Secretary of the American Board of Pediatrics regarding the
re%lirements for certification.

ne measure of the quality of a program is the perform-

ance of its graduates on the examinations of the Sub-Board
of Pediatric Nephrology of the American Board of Pediatrics.

Effective: July 1983 ACGME: May 1983

18. Special Requirements for Residency
Training in Physical Medicine and
Rehabilitation.

I. INTRODUCTION

1.1 Inaddition to the general requirements, an approved
residency in physical medicine and rehabilitation must
document that it provides an educational experience of such
quality and excellence as to assure that its graduates will
possess those competencies necessary to entry level
independent practice of this specialty. This will include a high
order of knowledge about the diaEnosis, etiology, treatment,
prevention, and rehabilitation of those neuromusculoskeletal,
cardiovascular, pulmonary, and other system disorders
common to this specialty in patients of both sexes and all
ages. The graduate should possess the attitudes and
psychomotor skills required to perform the general and
specific physiatric examination procedures and laboratory
procedures such as electromyography and nerve.conduction
studies; tomodify his/her history taking technique toinclude
data critical to the recognition of physical and psychosocial
impairments which may create functional disabilities; and
to be able to make sound clinicalcf‘udgments, design
rehabilitation strategies to minimize and prevent impairment
and maximize functional independence with return of his/
her patient to family and community. The graduate of an
approved program should be able to effectively orchestrate
a tearn of allied rehabilitation practitioners to the maximum
benefit of his/her patient by thorou%tlly understanding each
allied health profession’s role, by the graduate’s ability to
author adequately detailed prescriptions for physiatric
treatment and by acquiring the management and leadership
skills necessary to rehabilitation team leadership.
Additionally, the graduate should be aware of his/her own
strengths and limitations and the necessity for continued
professional development. He/she should possess the
necessary written and verbal communication skills essential
to the effective practice of physiatry.

1.2 The organization and philosophy of the residency
program should make the resident aware that there are no
short cuts to clinical competence and no substitutes for hard
individual study. The initiative and originality of all residents

~ should be stimulated, their independence of mind promoted,

and their critical appraisal of current literature encouraged.
II. DURATION OF TRAINING

2.1 A minimum of four years of graduate medical
education is necessar¥ to train a physician contemplating
specialization in this lield, three years of which must be
physical medicine and rehabiliation training. One year of the
total training should be in fundamental clinical skills, such
as internal medicine, family medicine, emergency medicine,
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neurology, cardiology, pediatrics, or a transitional year,
accomplished in an accredited program, within the first half
of the total training. '

2.2 Programs can choose either to provide three years
of physical medicine and rehabilitation training and appoint
residents at the PG-2 level and/or to provide four years of
training to include these fundamental clinical skills. '

2.3 A program of three years duration is responsible for
thee thirty-six months of physical medicine and rehabilitation
training and responsible for assuring that residents appointed
at the PG-2 level have achieved training in fundamental
clinical skills. A program of four years duration is responsible
for the quality of the integrated educational experience for
the entire four years, which includes training in fundamental
clinical skills.

Ill. ADMINISTRATION AND ORGANIZATION

3.1 Physical medicine and rehabilitation should be
organized as a major s¥ecialty operating as a service
department to the broad fields of medicine and surgery.

3.2 To provide complete training, it is necessary to ﬁave
beds assigned, preferably in one area and reasonably
geographically located to facilitate the physical medicine and

rehabilitation mission and training. A minimum of eight beds -

should be available for each resident assigned to an inpatient
service.

3.3 The Program Director. Because the Residency
Review Committee believes that the quality of the
educational program is of foremost importance, the program
director must have the professional ability, enthusiasm and
sense of responsibility for this prioritization. The director
should have the authority and time needed to fulfill
administrative and teaching responsibilities in order to
achieve the educational goals of the program and to
participate with other institutional program directors in
maintaining the quality of all programs. Many program
directors have found that a full-time program director is
desirable. If the program director is not full-time, then he/she
should have adequate time available without other conflicting
responsibilities. To maintain program continuity he/she
should be assigned over a period of years to the program
directorship. Changes of program director must be reported
immediatef> to the Residency Review Committee for review
of approvalystatus. The program director must be qualified
as a teacher, clinician and administrator, and be certified by
the American Board of Physical Medicine and Rehabilitation
or possess suitable equivalent qualifications. He/she should
possess broad experience in teaching residents and have a
sufficient level of clinical experience and competence in
management skills.

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

rotation evaluation which is regularly reviewed by the
program director.

3.5 Allied medical professional staff in the disciplines of
nursing, occupational therapy, orthotics and prosthetics
physical therapy, psychology, rehabilitation nursing, socia
work, speech-languagepathology, audiology, and vocational
counseling, who are competent in their fields and profes-
sionally certified by their respective professional organizations
and who are willing and capable of contributing to the
resident’s education, should be integrated into both the
didactic and clinical experience of the resident whenever
relevant. There should be evidence of coordination of the
teaching roles of theallied health practitioners, and they too
should be afforded regular opportunity for improving their
educational skills. :

3.6 There must be adequate equipment and space
available to carry out a comprehensive training program in

hysical medicine and rehabilitation. Residents should gain
Elmiliarity with the safety, calibration and maintenance as
well as the clinical use of medical equipment common to the
varioustherapy areas and laboratories, including diathermies,
ultrasound, radiated heat devices, ultraviolet and various
other thermotherapy and hyrdotherapy devices, exercise
equipment, canes, crutches, walkers and other ambulatory
aids, wheelchairsand special devices for the impaired driver,
electrodiagnostic and EMG equipment, cystometric
equipment and urodynamic laboratory instruments, simple
splinting aﬁ)paratus, and audiometric devices. e
occupational therapy area must be adequately ecluipped to

ive the residents experience in activities of daily living, and
the evaluation of and training in devices to improve skills in
activities of daily living. Psychometric and vocational and
social evaluation facilities and test instruments must be
adequate to expose the resident to the broad spectrum of
their prescription and their use and interpretation in the
common practice of rehabilitation medicine. :

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

3.8 Relationships with community rehabilitation service
facilities are encouraged to expose the resident to nursing
homes, sheltered workshops, schools for the multiply
handicapped, deaf and blind, and independent living facilities
for the severely physically impaired individual.

The sponsoring institution should provide adequate

. availability of a professional library with suitable basic

textbooks and jl_?urnals pertinent to general medicine and
surgery and the specialty of physical medicine and
rehabilitation. Loan capabilities with other main or lending
libraries should be available. The library should be reasonably
available durincrhxl evening hours and weekends. Some scholarly
experience which demands the use of library reference
facilities should be a part of the residency program.

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

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

3.12 Adequate space must be available which is
designated for seminars, lectures, and other teaching
experiences to include team conferences and specialt care

<clinics such as orthotics, prosthetics, children’s handicaps

and the like.
IV. EDUCATIONAL PROGRAMS

4.1 General. The clinical care of patients is the heart of
an adequate program, since the chief objective of residency
education is the development of a high order of clinical
competence in its graduates. The attainment of this chief
objective must not be attenuated by participation of the

resident in other activities. At the same time, formal
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education should have a high priority. Residents should obtain
adequate and supervised experience in administration, ward
management and teaching. Residents should have the
opportunity to participatein structured, supervisedresearch
training. A program director may elect to offer a special
research or academic track for selected residents. This may

. take the form of an elective or research rotation within the
framework of the existing educational requirements. This
inclusion of structured research training is not to compromise
the attainment of clinical competence.

4.2 Didactic instruction must be well organized
thoughtfully integrated, based on sound educational

rinciples, and carried out on a regularly scheduled basis.
n a progressive fashion it should expose residents to topics
appropriate to their level of training. Systematically organized
formal instruction (prepared lectures, seminars, assigned
reading, etc.) must be an essential part of the residency. Staff
meetings, clinical case conferences, journal clubs and lectures
by visitors are desirable adjuncts but must not be used as
substitutes for an organized didactic curriculum.

4.3 The curriculum must include adequate and
systematic training in such basic sciences relevant to physical
medicine and rehabilitation as anatomy, physiology,
pathology and pathophysiology of the neuromusculoskeletal,
cardiovascular and pulmonary systems, kinesiology,
functional anatom]y ph%sics, electronicsandinstrumentation
related to the field, physiologic responses to the various
physical modalities and therapeutic exercise, and the
procedures commonly employed by physiatry. This training
should be correlated with clinical training but should, when
appropriate, include the teaching services of basic scientists.
An accessible anatomy laboratory for dissection and anatomy
review is highly desirable.

4.4 Number of residents. In order to insure the
stimulating educational atmosphere that a good peer group
provides, a minimum number of residents should Ee enrolled
in a program at all times. It is impossible to exactly define
how many-residents are necessary to this “critical mass”
needed to maintain vitality of a program; however, all

rograms should have trainees in each year of training.

ailure to recruit any new trainees for two consecutive years
will. result in Residency Review Committee review and
possible negative action. -

4.5 The clinical portion of the curriculum must include
‘asufficient variety, depth, and volume of clinical experiences.

4.6 The training program must include a significant
amount of time spent in responsibility for the direct clinical
care of hospitalized patients as well as outpatients. Residents
should devote at least one-third of their residency experience

to work with hospitalized patients. It is undesirable for a

program to devote more than two-thirds of a resident’s time
to the care of hospitalized patients.

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

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

4.9 The clinical curriculum must be planned to develop
measurable competencies in: d) history and physical
examination pertinent to physical medicine and rehabilifation;
b) assessment of neurological, musculoskeletal and
cardiovascular-pulmonary systems to include evaluation of
sensation, reflexes, muscle strength, muscle endurance, joint
‘range of motion, functional capacities, gait analysis, mental
status examination, peripheral vascular status, and heart and
lung status; c) data gathering and interpreting of psychosocial
and vocational factors; d) techniques for electromyography
and nerve conduction studies; e} prescriptions of orthotics,
prosthetics, wheelchairs and ambulatory devices as well as
special beds and pads; f) prescriptions and supervision of

Plastic Surgery

therapeutic modalities and therapeutic exercise, occupational
therapy modalities and testing, and pertinent psychosocial,
vocational and speech pathology instruments, as well as the
interpretation of those instruments; g} evaluation of
cardiopulmonary systems as related to the physiatric
responsibilities for cardiopulmonary rehabilitation; h)
arthrocentesis and synovial fluid analysis; i) analysis of growth
and development pertinent to the rehabilitation of children;
j) collaboration with other medical professionals and members
of the allied health team—the resident must learn
management techniques consistent with his/her team
leadership role.

4.10 The resident must have the opportunity to learn
to diagnose, assess and manage the conditions commonly
encountered by the physiatrist in order to provide for the
rehabilitation of at least the following: a) acute musculo-
skeletal pain syndromes; b) chronic pain management; c)
radicular pain syndromes; d) congenital or acquired
myopathies, neuropathies, motor neuron and motor system
diseases, and trauma; e} hereditary developmental and

aacquired centralnervous system disordersincluding cerebral

palsy, stroke, myelomeningocele, multiple sclerosis; f) spinal
cord trauma and diseases including management of
neurogenic bladder and bowel and decubitus ulcer prevention
and treatment; g) amputations in patients of all ages; h) sexual
disturbance peculiar to the physically impaired; i) post-
fracture care; j) pulmonary and cardiac disorders commonly
seen by physiatrists; k) diseases, impairments and functional
limitations common to the geriatric population; l) rheumato-
logic disorders treated by the physiatrist; m) usual medical
conditions or complications seen in the rehabilitation patient.
4.11 Theresident should have a demonstrable, organized
formal system for his/her evaluation, with periodic review
by faculty members, in-service examination, post-rotation
evaluation, and external examinations such as those provided
by the American Academy of Physical Medicine and
Rehabilitation, and be provided with regular, formal
counseling sessions and access to his/her evaluation folder.
His/her rights must be protected by due process procedures.
The resident should be aware of his/ her and the institution’s
other programs or institutions; b) the resident’s responsi-
bilities; c) stipend and/or compensation; d) vacation,
professional leave and sick leave; e) practice privileges and
other activities outside the educational program; f)
malpractice coverage and other insurance benefits; g)
individual educational plans tailored to meét a resident’s
personal needs or career plans; h) guarantee of due process.
4.12 One measure of the quality of a program may be
the performance of its residents on the examination of the
American Board of Physical Medicine and Rehabilitation.
V. All'provisions of the General Requirements must also be
met for approval. Residents who plan to seek certification
by the American Board of Physical Medicine and Rehabili-
tation should communicate with the Secretary of the Board
through their program director to be certain regarding
qualification for admission to the certifying examination.

Effective: July 1985 ACGME: Np_uembgr 1984

19. Special Requirements for Residency
Training in Plastic Surgery

PURPOSE: The fundamental purpose of a residency
training program in plastic surgery is to educate and train
surgeons broadly in the art and science of plastic and
reconstructive surgery. As plastic surgery is not an exact
science, a variety of educational plans will produce the
desired result. However, the following requirements must

be met or exceeded in all accredited training programs.
OBJECTIVE: The objective of a residency training
program in plastic surgery is the development of a broadly
competent and responsible plastic surgeon with high moral
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and ethical character, capable of functioning as an
independent surgeon.
I. DURATION OF TRAINING _

A. The requirement for residency training for plastic
surgery is a minimurm of two years, one of which shall be of
senjor responsibility. ' .

B. Accreditation by the Residency Review Committee
and Accreditation Council for Graduate Medical Education
is required for all years of the training program.

C. If a plastic surgery residency is accredited as a three
year program (rather than two), the resident must complete
all three years of training in that program.

II. PREREQUISITE GRADUATE EDUCATION
A. A minimum of three years of clinial training with

progressive responsibility in an ACGME accredited general

surgery program, or its equivalent, must be satisfactorily
completed prior to entering a plastic surgery residency
training program.

B. Satisfactory completion of an accredited residency in
otolaryngology or orthopedic surgery will also qualify a
candidate to enter a plastic surgery residency.

C. The program director is responsible for having
documentation on file of the satisfactory completion of
prerequisite training.

Ill. FACULTY AND STAFF

A. The program director shall be certified by the -

American Board of Plastic Surgery or possess suitable
equivalent qualifications and be acompetent teacher, clinician
and administrator, as determined by the Residency Review
Committee. '

B. The faculty and attending staff should possess
qualifications that contribute to the training program,
including high moral and ethical standards.

C. There must be sufficient staff available to supervise
and instruct residents at all times. The teaching staft should
demonstrate an appropriate commitment intime and energy
to fulfill the teaching assignments. The teaching staff should
participate in appropriate professional societies, pursue their
own continuing education and demonstrate an active interest
in related research.

IV. CLINICAL EXPERIENCE OF PLASTIC SURGICAL
TRAINING '

A. Training in the specialty of plastic surgery deals with
the repair, replacement and reconstruction of defects of form
and function of the integument and its underlying muscu-
Iskeletal system, withemphasisonthecraniofacialstructures,
the oropﬁarynx, the hand, the breast, and the external
genitalia. It includes aesthetic surgery of structure with
undesirable form. Special knowledge and skill in the design
and transfer of flaps, in the transplantation of tissues, and in
the replantation of structures are vital to these ends, as is
skillin excisional surgery, inmanagement of complex wounds,
and in the use of alloplastic materials. Knowledge of surgical
- design, surgical diagnosis, surgical and artistic anatomy,
surgical physiology and pharmacology, surgical pathologyand
bacteriology, biochemanics, embryology, and surgical
instrumentation are fundamental to this specialty. The
judgment and technical capability for achieving satistactory
surgical results are maridatory qualities for the plastic surgeon.
. B. Training must include clinical experience in the
management of congenital and acquired defects of the face,
neck, trunk and extremities. .

C. Theprogramshouldprovidefor trainingin the followin
specific areas:

1. congenital defects of the head and neck, including
clefts of the lip and palate,

2. neoplasms of the head and neck, including training

" in appropriate endoscopf/ and a working knowledge

of adjunctive oncological therapy,

3. facial trauma, including fractures,

4. aesthetic surgery of the head and neck, trunk and
extremities,

plastic surgery of the breast,
plastic surgery of the hand/upper extremities,
plastic surgery of the lower extremities,

plastic surgery of the congenitaland acquired defects
of the trunk and genitalia,

9. burn-management, acute and reconstructive,
10. plastic microsurgery,
_11. reconstruction by flaps and grafts,

12. plasticsurgery of benign and malignant lesions of the
skin and soft tissues.

D. Active resident participation in outpatient services is
an essential component of any program. This opportunity
should include diagnostic, operative and follow-up experi-
ences in a clinic or private office setting.

E. The scope of education and the training in the above
areas shall include management of shock, bloodq replacement,
fluid and electrolyte balance, wound healing, pharma-
cology, anesthesia, chemotherapy, immunotherapy, histo-
pathology, anatory, and rehabilitation.

Resident experience in patient management should
demonstrate graduated and progressive responsibility.

G. Residentexperienceinaspecificareamaybe provided
or enhanced by a rotation through another service or
institution. It is the responsibility of the program director to
seethatthe educational environment, thevolume andvariety
of patient population and the concept of progressive surgical
responsibility is scrupulously followed in such rotations,
consistent with the educational requirement standards of the
parentserviceandinstitution. (Regardingthedurationofsuch
rotations, see “H” below.)

H. Any rotation(s) outside the accredited program total-
ing more t¥|an three months of the accredited duration of the
training period require(s) prior approval by the Residency
Review Committee. _

V. DIDACTIC PROGRAM ‘

The scope of plastic surgery is sufficiently broad thata well
organized, comprehensive and effective educational
curriculumis necessary toinsurethatallresidents experience
training in all the various areas of the specialty, including
pertinent related basic science applications. The curriculum
content should reflect careful planning with evidence that the
cyclical presentation of core specialty knowledge is being
supplemented by the addition of currentinformation, including
basic science material as related to plastic surgery.

A. Conferences should be held to allow discussion of
topics selected to broaden knowledge in the wide field of
plastic surgery and to evaluate current information.

B. Conferences should embrace the scope of plastic
surgery training as outlined in sections IV-C and E.

. Teaching conferences must include basic science
subjects, such as anatomy, physiology, pathology, embry-
ology, radiation biology, genetics, mircobiology and pharma-
cology as related to clinical plastic surgery.

D. There should be regular, documented attendance of
conferences by residents and staff.

E. Periodic review of the morbidity and mortality
experiences of the service should be documented.

VI. RESEARCH

Reasonable facilities for clinical and/or laboratory
research by the residents should be provided. Reports of
research should be encouraged.

VII. EVALUATION OF EDUCATIONAL PROGRAMS

~A. Theknowledge andprogressofeachresident, including
personality characteristics and ethics, shall be evaluated b
the program director in consultation with the teaching stag
in a semi-annual written review.

B. The evaluation shall document deficiencies to be
corrected prior to completion of the residency program.

C. The evaluations shall be communicated to the individ-
ual resident in a conference with the program director, witha
discussion of remedial steps, if any. The review and comments
shall be signed by the resident and program director and

PN
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maintained on file by the program director for at least five
years.

D. The thoroughness of the individual resident’s
evaluations and the performance of the residents on the
American Board of Plastic Surgery Certifying Examination
areamongthefactors that may be considered by the Residency

y the residency
program.

E. There must be a clearly stated basis for annual
advancement of a resident and written procedures for redress
of grievances and for due process.

- FE There should be provisions for annual in-service
evaluation of the program. : '

VIII. COMPLIANCE WITH ESSENTIALS OF ACCRED-
ITED RESIDENCIES

A. Theprogramdirectorisresponsibleforfamiliaritywith
the current general Essentials of Accredited Residencies,
adopted by the ACGME. :

B. The requirements of the current general Essentials of
Accredited Residencies must be met for approval of a
program. . -

. The program director must notify the Secretary of
the RRC of any change which might substantially alter the
educational experience. Examples of such changes are:

1. Change of program director.

2. Major changes in institutional affiliation.

3. Any increase in the number of residents at any level

of training must receive prior approval of the RRC.
IX.. BOARD CERTIFICATION
Residents who plan to seek certification by the American

. Board of Plastic Surgery should communicate with the

Secretary of the Board to obtain the current information
regarding certification.

Effective: July 1985 ACGME: Sept. 1984

20. Special Requirements for Residency
Training in Preventive Medicine
Special Requirements Common to Residency Training in All
Fields of Preventive Medicine '

Preventive medicine is a specialty of medical practice, the
primary foci of which are a) health and disease as they occur
in communities and in defined population groups, and b) the
promotion of practices with respect to the community and
the individual that will advance health by the prevention of

. disease and injury, make possible early diagnosis and

treatment, and foster rehabilitation of persons with

disabilities. :

Preventive medicine has a common group of basic
components, whatever the specific field of practice. These
components are listed below. It is obvious that a given
component may be of major importance in some fields of
practice and of relatively minor importance in others, but
all are represented in some measure in.each field.

1. Biostatistical principles and methodology;

. Epidemiological principles and methodology;

. Planning, administration, and evaluation of healthand

medical programs; o

Environmental hazards to health and principles of their

recognition and control; -

Social, cultural, and behavioral factors in medicine;

. Applications of primary, secondary, and tertiary
preventive principles and measures in medical and
administrative practice.

To acquire the knowledge and skills necessary to achieve
these objectives, graduate education in preventive medicine
shallinclude three phases, academic, clinical and practicum.
Each of these shall be no less than one year in duration,
except for the academic phase as described below. A
program director should counsel residents in the selection
of assignments, services, or elective courses which will help

o A N

Preventive Medicine

provide the skills and knowledge needed in their subsequent
practice of the elected field of preventive medicine.

The required phases are as follows:

1. Clinical Phase .

A graduate year of clinical training and experience in direct
patient care.

This year should provide broad experience in direct
patient care, includin% ambulatory and inpatient hospital
experience, and must be completed prior to the start oF the
practicum phase. These requirements can be met by a year
in an accredited program in one of the recognized direct
Batient care specialties or through a clinical year sponsored

- by the preventive medicine program itself. If a preventive

medicine clinical year is offered, it must provide adequately
su])ervised experience in direct patient care, and must include
at least three months of service in internal medicine and three
months of inpatient hospital service in a hospital accredited
by the JCAH. These minimum elements of three months
duration may be concurrent. An accredited transitional year
program will satisfy this requirement, or equivalent training
as described under the Special Requirements for Public
Health and General Preventive Medicine and Occupational
Medicine. Such training should be specifically approved by
the Residency Review Committee.

2. Academic Phase

Successful completion of a course of academic study
leading to the degree of Master of Public Health or of a post-
baccalaureate curriculum of equivalent extent, depth, content
and rigor. ‘

The course of study requires a minimum of one full
academic year or its equivalent as determined by the
Residency Review Committee. lts content shall in all cases
include biostatistics, epidemiology, health service
administration and environmental healstllz\. The director of
each residency program should counsel each resident about
the desirability of additional subjects, including behavioral
sciences, that are important to the particular field of
preventive medicine ¢ontemplated. The academic
requirements may be met before or after graduation from
medical school.- a '

3.Practicum Phase .

A vear of continued learning and supervised application
of the knowledge, skills and attitudes for preventive medicine
in the field of special study.

The practicum phase shall be a minimum of 12 months
full-time or its part-time equivalent as determined by the
Residency Review Committee. It shall offer both clinical and
didactic components. It should be provided in a setting in
which there is a well organized program aYpro riate to the
special field of preventive medicine contemplated. The clinical
component ot the practicum phase shall provide for the
supervised application of the knowledge, skills and attitudes
of preventive medicine gained in the academic phase and
in the didactic component of the practicum phase.

More than one of the required phases may be offered
concurrently provided that the total length of such concurrent
training is not less than the sum of time required for the
individual phases included.

The Residency Review Committee will accredit programs
which include all three of the phases listed above, or
programs which provide only the academic and practicum
phases. Programs which offer only the academic and
practicum phases are to accept into such programs only
individuals who have already completed training in an
acceﬁtable clinical phase.

The entire residency program shall be under the
supervision of a director who is certified by the American
Board of Preventive Medicine in the aj gropriate field of
Ereventive medicine, and who is judged by the Residency

eview Committee to be suitably qualified on the basis
of knowledge and experience. In exceptional circumstances,
an individual who is not certified in preventive medicine, but
is judged by the Residency Review Committee to possess
suitable equivalent qualifications, may serve as program
director. The program director must devote adequate time
and professional commitment to the program to insure its
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educational quality. There must, at all times, be continuity
and direction in the education and supervision of residents.

The program director must have and maintain
documentation of institutional and interinstitutional
agreements and of resident agreements and evaluations,
including periodic assessments of resident performance. A
file shoulg be maintained for review of documentation of
periodic internal assessment of the program by the program
director and faculty, by the Residency Advisory Committee,
by residents in training, in addition to recent graduates, and
through the use of other techniques found suitable for each
residency program. A variety of acceptable techniques for
,Berformance assessment may be utilized.. A record should

e maintained of the instruments or processes used for
assessment. The results should be discussed with the
residents and then kept in a file accessible to the residents
and available for review by the accrediting authority.

The program director must notify the Secretary of the
Residency Review Committee of any change in program,
staffing, affiliations or facilities which might significantly alter
the educational experierice.

In addition to the program director, there should be

" sufficient faculty with suitable qualifications, with adequate
time commitment and with sufficient coverage of required
disciplines. The program director’s contribution shall be
supplemented by an adequate commitment of additional
faculty proportionate to the requirements for the educational
needs of the residents in the various disciplines involved in
the field of study.

It is essentiaYthat the program director and key faculty
members have a real interest in teaching and that they be
willing and able to give the necessary time and effort to the
educational program. They are to be engaged in scholarly
activities sucﬁ as participation in the activities of appropriate
scientific societies, in the continuation of their own education,
and in the presentation and publication of their scientific
work. They must maintain an active interest in research as
it pertains to their specialty. .

There shall be a Residency Advisory Committee
composed of selected individual consultants from both
academic and practice areas who are acknowledged to be
expert in the field of study. The program director and key
faculty shall be ex-officio members.

The Advisory Committee shall concern itself with the

development, content, conduct, effectiveness and.

improvement of the training program. Additionally, it shall
concern itself with the instructional techniques used and with

the periodic evaluation of all phases of the program, including '

faculty and resident performance. The Advisory Committee
should also review the credentials of individuals in affiliated
programs who supervise and teach residents to assure that
they are professionally qualified to perform these roles. The
Advisory Committee should report periodically, at least
annually, to the head of the sponsoring institution. It shall
meet with the frequency required to discharge these
responsibilities, but not less ﬂ\an semi-annua]l?/. Formal
minutes of the Advisory Committee meetings should be kept.
Individual phases or parts of the training program to be
accredited by the Residency Review Committee for
Preventive Medicine may be offered at institutions affiliated
with the sponsoring institutions. In such cases, there should
be an affiliation agreement setting forth the experience and
training to be provided, the plan of supervision of the
residents and the reports to be provided. In such affiliations
residents shall be under the direct supervision of an individual
felt to be suitably qualified in the specialty area or in a related
specialty. A tatﬂe of organization of the agencies or
institutions involved, with delineation of the responsibility
and authority delegated to the trainees, will be available.

The sponsoring institution and affiliated institutions should
cooperate in program development and promotion. An
efficient system of records and well established procedures
for the maintenance of registers and preparation of reports
must be maintained. The facilities, including office and
laboratory space, should be adequate, and a basic collection
of reference texts and periodicals in preventive medicine and

is available outside the agency. The program budget should
public health should be maintained even if a complete library
provide for transportation expenses of the resident if the
training program involves travel. Support services, including
secretarial, should be provided.

In evaluating these training programs, the Residency
Review Committee may also consider the performance of
graduates in the examinations of the American Board of
Preventive Medicine.

Training Programs in Pablic Health
and General Preventive Medicine

Public health and general preventive medicine is the
specialty of preventive medicine which deals with health
promotion and disease prevention in communities and in
defined populations. Practitioners in this field are found in
official and voluntary health agencies, academic and health
care institutions, group practice settings, and health service
research organizations. Some of these specialists practice
clinical and therapeutic preventive medicine for individual
patients, many deal with public health practice and the health
affairs of communities of people, and with disease
ghaﬁacteristics of groups of patients, and some practice in

oth.

1. Clinical Phase :

Most commonly this phase is a year in an accredited -

residency in internal medicine, family practice, pediatrics,
or obstetrics and gynecology. An accredited transitional year
program will also satisfy tKis requirement. In exceptional
circumstances, supervised clinical experience outside an
accredited residency program may satisfy this requirement.
It shall be the responsibility of the program director to assure
that such special clinical experiences are reasonably
comparable to one year of training in an accredited program
and that an adequate clinical base for further training in
preventive medicine has been established. Such training
should be specifically evaluated and prospectively approved
by the Residency Review Committee.

If the resident has already chosen an area of special
emphasis (health promotion, disease control or health
administration), the clinical phase should be designed to
strengthen skills in that area. ' -

2. AcademicPhase ‘ :

The course work required by an academic unit to receive
the Master’s degree, or its equivalent, must include courses
in biostatistics, epidemio]ogy, health service administration
and environmental health.?? Residency program directors
should counsel residents and school authorities on course
work that should be taken in the elective options of the
student. These should be chosen according to the special
emphasis and interest of the student, and the Special
Requirements of the Residency Review Committee.

3. Practicum Phase

This phase shall be a minimum of twelve months and shall
include public health and/or preventive medicine practice
and didactic components. The facilities in which this training
is provided need not conform to a rigid pattern. The
sponsoring agencies may be educationalinstitutions, research
centers or operating health agencies. In addition to the
primary agency, field training may also be given in affiliated
organizations which are chosen to meet a particular need
of aresident. The resources and structure of such an affiliated
agency should be well established and should serve a
pogulation or provide research and educational programs
su icientlg comprehensive to assure appropriate experience
in public health and/or general preventive medicine. The
competence and interest of the professional and supervisory
staff in residency training should be assured to the satisfaction
of the Residency Review Committee: :

If the primary sponsor is an educational or research
institution, it should be responsible for teaching residents
and should have resources for developing graduate programs

2]t is the resident’s responsibility to assure that the program meets the

requirements of the American Board of Preventive Medicine.
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in preventive medicine. The research program should include
studies that offer each resident an opportunity to participate
in the data gathering and analysis procedures. To insure
experience in an operating health agency, affiliation should
be negotiated with a health department or other active health
service agency and that affiliation should be documented
by a written agreement.

If the primary sponsor is a health agency, it should offer
a comprehensive experience in community health. Its
program may include communicable and chronic disease
control, medical care administration, health protection and
promotion, maternal and child health, environmental health
and sanitation, and mental health. To insure an appropriate
didactic component, affiliation should be negotiated with a
medical school or school of public health and that relationship
documented in a written agreement. ‘

Because the practitioner of public health and preventive
medicine will need management skills, the program should
include experience in budgeting, fiscal control, personnel
practice, and administrative techniques, including exposure
to automated record keeping and computer applications to
health. Special attention should also be given to the political
process and governmental structure. Observation or

articipation inlegislative and regulatory procedures should
e planned if possible.

n summary, the purpose of the practicum year is to give
the resident experience in practicing public health and general
preventive medicine in well established programs under the
guidance of skilled practitioners. The scope of that
experience must be broad enough to assure an appreciation
for and ability to cope with a range of preventive medical

roblems. Additionally, the training must provide opportunity
or concentrated experience in an area of the resident’s
special emphasis. ' :

Training Programs in
Occupational Medicine

Occupational medicine is a specialty of preventive
medicine that focuses on the effle)cts o?’ an individual’s
occupation on his or her health. The populations served are
those whose working environment contains any element that
can adversely affect the individual’s health. The principal
concerns of occupational medicine are:

1) The Worker: Physical and emotional capabilities are
assessed to assure that he or she can safely perform
assigned duties. Periodic examinations throughout the
worker’s employment life measure changes in health
status for the purposes of preventing diseases and
disability, and of promoting health.

The Work Environment: This is examined for unsafe
or potentially hazardous substances, physical
conditions or work practices. :

‘Chemical, Physical or Biological Agents in the Work
Place: These must be understood and recognized.
Advice and information must be communicated to the
employer so that actions necessary to protect the
workers can be accomplished, and to the employee
f]o t??]t he/she may take actions to protect his/her own

ealth. '

1. Clinical Phase

In the event this year is not taken as a part of an accredited
clinical residency, it shall be the responsibility of the program
director to assure that such special clinical experiences are
reasonably comparable to one year of training in an
accredited program and that an adequate clinical base for
further trainingin ﬂreventive medicine has been established.
Such training should be specifically evaluated and
prospectively approved by the Residency Review Committee.

2. Academic Phase

2

-~

~—

3

Residency program directors should counsel residents and

school authorities on course work that should be taken
{toxicology and industrial hygiene, physical effects on humans
of temperature, pressure, noise and stress), as well as
suggested elective options of the student. These should be

Occupational Medicine

chosen according to the special emphasis interest of the
student and the Special Requirements of the Residency
Review Committee.

3. Practicum Phase

The practicum phase shall offer a balance of experience
and attitudes witﬁ the objectivity necessary to present
adequately the relevant scientific concerns, the concerns of
workers and their representatives, and the concerns of
employers. Residents shall be assigned significant
responsibilities in the course of this training.

In the practicum phase of training, there shall be didactic,
clinical and administrative components. There should also
be opportunities for the planned and supervised application
of the knowledge, skills, and attitudes of preventive and
occupational medicine gained in the other phases of the
training. )

At least four months of the practicum phase of training
shall be provided in a setting in which there is a well organized

rogram of industrial employee health services and industrial
ygiene. ' :

Didactic Component

The didactic component should include, but not be limited
to, each of the following:

1. Environmental Physiology—Responses of the body
to changes in temperature, barometric pressure,
noise, and other stresses related to the work
environment;

. Determination of the fitness and the appropriate
placement of workers or applicants for work;
Maintenance and improvement of the physical and
emotional health of workers;

. Life style risk factors in occupational and non-
occupational disease and injuries;
Toxicology—Basic principles, clinical management,
and the prevention of health problems associated with
agents in the work environment that are potentially
. hazardous;

6. Identification and assessment of potential
reproductive risks in the workplace with reference
to males and females, and their progeny;

7. Industrial Hygiene—The principles of the
identification, assessment, and eliminationor control
of potential hazards in the work environment;

8. Safety, including human factor considerations in
accident prevention, and the medical support of
accident investigation;

9. Interpretation of laboratory data from either biological
or environmental monitoring, and their application
to medical surveillance; and,

10. The effective management of occupational

medicine programs.

Clinical Component

The clinical component should include, but should not
be limited to, the following:

1. Diagnosis, prevention, and treatment of disorders
arising from a variety of work situations, from light
to heavy industry, in a supervised setting for the
comprehensive evaluation of patients and, if
appropriate, for their treatment; :

2. Evaluation of the fitness of individuals for placement
or continuation in a wide variety of jobs, demanding
aknowledge of physical and mental requirements for
the work involved and a familiarity with potential
hazards of the work environment.

Administrative Component :

The administrative component should include the
following: :

1. The planning, administration, and supervision of a
broad program for the protection of the health of
workers and others from any harmful effects due to

1 N OO
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an organization’s environment, operations, or
products; and, . :

2. Knowledge of and experience in the application of
legislative and regulatory requirements, including

workers’ compensation, pertinent to such a program.

Training Programs in
Aerospace Medicine .
Aerospace medicine is a specialty of preventive medicine
which focuses on the health of a population group defined

by the operating crews and passengers of air and space

vehicles, together with the support %ersonne] who are
required to operate them. Segments of this population often
work and live in remote, isolated, and sometimes closed
environments under conditions of pf'lysical and psychological
. stressrarely encountered in terrestrial life. Specialty training
for the physician in this field must, therefore, address the
diagnosis, prevention and treatment of disorders associated
with these unique environments and with the adaptive
systems designed to support life under such conditions.

In addition to the requirements common to all fields of
preventive medicine, the requirements for each phase of a
residency in aerospace medicine are as follows:

1. Clinical Phase

Training should emphasize neuropsychiatry, ophtha-
Imology, cardiopulmonary diagnosis and emergency
medicine. It is desirable that this year of clinical traininﬁ be
accomplished. in a hospital or medical complex in which

atients suffering from aerospace medical problems are
requently encountered. Graduated patient responsibility
should be assigned to residents. Such -training should be
specifically evaluated and prospectively approved by the

esidency Review Committee. Supplemental clinical training .

in the areas mentioned above should be provided during the
practicum year as describec below.

2. Academic Phase

Special academic requirements for aerospace medicine

are normally integrated into the curriculum leading to a post-.

baccalaureate degree. In addition to the common
requirements of these SpecialRequirements, course content
should emphasize environmental physiology and toxicology
with respect to the biological eftects of altered pressure,
temperature, atmospheric chemistry, and ionizing radiation.
Facilities should be available for laboratory or clinical
investigation of problems with direct application to the
specialty, and supervised participation by the resident in a
formal research project should be required. Because of
the paramount role of clinical care in an aerospace medical
practice, it is desirable that the academic faculty be either
integral to or formally affiliated with an accredited school of
medicine.

"~ 3. Practicum Phase ,

This year of supervised application should be
accomplished in an institutional setting where operational
aeromedical problems are routinely encountered and
aerospace life su%port systems are under active study and
development. Laboratory facilities should be equipped to
provide simulated environments in which the effects of and
adaptation to extreme conditions of temperature, barometric
pressure, acceleration, wei%‘ht]essness and psychological
stress can be studied. A flight training program should be
available both to familiarize the resident with basic
aeronautical skills and as a source of clinical material for the
supervised management of common clinical problems
encountered among flight personnel. ,

21. Special Requirements for Residency
Training in Psychiatry

1. INTRODUCTION??

An approved residency program in psychiatry must
demonstrate that it provides an educational experience of
such quality and excellence as to assure that its graduates
will possess sound clinical judgment and a-high order of
knowledge about the diagnosis, treatment, and prevention
of all psychiatric disorders and the common neurological

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

Only those programs are eligible for approval which:

1. provide (with rare exceptions) at least three years of
residency education and usually four years of
graduation education following receipt of the M.D.
degree (see regulations of the American Board of
Psychiatry and Neurology).?*

2. are conducted under the sponsorship of a hospital
which meets the General Requirements that appﬁ; to
residency programs in all specialties, as outlined inthe
Essentials of Accredited Residencies, and

3. meet all of the Special Requirements of Residency
Training in Psychiatry.

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

In general, there are two major entries into psychiatric
residency training. Residents may enter programs at the
second postgraduate year level, after a broad based clinical
year of accredited training in the United States or Canada
in programs such as internal medicine, family practice, or
pediatrics; or after an ACGME accredited transitional year
program; or after one year of an ACGME accredited
residency ina clinical specialty requiring comprehensive and
continuous patient care. Residents entering at the first
postgraduate year of training must spend a minimum of four
months in the specialty of internal medicine, family practice
or pediatrics. A rotation in neurology is particularly
encouraged at this stage of training.

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

1. learning to undertake the inital clinical and laboratory

studies of patients presenting with a broad range of
common medical and surgical disorders,

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

23This material constitutes the special requirements for training in
psychiatry and includes material formerlé published as a “Guide” for
residency programs in psychiatry. The “Guide” is no longer published
separately. The reader is also referred to the General Requirements for
Residency Training and to the publications of the Accreditation Council
for Graduate Medical Education which outline the composition and function
of all Residency Review Committees and which indicate the actions which
any Residency Review Committee may take, as well as the actions which
the Accreditation Council for Graduate Medical Education (ACGM!(E:) ma
take. The General Requirements and the other publications of the ACGM|
also indicate the appeals procedures, the types of programs and the

. relationships between the Residency Review Committee (RRC), its parent

organizations and the ACGME

equests to have a program accredited to train residents in psychiatry
(or related inquiries regarding residency programg should be addressed
to: Secretary, Residency Review Committee for Psychiatry, 535 North
Dearborn Street, Chicago, IL 60610. Allinquiries as to whether a physician
is qualified to be examined for certification in Ssychiatry should be addressed
to: Executive Secretary, American Board of Psychiatry and Neurology, One

American Plaza, Evanston, IL 60201.
24The regulations of the American Board of Psychiatry and Neurology,
referred to in (1) above state that two patterns of training are acce; tagﬁas:’
a. Prior to entering an approved psychiatry training program, a physician
must have comlgleted onvear of approved training after receiving
the degree of Doctor of Medicine. This year of clinical experience

- should emphasize internal medicine or pediatrics or family practice. -

b. A four-year training program in psychiatry would be acceptable with
the provision that at least four months be spent in an approved
proﬁram providing direct responsibility for the general medical care
of children and/or adults. ‘
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"~ 3. being especially conversant with medical disorders
displaying symptoms likely to be regarded as
psychiatric and with psychiatric disorders displaying
symptoms likely to be regarded as medical, and

4. being especially cognizant of the nature of the
(interactions between psychiatric treatments and
medical and surgical treatments.

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

An approved program must have an explicitly described
educational curriculum composed of (1) formal didactic
experiences such as regularly scheduled lectures, seminars,
clinical conferences and required reading assignments; (2)
clinical experiences in which the resident, under supervision,
receives progressively greater responsibility for patient care.
The clinical responsibility must never be greater than that
which is optimal for educational purposes. The educational
program must include systematic instruction and clinical
experience in all of the generally accepted diagnostic and
therapeutic procedures. All programs should state specifically
and clearly as. possible the objectives and criteria for

- successful completion of the program and these objectives

and criteria should be made available to residency applicants.
Both the didactic and clinical curriculum must provide a
thorough and well balanced presentation of the generally
accepted theories, schools of thought, and diagnostic or
therapeutic procedures in the field of psychiatry. Thoughtful
and informed appraisals of the major theories and viewpoints
in psychiatry, together with a thorough grounding in the
generally accepted facts, are fundamental to a sound
professional education. , o
- Although the RRC does not designate any specific number
of residents who can be in training in a given program, all
programs must maintain a “critical mass” of trainees sufficient
to promote an intellectually stimulating educational
atmosphere. An educationally sound minimal “critical mass”
of psychiatric residents is defined as at least two trainees
enrolled in each year of a program. Programs which fall below
this prescribed “critical mass” will be reviewed, and if this
deficiency is not corrected, the program will be subject to
negative action.

1. EDUCATIONAL PROGRAMS

- The chief objective of residency education is the
development of a high order of clinical competence in

- graduates. Carefully supervised clinical care of patients is

the core of an adequate program.

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

Clinical and didactic teaching must be of sufficient breadth
to insure that all residents become thoroughly acquainted
vﬁith the major methods of diagnosis and treatment of mental
illness. :

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

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

Psychiatry

psychiatry and its relation to the evolution of modern
medicine. :

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

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

2. The presentation and discussion of clinical case
material at conferences attended by faculty and fellow
residents. This training should include the ability to
formulate relevant theoretical and practical issues
involved in the discussion of the diagnosis and
management of the cases presented at such
conferences. :

3. The diagnosis and treatment of adults, adolescents
and children who haye psychiatric disorders.
Experience should also be provided in the diagnosis
and treatment of patients who have mental
retardation or other developmental disabilities.
Training in the diagnosis and treatment of children
should provide the resident with an understanding
of the biological, psychological, social, economic,
ethnic, and family factors that significantly influence
physical and psychological development in infancy,
childhood, and adolescence. '

4. Thediagnosisand treatment of neurological disorders
relevant to psychiatric practice. This must be sufficient
to enable a psychiatric resident to obtain a thorough
history regarding neurological disease, perform a
competent neurological examination, make a
differential neurological diagnosis, and, under
supervision, plan and carry out the treatment of the
common, clinically important neurological diseases.
This requires an adequate commitment of time
during which each resident obtains supervised clinical
experience in the diagnosis and treatment of
neurological patients. : :

5. The diagnosis and treatment of psychophysiologic

" disorders. _ :

6. Psychiatricconsultationor liaison psychiatryinvolving

patients on other medical and surgical services.

7. Hospital emergency service (or equivalent experience
in emergency care). A twenty-four hour emergency
service should be an integral part of the program.
Crisis intervention techniques, including the
evaluation and management ot suicidal patients, are
best taught under such circumstances. Where the
emergency service is part of a general hospital, it
broadens the clinical experience of the psychiatric
resident and offers a valuable opportunity for
collaboration and exchange of ideas with colleagues
in other specialties. '

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

9. Psychiatry and the law. This must involve didactic
instruction in the legal aspects of psychiatric practice
such as civil commitment, guardianship and
confidentiality. The opportunity should be provided
to participate in court evaluations under the
supervision of a psychiatrist.

10. The use of the generally accepted techniques for
diagnostic psychological assessment. In their clinical
work, residents must have experience with the more
common psychological test procedures in a sufficient
number of cases to give the resident an understanding
of the clinical usefulness of these procedures and the
correlation of psychological test findings with clinical
data, Under the guidance of a qualified clinical
psychologist, residents should have experience with
the interpretation of the psychological tests most
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11.

12.
13.

14.

15.

16.

17.

commonly used. Some of the experience which
residents have with psychological tests should be with
their own patients.

All of the major types of therapy. The therapeutic

techniques which sEou]d be taught include:

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

b. Family therapy :

c. Group therapy

d. Crisis intervention _

e. Pharmacological therapies, short-term and
long-term - :

f. Somatic therapies

g. Behavior therapy

h. Other techniques such as biofeedback and
hypnosis ‘
Instruction in medical ethics.

collaborate with psychologists, psychiatric nurses,
social workers and other professional and
paraprofessional mental health personnel in the
treatment of patients. -

The continuous care of patients. This should include
the care of a significant number of patients who are
seen regularly and frequently for an.extended period.
Of these patients who are in the resident’s continuous
care for an extended period of time, some must be

_ patients with-chronic psychotic conditions and some
must have nonpsychotic illnesses.

The resident must acquire competence in the
diagnosis, treatmert and management of patients
with alcoholism and drug abuse. These patients
represent a significant percentage of patients treated
on psychiatric inpatient units and in psychiatric
clinics. The effective diagnosis and management of
such patients must be learned by didactic lectures
as well as supervised experience in the clinical
treatment of such patients. This includes
detoxification and long term management in
inpatient and/or outpatient settings, and familiarity
with self-help groups.

Residents must learn about research methodology
and develop the ability to appraise critically
professional and scientific literature. Approved
programs must provide opportunities for actual

participation in clinical or basic research by residents.

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

"In addition to providing systematic instruction and
substantial experience in the topics and skills noted above,
an accredited residency must-also be characterized b

1.

An appropriate and progressive degree of cﬁnica]
responsibility for the care of patients. The clinical
services must be organized so that residents may have
major responsibility for the care of a significant
proportion of all patients assigned to them, and that
they have an appropriate amount of supervision by
the staff. The amount and type of responsibility for
patient care which a resident assumes must increase
as the resident advances in training.

An adequate variety of patients. Residents must have
major responsibility for the diagnosis and treatment
of a reasonable number of patients with the major

- categories of psychiatric illness and ample experience

in the diagnosis and mangement of the more common.

neurological disorders. They must have experience in
the care of both sexes, of patients of various ages from

Clinical experiences in which residents actively"

7.

- childhood to old age, and of patients from a variety
of ethnic, racial, social and economic backgrounds.

An appropriate amount and type of experience in the
treatment of inpatients. Residents should have
significant responsibility for the diagnosis and
treatment of psychiatric inpatients for a period of
approximately twelve, but no more than eighteen,
montbhs in a four year program. ' '
Optimal case load. The number of patients for which
a resident has primary responsibility at any one time
must be sufficiently small to permit the resident to
conduct a detailed study of each patient, provide each
patient with a;f)propriate treatment, and to have
sufficient time for other aspects of his educational
program. At the same time, the number must be
sufficiently large to provide a variety of clinical
experiences. i

Interdisciplinary conferences. The curriculum must
include a significant number of clinical conferences and
didactic seminars for residents in which psychiatric
faculty members collaborate with neurologists,
internists and colleagues from other medical specialties
and mental health disciplines.
Individual supervision. Clinical training must include
anadequate amount of regularly scheduled individual
supervision. As a general rule, each resident should
 have at least two hours of individual supervision weekly
in addition to teaching conferences and rounds.

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

lIl. DIRECTOR OF RESIDENCY PROGRAM AND
PARTICIPATING FACULTY

Each residency program must be under the direction of

a fully qualified psychiatrist whose major responsibi]i’gF is
to maintain an educational program of excellence. The
residency program director must be board certified or possess

‘equivalent qualifications, and must devote a sufficient number

of hours weekly to the educational program. The program
director should be responsible for maintaining:

1. A process for selecting as residents p

sicians who
are personally and professionally suited for training
in psychiatry. The program should document the
procedures used to select residents. Application
records should document information from medical
schools and graduate medical education programs. It
is recommended that each program have a residency
selection committee to advise the program director .
on selection of residents. Those residents selected at
the second postgraduate year or above must have
satisfied the training objectives cited above for that
level of training.

A documented procedure for checking the credentials
and past performance of residents transferring from
one program to another.

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

Regular and systematic evaluation of the progress of
each resident, including complete records of
evaluations containing explicit statements on the .
resident’s progress and his or her major strengths and
weaknesses. Each resident should maintain a record
of selected specific cases in a manner which does not
identify patients, but which illustrates his clinical
experience in the program. These records should be
reviewed periodically with the program director or a
designee. : .

" A program of regularly scheduled meetings with each
resident, of sufficient frequency, length and depth to
insure that the resident is continually aware of the
quality of his progress toward attainment of profes-
sional competence. These evaluation sessions should
be held at least semi-annually and preferably more
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frequently. They should give the resident opportunity

to assess the program and the faculty. Provision should
be made for remediation in cases of unsatisfactory
performance.

6. Procedures for helping the resident obtain arpro ]riate v
proolems.

help for significant personal or professiona

7. Procedures for the resolution of problems that occur
when a resident’s performance does not meet required
standards. These procedures should be fair to the
resident, the patient under his care, the training
program and the profession. A written grievance
procedure for residents and/or faculty should be
maintained. Criteria for terminating a resident whose
performance is unsatisfactory should be available to
all concerned. '

8. A written record of the educational responsibilities of
all staff and faculty members (whether full-time or part-
time) who participate directly in the education of
residents, including the qualifications and experience
of the faculty member, and the nature, frequency and
am?lunt of time involved in the teacf'xing activity of
each.

9. A system to monitor and document each resident’s
achievement of the educational goals as specified by
the program. .

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

There must be sufficient variety of qualified faculty
members to provide the residents with instruction and
su;fervision in the required types of therapy.

-In addition to qualified psychiatrists in appropriate

numbers, the faculty should also include representatives of

other mental health professions.

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

irector.

IV RESIDENTS

A strong sense of responsibility for patient care is essential
on the part of the resident staff. The attitudes required of a
psychiatrist are those expected of all physicians. These
atfitudes begin to be acquired in medical school and are
broadened in the special responsibilities of the medical
specialty training of the psychiatrist. Mastery of the
knowledge and skill objectives of the residency should be
accomplished by didactic instruction, scheduled teaching
rounds and conferences, assigned reading and progressive

" supervised responsibility for the clinical care of patients,
Achieving clinical competence demands long hours and
disciplined effort. Residency education in psychiatry is a
major commitment. The resident should not engage in
activities which interfere with optimal performance in the
residency. :

The ability to interview patients and other informants
adequately, record a history clearly and accurately, perform
a competent physical, neurological and mental status
examination and record the findings of these examinations
in a complete and systematic manner are essential to
adequate diagnosis and treatment. Generally speaking, the
T'xality of a residency program is reflected in the ability of

the resident to conceptualize illness (including mental

Child Psychiatry

disorder) in terms of biological, psychological and
sociocultural factors which determine normal and disordered
behavior in order to accomplish further data gathering,
differential diagnosis, formulation of a treatment plan,
implementation of treatment and follow-up. Clinical records
must include an adequate history, mental status, and physical
and neurological examinations recorded by residents, an
adequate treatment plan, regular and relevant progress notes,
adequate justification for diagnostic and therapeutic
procedures performed and a discharge summary.

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

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

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

V. CLINICAL AND EDUCATIONAL FACILITIES

AND RESOURCES .
Training programs must have available to them adequate

inpatient and outpatient facilities, clinics, agencies.and other

suitable placements where the residents can meet the

educational objectives of the program. The program should

- specify the facilities as well as the methods by which the

goals and objectives are to be implemented.

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

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

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

The sponsoring institution of an apﬁroved residency in

sychiatry must provide residents with ready access to a
ibrary that contains a substantijal number of current basic
textbooks in psychiatry, neurology and general medicine,
and a sufficient number of the major journals in psychiatry,
neurology and medicine, necessary for an educational
program of excellence. The library must have the capability
of obtaining textbooks and journals on loan from major
medical libraries, the capacity for Medline or other medical
information processing or access to a library which has the
capacity, and must be reasonably available to residents on
weekends and during evening hours.

Effective: July 1984 ACGME: May 1984

Training Programs in
Child Psychiatry

Essential elements for approved residency training in child
psychiatry are generically similar to those in general
Fsychiatry (see the Special Requirements of the Essentials-
or Residency Programs in Psychiatry). The training program
should offer a well-balanced patient load, adequate
supervision, and a formal educational experience to provide
a combination of training and practice which will be both
broad enough to insure familiarity with the variety of
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childhood disorders, and intensive enough to insure basic
treatment skills. Consultative experience is also essential.
Essential requirements for approved training for the career
child psychiatrist consist of a minimum of a two-year block
of time of training in general psychiatry together with two
years of specialized training in child psychiatry. This is in
addition to the categorical, categoricaf‘ or flexible first year
of post M.D. training. To achieve greater flexibility in the
sequence of training for the career child psychiatrist and to
assist in recruitment, the training experience for a career
child psychiatrist may be initiated in any of the three years
of general Fskchiatric residency training, provided that the
training is full-time?5, a block of time spent at any one time
is not less than six months, and that if a six-month block is
chosen it be followed at another time by not less than an
eighteen-month block of full-time trainingin child psychiatry.
Two separate twelve-month full-time blocks in child psychiatry
may also be chosen. Up to six months’ credit for residency
training in pediatrics which was at least a year in duration,
may count in place of any six-month period of child psychiatrF
training. In summary, in addition to the categorical,
categorical® or flexible first graduate year, a total of four years
of training, two years in general psychiatry and two years

in child psychiatry, must be taken. (Ordinarily, the exposure.

to child psychiatry given to most general psychiatry residents
as part of their basic psychiatry curriculum will not qualify

for this credit.) The entrﬁ point of child psychiatry training -

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

ch training pro?ram accredited for child psychiatry must

be an integral part of a general psychiatric residency program
accredited for three years of training, or must have a formal
educational affiliation with such a program. The written

agreement of such affiliation must be signed by the training

directors of both programs and a copy of it filed with the
Executive Director of the American Board of Psychiatry and
Neurology, Inc., and with the program file which will be
reviewed by the Residency Review Committee and the
Accreditation Council for Graduate Medical Education.
The program in child psychiatry must be under the
direction of a qualified child psychiatrist. It is desirable that
he or she be Board certified or its equivalent in child

psychiatry. Educational quality must have the highest priority
in the allotment of the residents’ time and energy. The clinical -

responsibilities of residents must not infringe unduly on
didactic educational activities. The program must exist for

the resident and not vice-versa. A formal curriculum must -

be outlined and available. It must include a program of
graduated learning and experience throughout the two years,
which is marked by graduated and increasing clinical

responsibility for the diagnosis and treatment of childrenand

their families. The training should take place in a child
psychiatric facility wherein a spectrum of supervised
experience is available with children from infancy through
adolescence. The program should provide an understandin
of normal behavior as well as the gamut of developmenta
sgchopathology.Biologica],socio-cu]tural,psycho ynamic,
ehavioral, and familial aspects of childhood and its problems
must be covered both in the clinical and the didactic
experience. Opportunities for the development of both
conceptual understanding and clinical skill in therapeutic
“interventions with children, adolescents, and families,
including psychotherapeutic and psychopharmacologic

treatment, must be available. An experience devoted to work -

with out-patients should include a significant amount of work
which involves active collaboration with other mental health
professionals. Direct experience with psychological
measurements is essentiaﬁ The development of skill in
working with severely disturbed children is also an essential
part of the training experience and is best achieved in an
in-patient or residential program. The case load for each
resident must be small enough to insure the intensive study
and understanding of patient management withina controlled

'25As in general psychiatry training, two years of half-time training is
equivalent to one year of full-time training.

milieu. Administrative experience in ward management
should be a part of this assignment, In some circumstances,
the same experience may be achieved in a day-treatment
setting with'an intensive milieu program. Work with severely
disturbed children should constitute a significant period of
time. .

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

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

Opportunities for teaching with community groups,
medical students, and nurses, and opportunities for learning
about research should also be available. : :

The program director is responsible for selecting residents,
planning their progress and maintaining records of these
evaluations. The program director must devote sufficient time
to his program responsibilities so that the program will meet
the stated requirements, He or she should provide residents
with an understanding of the goals of training and evaluation
Frocedures, as well as the responsibilities of the residents

or their own learning and their own clinical work. The
program director must also be responsible for the provision
of adequate space and equipment for educational activities,
e.g. audiovisual equipment, playroom materials and library
facilities which contain basic child psychiatric textbooks and
journals. Individual office space for each resident with readily
available play materials must be available. Special space for
physical and neurological examinations, as well as the
appropriate medical equipment, must also be readily available
in the training facility.

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

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

ull accreditation.

- Effective: June 1979 'ACGME: June 1979

22. Special Requirements for Residency
Training in Diagnostic Radiology,
and Therapeutic Radiology

Training Programs in Diagnostic Radiology

I. OBJECTIVE

Diagnostic radiology encompasses a variety of diagnostic
imaging techniques, including all aspects of roentgen
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diagnosis, nuclear radiology, diagnostic ultrasound, and the
use of other forms of radiant energy. The residency program
in diagnostic radiology shall offer a quality graduate medical
education experience of adequate scope and depth in all of
these associated diagnostic disciplines.

II. TRAINING PERIOD

The program shall offer a minimum of three years of
graduate medical education in diagnostic radiology, of which
at least 30 months of training must be in the parent
program(s).

IlI. DIRECTION AND SUPERVISION

A. Program Director

The program director is responsible for the total training
in diagnostic radiology, which includes the instruction and
supervision of residents. The director must be a staff member
who is a diagnostic radiologist or a radiologist, and must
contribute sufficient time to the program to ensure adequate
direction. ‘

B. Staff :

The staff in the program must be qualified in those areas

in which they are assigned to instruct and supervise residents,

and they must contribute sufficient time to the program and
provide adequate instruction and supervision:
IV. RESPONSIBILITIES OF INSTITUTIONS

A. Institutional Support -
The governing body of the institution should provide

squort for the program director inteaching, recruiting staff, - -
se

ecting residents, evaluating resident performance and
dismissing residents whose performance is unsatisfactory.
The institution should demonstrate proper support for the
program by encouraging continuity in tge' rogram
directorship. Assurance of due process for residents and
teaching staff must be demonstrated.

B. Affiliation Agreement
- Whentheresources of two or more institutions are utilized

for the clinical or basic science education of a resident in
diagnostic radiology, letters of agreement must be provided
by the institutional governing boards.

Affiliations should be avoided with institutions which:

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

2) do not add to the educational value of the program.

Clinical responsibility alone does not constitute a suitable
educational experience.

V. FACILITIES

The program must provide adequate space, eguipment,
and other pertinent facilities to ensure an effective educational
experience for residents in diagnostic radiology.

VI. CLINICAL RESOURCES

The program in diagnostic radiology must provide a
sufficient volume and variety of patients, including pediatrics,
emergency medicine, obstetrics and gynecology, for adequate
resident experience in the specialty.

VII. TRAINING CONTENT

The clinical training must provide for progressive,
supervised responsibility for patient care, and must ensure
that the supervised resident performs those procedures
commonly accepted in all aspects of diagnostic radiology.
The training, in general, must include progressive study and
experience in all diagnostic radiologic subspecialties, as well

" as diagnostic radiologic physics, radiation biology, radiation
protection, and pathology. In view of the importance of an
understanding of pathology as a basis for radiologic diagnosis,
emphasis should be placed on its study. It is expected that
each training program will provide cardiovascular radiological
training. Acceptable experience requires at a minimum that
the resident be present during interpretation of adult and

Diagnostic Radiology

pediatric angiographic and arteriographic evaluation of
acguired and congenital conditions. Lectures alone will not
suffice. Preferably, each resident shall have a defined rotation
in cardiac catheterization as an observer or assistant and
participate in the interpretation of those procedures. These
requirements may be met by a cooperative program with
cardiology. The radiologic education in different organ
systems should provide the opportunity for residents to
develop adequate knowledge regarding normal and
pathologic physio]ogy,_ including the biologic and
pharmacologic actions of materials administered to patients
in diagnostic studies.

VIII. RESEARCH

The program should provide an environment where a
resident is encouraged to engage in investigative work with
appropriate faculty supervision. These projects may take the
form of basic research in research laboratories or an
assimilation of well-analyzed clinical material or even the
reporting of individual cases. Documentation of this
environment should be made in the application and indicated
by papers published by residents and/or clinical staff.

IX. EDUCATIONAL ENVIRONMENT

The education in diagnostic radiology should occur in an
environment which encourages the interchange of knowledge
and experience among residents in the program, and with
residents in other major clinical specialties located in those
institutions participating in'the program.

X. TRAINING COMPLEMENT

The complement of residents in the program must be
commensurate with the total capacity of the program to offer
an adequate educational experience in diagnostic radiology.
Appointment of a minimum average of two residents per
year is generally considered to provide an efficient learning
environment.

XI. EVALUATION

The in-training evaluation of resident performance and
progress must be documented frequently through appro-
priate techniques, including staff appraisal, oral or written
tests, or a combination of these. One measure of the quality -
of the program is the performance of its graduates on
examinations for certification by the American Board of
Radiology. .

XII. TEACHING FILE ‘

A teaching file of images referable to all aspects of
diagnostic radiology should be available for use by residents.
This file should be indexed, coded, and currently maintained.

XIIl. CONFERENCES

Conferences and teaching rounds must be correlated and
Erovide for progressive resident participation. There should
e intradepartmental conferences, as well as conferences with
each major clinical department of sufficient frequency, and
{)n which both residents and staff participate on a regular
asis.

XIV. LITERATURE RESOURCES

The program shall provide a sufficient variety of journals,
references, and resource materials pertinent to progressive
levels of education in diagnostic radiology and associated
fields, which are immediately accessible tor resident study.
{r{) addition, residents should have access to a general medical
ibrary.

Residents who plan to seek certification by the American
Board of Radiology should communicate with the Secretary
of the Board to be certain regarding the full requirements
for certification.

Effective: July 1985 ACGME: November 1984
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Nuclear Radiology/Therapeutic Radiology

Training Programs in Diagnostic
Radiology With Special Competence
in Nuclear Radiology

I. OBJECTIVE _

This program is designed to offer training in diagnostic
radiology and its subspecialties, and also in the diagnostic
procedures which comprise nuclear radiology.

II. DEFINITION

Nuclear radiology is defined as a clinical subspecialty of
radiology involving the imaging by external detection of the
distribution of radionuclides in the body for diagnosis of
disease.

lll. DURATION OF THE TRAINING PERIOD

The training period in diagnostic radiology with special
competence in nuclear radiology shall be four years of
approved graduate medical education, which shall consist
of at least twenty-four months of training in diagnostic
radiology and its subspecialties and twelve months of training
in nuclear radiology. The training shall provide a program
of graded study, experience and responsibility in all facets
of roentgen diagnosis, medical nuclear and diagnostic
radiologic physics, radiobiology, health physics and
protection, medical nuclear instrumentation, radiopharma-
ceutical chemistry and instrumentation, and the clinical
applications of nuclear radiology.

IV INSTITUTIONAL REQUIREMENTS

The institution offering a residency in diagnostic radiology
with special competence in nuclear radiology must also be
approved to offer training in diagnostic radiology. It must
further provide adequate opportunity for the resident to
participate in and personally perform a broad range of nuclear
radiologic procedures. :

V. DEPARTMENTAL REQUIREMENTS

All those requirements which pertain to residencies in
diagnostic radiology shall also apply to programs in diagnostic
radiology with slaecial competence in nuclear radiology. In
addition, the nuclear radiology portion of the program should
be under the supervision of a staff member who is recognized
as a specialist in nuclear radiology, or in nuclear medicine,
and there should be available both stationary (camera) and
moving (scanner) nuclear imaging systems.

VI. EDUCATIONAL REQUIREMENTS OF THE
RESIDENCY

A. One nuclear physician per each two residents in
training would seem to provide adequate opportunity for
teachin%and supetvision. .

B. The residency program should be so planned that
residents receive adequate instruction and individual training
in all of the diagnostic subspecialties, in nuclear radiology,
in health thsics and protection, and in pathology.

Formal instruction in diagnostic radiologic and medical

nuclear physics, radiobiology, and radiopharmaceutical -

chemistry are required.

C. It is important that appropriate emphasis be placed
on the value of teaching rounc{; and conferences. In addition,
there should be frequent intradepartmental teaching
conferences including both diagnostic and nuclear radiologic
subjects. .

D. It is expected that the resident participate in the
research opportunities of the department. This is perhaps
best accomplished by the assignment of the resident for a
specific period to the diagnostic or nuclear radiologic research
facilities of the department under appropriate staff
supervision.

VII. LIBRARY FACILITIES

A departmental library is essential and must contain a
sufficient variety of texts and journals in both the radiologic

and nuclear fields to meet the needs of the various levels of
resident training. There should also be easy access to a
generallibrary. Suitable areas for independent work and study
should be available for the use of the residents.

VIIl. TEACHING-FILM MUSEUM

A film museum containing both diagnostic and nuclear
radiologic subjects indexed, coded, and currently maintained
with continuing follow-up should be available for resident use.

IX. CLINICAL RESOURCES

A well-balanced educational program at this level requires
a diversity of clinical material, continuous clinical teaching
and an active investigative and research effort both in -
diagnostic and in nuclear fields.

Residents who plan to seek certification by the American
Board of Radiology should communicate with the Secretary
of the Board to be certain regarding the full requirements
for certification.

Effective: July 1985 ' ACGME: November 1984

Training Programs
in Therapeutic Radiology

I. OBJECTIVE

Therapeutic radiology is that branch of clinical medicine
which is related to the J;agnosis and treatment of patients
with cancer with special emphasis in the identification of the
role of radiation therapy in the care of patients, in the
administration of radiation therapy in an optimum manner,
and in the participation in such aspects of medical practice
as may lead to improved care of the cancer patient.

II. TRAINING PERIOD

The program shall offer at least three years of graduate
medical education in therapeutic radiolos{y. No more than
six months may occur in rotations to affiliated institutions
outside of the single institution in which the programresides,
or outside of those participating institutions united to form

an integrated program.

IlI. DIRECTION AND SUPERVISION

A. Program Director _

The program director is responsible for the total training
in therapeutic radiology, which includes the instruction and
supervision of residents. The director should be a staff
member certified by the American Board of Radiology or
possessing equivalent qualifications, must be qualified in and
practicing therapeutic radiology, and must contribute
sufficient time to the program to ensure adequate direction.
All radiation therapy equipment and materials, and their
clinical use, shall be under the supervision and responsibility
of téle ghi?ff of the therapeutic radiology service.

. ota, :
The staff in the program must be qualified in those areas

" in which they are assigned to instruct and supervise residents,

and they must contribute sufficient time to the program and
provide adequate instruction and supervision.

IV. RESPONSIBILITIES OF INSTITUTIONS

A. Institutional Support

The governing body of the institution should provide
squort for the program director in teaching, recruiting staff,
selecting residents, evaluating resident performance, and
dismissing residents whose performance is unsatisfactory.
The institution should demonstrate proper support for the
program by encouraging continuity in the program
directorship. Assurance ot due process for residents and
teaching staff should be demonstrated.

B. Affiliation Agreement

When the resources of two or more institutions are utilized
for the clinical or basic science education of a resident in
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therapeutic radiology, letters of agreement must be approved
by the institutional governing boards.

Affiliations should be avoided with institutions which:

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

2) do not add to the educational value of the program.

Clinical responsibility alone does not constitute a suitable

educational experience.

V. FACILITIES

A training program in therapeutic radiology must have
adequate space, equipment and other pertinent facilities to
ensure an effective educational experience for residentsin
therapeutic radiology.

VI. CLINICAL RESOURCES

A training program in therapeutic radiology must have a
sufficient volume and variety of cancer patients, including
pediatric and gynecologic patients, for adequate resident
experience in the specialty. There must be adequate
programs in cancer surgery, cancer chemotherapy, and
hematology. Decisions relative to the appropriate application
of radiation therapy techniques shall be the province of the
therapeutic radiologist. The therapeutic radiologist musthave
- hospital admitting privileges and must maintain a follow-up
- clinic for patients treated by radiation therapy.

VII. TRAINING CONTENT

A. The clinical training staff must provide for progressive,

supervised resident responsibility for patient care, and must
ensure that the supervised resident personally performs those
procedures commonly accepted inall aspects of therapeutic
radiology.

B. Training shallinclude basic sciences essential to training
in radiation oncology, radiation physics, radiation biology,
pathology with emphasis on neoplasia, radiation effects, and
medical statistics. The training curriculum will identify the
manner in which these basic sciences will be taught.

C. Alsoincluded are the allied clinical disciplines, cancer
surgery and cancer chemotherapy, which play a major role
in the management of the cancer patient. The training
program must be designed to assure that the resident
acquires a knowledge of the potential value, and the
limitations of these other clinical disciplines. This may be
accomplished through the attendance of various multidisci-
pline conferences, departmental conferences, or by actual
rotations to those services. ' .

VIII. CONFERENCES

Conferences and teaching rounds must be correlated and
rovide for progressive resident participation. There should
Ee intradepartmental oncology conferences, as well as
conferences with each major clinical department of sufficient
frequency, in which both resident and staff participate on a
regular basis. -

IX. LITERATURE RESOURCES

A sufficient variety of journals, references, and resource
materials pertinent to progressive levels of education in
radiology and associated fields in oncology and basic sciences
shall be provided and must be immediately accessible for
resident study. In addition, residents should have access to
a general medical library.

X. RESEARCH .
Residents will be expected to engage in an investigative
project during their training under appropriate staft
supervision. This may take the form of laboratory research
in an area relevant to therapeutic radiology, involvement in
clinical research, or the retrospective analysis of treated
patients. Such projects undertaken by the residents should

Thoracic Surgery

be documented in the application for accreditation of the
program.

XI. EDUCATIONAL ENVIRONMENT.

The education in therapeutic radiology should occur in
an environment which encourages the interchange of
knowledge and experience among residents in the program
and with residents in other major oncology specialties located
in those institutions participating in the program.

Xil. TRAINING COMPLEMENT

The complement of residents in the program must be
commensurate with the total capacity of the program to offer
an appropriate educational experience in therapeutic
radiology. A minimum of three residents in the program is
required. :

XIIl. EVALUATION . .

The in-training evaluation of resident performance and
progress must be documented frequently through appro-
priate techniques, including staff appraisal, oral or written
tests, or a combination of these. :

Residents who plan to seek certification by the American
Board of Radiology should communicate with the Secretary
of the Board to be certain regarding the full requirements
for certification.

Effective: July 1985 ACGME: November 1984

23. Special Requirements for Residency
Training in Thoracic Surgery

For a residency program in thoracic surger to be
accredited, compliance is required with both the éeneral
Requirements and the Special Requirements as stated in the
"Essentials of Aé¢credited Residencies.” The General
Requirements are common to all residency programs. The
Special Requirements are specific to thoracic surgery. The
most recent versions of both sets of requirements, along with
excerpts fromthe Accreditation Council for Graduate Medical
Education’s (ACGME) “Manual of Structure and Functions”
and “Procedure for Appeal of Adverse Actions” are printed -
annually in the Directory of Residency Training Programs.
Here also may be found the steps in the accreditation process,
the designation of the types of programs, and the role of
the Resigency Review Committee for Thoracic Surgery and
the ACGME in the evaluation and accreditation process.

A thoracic surgical residency is a graduate education
program designed to give the resident a broad clinical
experience in pulmonary, esophageal, mediastinal, chest wall,
diaphragmatic and carci]iovascular disorders. The residents,
on completion of the program, are expected to be clinically
proficient in these areas as wefl as knowledgeable in the use
of cardiac and respiratory supEort devices. Although
operative experience constitutes the most important aspect
of the program, the training should include the opportunity
tocorrelate the pathologic, ghysio]ofc and diagnosticaspects
of thoracic disorders. Capability of the resident is anticipated
in important diagnostic procedures such as bronchoscopy,
esophagoscopy and interpretation of roentgenographic
studies. _

The scope of thoracic surgery is so broad that two years
is a minimum period needed for training a thoracic surgeon.
The encroachment on this time by laboratory investigation

. is no longer permitted. Training in nonsurgical areas such

as cardiac catheterization or pulmonary function cannot
exceed three months during the two-year program, and is
likely to be an acceptable substitute only when the remainder
of the program provides an abundant surgical experience.
It is desirable that the resident complete an accredited
program in general surgery before beginning training in
thoracic surgery. Programs or parts of ro%rams which give
the resident simultaneous responsibifi)ty or thoracic and
general surgery patients are not acceptable. Rotations
constituting the first year of thoracic training must be on a

. clearly defined thoracic surgical service for periods not

shorter than three months and at an advanced level of general
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surgical training. The last twelve months must be served
consecutively on the thoracic surgery service where the
resident must assume senior responsibility for both the pre-
operative evaluation and the operative and post-operative
care of patients with thoracic and cardiovascular disease.

The program director plays a key role in determining the
quality of the residents’ training. ftl-is his responsibility to
see that the resident is provided with adequate supervised
operating and clinical experience, and that the resident keeps
accurate records of this experience. A guideline as to what
constitutes an operation for credit as well as what is
considered a minimum operative experience during the two
year residency is as follows: A resident should perform an
average of three major thoracic procedures a week during
his two years of residency. Among these cases an adequate
distribution in key areas is necessary to insure a reasonably
balanced experience. While these figures change periodically
to reflect changes in the patient population, currently the
following minimal experience is recommended:

Procedures
Lungs, pleura, chest wall 40
Esophagus, mediastinum, diaphragm 10
Congenital heart _ 20
Acquired heart . 20
Myocardial revascularization 30

The maijority of the cardiac procedures should involve
the use of cardiopulmonary bypass. In addition to major
operative experience, the resident should have implanted
at least 15 cardiac pacemakers and performed at least 25
endoscopic procedures. It is emphasized that the actual
numbers of operations in each category should not be taken
too literally, but merely used as a guide in acquiring what is
considered acceptable training. Major vascular operations
outside the thorax should be outlined if they are itemized in
the summary of operative experience.

Even though emphasis on one or another facet of thoracic
surgery (pulmonary, cardiovascular, esophageal, thoracic
trauma, etc.) may have characterized the resident’s training
experience, a resident should nevertheless gain knowledge
concerning all phases of the field.

Credit will be allowed for operative experience only when
the following criteria are met:

a. The resident participated in the diagnosis, pre-

operative planning and selection of the patient for
operation or surgical indication;

b. Theresident performed those technical manipulations
that constituted essential parts of the procedure itself;

c. The resident was substantially involved in post-

operative care.

Credit will be allowed whether there is direct or indirect
supervision by the responsible staff or faculty.

Affiliations with other institutions may sometimes be
desirable in order to give the resident a well-rounded
experience. In case this is done, it is the responsibility of
the program director to see that the educational environment,
the volume and variety of patient population and the concept
of progressive surgica¥responsibi ityis scrupulously followed
by the affiliated institution. Segments of the training program
in affiliated institutions which are to be considered as part
of the two year training requirement must be approved by
the Residency Review Committee.

The program director is responsible for certifying to the
American Board of Thoracic Surgery that the resident,
having completed his training in an approved program, has
had a broad surgical experience in all aspects oﬁhe specialty,
and has those clinical and technical skills required to be a
capablethoracic and cardiovascular surgeon. It is imperative
that the program director carefully select applicants for his
program, that he monitor their progress and provide
guidance, and that he dismiss from the program those
residents who do not measure up to the high standards of
performance expected of a surgeon in this specialty. The
endorsement of the program director is very important and

" should reflect the fact that it is his obligation to insure that

residents meet these high standards. .

The accuracy and completeness of the program
application forms required by the Residency Review

ommittee are the responsibilitlYl of the program director.

A comprehensive evaluation of the program is not possible
without the detailed information requested. Failure to furnish
the required information necessary to complete the
a?plication form will be considered in the overall evaluation
of the program. In the case of a new program, action by the
Residency Review Committee will be deferred until all the
requested information is furnished. Details about the specific
information required may be found in the application forms
for residency training in thoracic surgery.26

One measure of the quality of a program may be the
performance of its graduates on the examination of the
American Board of Thoracic Surgery.

The provisions of the GeneraFRequirements must also
be met for approval. .

Residents who plan to seek certification by an American
Board should communicate with the secretary of the
appropriate board to be certain regarding the full require- -
ments for certification.

Effective: July 1984 ACGME: February 1983

24. Special Requirements for Residency
. Training in Urology :

I. INTRODUCTION :

Urology is the medical and surgical specialty which deals
with disorders of the genitourinary tract. To be accredited a
proi;ram must provide for a minimum of 36 months of clinical
urology, and this must be preceded by two prereciuisite ears
of general surgery or other disciplines basic to urology. Twelve
months of training must be spent as a senior resident in
urology with appropriate clinical responsibility under
supervision.’

II. FACULTY

The residency training program in urology must be headed
by a director who is a Board-certified urologist or who has
equivalent qualifications and who possesses effective
leadership and administrative abilities as well as sound clinical
judgment, investigative curiosity, and teaching skills. The
director must be willing to make the commitment in time
which the responsibilities of such a position demand in order
to ensure that an adequate educational experience is
organized for the benefit of the resident trainee.

Contributions to the education of the residents should also
be made by other members of the urology staff. Ideally these
individuals should possess special expertise in different
urological disciplines (such as pediatric urology, female
urology, renal transplant, renal-vascular disease, oncology,
infertility and endocrinology, stone disease, and urodynamics)
so as to provide the greatest depth of knowledge in a variety
of subjects. Evaluation of the qualifications of the staff as
teachers of urology will include a review of their publications,
research efforts and participation in major scientific meetings.
Utilization of other staff members, however, does not relieve
the director of the primary responsibility for the overall quality
and organization of the pro«_ﬁam.

So that the expertise of the faculty is utilized maximally
in the teaching effort, a close working relationship must exist
between the faculty and the residents. Preferably, the
program director and his primary staff should be geographi-
cally located within their respective teaching institutions
although other arrangements may be acceptable if it can be
shown that ralpid access to the faculty is available to the
residents at all times. All patients on the service should be
reviewed by-the staff on regular teaching rounds with the
residents according to a dpre-determined schedule, and all
major surgery performed on the service by the residents

Review Committee for ic Surgery, 535 North Dearborn Streef,

26 Application forms m_?%be obtained by writing to: Secretary, Residency
f orac go
Chicago, IL 60610. )
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should be done under the direct supervision of the staff.
- Throughout the training period the faculty must remain

continually alert to the competence of the resident staff
through personal observation. S

lll. FACILITIES AND RESOURCES :

Institutions involved in the training of urological residents .

must be able to provide broad based opportunities which
include scholarly i)ursuits as well as relevant clinical
experience in the full ran?e of urologic disease. Institutions
with limited areas of involvement in urology or those which
cannot overcome academic or clinical deficiencies within their
own establishment should seek affiliation with complemen-
tary institutions. Itis important, however, that each affiliated

institution offer significant educational opportunities to the -

overall program. An affiliation which merely dilutes the
education of the resident in training or a program whose
affiliated institutions are too scattered to allow proper
supervisionand coordination of training activities should not
be established or maintained.

Within the various institutions bed space sufficient for the
needs of the urology service must be provided, preferably
within a single area under the direction of the urology service
so that care specific for urological problems can be rendered
more effectively. Diagnostic tacilities providing cystoscopic,
radiologic, and uro-dynamic equipment must be adequate
to permit the urology service to carry out its necessary
functions. Support facilities including oftice and filing space,
secretarial assistance and reference libraries must be available
to the urology training program.

Research facilities, while not mandatory foraccreditation,
are desirable since tf\ey enrich the academic environment
of the program and provide the resident staff with the
ogportunity to explore new ideas independently. Institutions
offering training programs in urology should encourage and
support the development and use of such facilities.

IV THE EDUCATIONAL PROGRAM

Programs in urology must be dedicated to the educational
goals of residency training rather than the utilization of
residents primarily for the purpose of facilitating patient care.
For this reason there should be regularly scheduled
conferences dealing with urological pathology including
morbidity and mortality, urological radiology, the basic
sciences and journal reviews in addition to otﬁer subjects
having educational value. Conferences must be well
or%anized, planned in advance with notification of the topics
to be.presented, and scheduled so that they will not conflict
with other activities. They should be well attended by both
residents and faculty. Each conference should be directed
by a person competent to assure that a worthwhile
educational experience will be provided. A list of the
conferences held should be maintained and available for
examination at the time of review. The list should include
the names of those attending, the subjects discussed, the
* moderator and the principal speaker.

The faculty and residents should also be involved in
pursuits which keep them abreast of current developments
in medicine and which explore new avenues to advance the
science of urologi;. Evidence of such involvement may be
found in clinical or basic science research projects,
departmental publications, and presentations before major
scientific meetings. A listing of these activities should be
made available at the time of review. In addition, the resident
staff should be exposed to developments outside their own
program by attendance at major medical meetings and by
visits from recognized authorities from other institutions.

Sufficient numbers of patients with urological disease must
be available to provide realistic experience for the residents
in training. Included should be exposure not only to the
common urological problems but also to specific areas of
urology such as pediatric urology, urolo?ical oncology,
urodynamics, trauma, endocrinology as it relates to urology,
renal transplantation, gynecologic urology, infertility,
renovascular disease, andy other areas of interest peculiar
to urology as a medical specialty. Each program director is
responsible for maintaining an annual log of all cases

Transitional Year Programs

performed by the urology service within each participating
institution and all residents must maintain an up-to-date log
of all cases in which they were the primary surgeon or
assistant since the beginning of their urology training. Since
clinical problems often involve multidisciplinary care beyond
the ordinary competence of the urologist, teaching support
from other major medical fields must be readily available
within the participating institutions. The activities of these
disciplines should be supported by residency training
programs, particularly in the areas of internal medicine,
general surgery, pediatrics, obstetrics and gynecology
pathology, and radiology, in order to facilitate the rapici
interchange of up-to-date information so essential to a proper
educational environment.

Durin? training the resident should gain competence in
the total care of the patient including initial evaluation,
method of establishing the diagnosis, selection of the
appropriate therapy, implementation of this therapy, and
management of any resultant complications. For this reason
continuity of care must be provided through pre-operative
and postoperative clinics as well as inpatient contact. As a
partof this experience progressive responsibility for rendering
decisions must be afforded the resident.

" Evidence that all of these activities are succeeding in
achieving the educational fqoals of the program must be
assessed by some form of periodic review such as self-
assessment or in-service examinations. The results of these
evaluations must be reviewed with the residents so that plans
to correct any deficiencies may-be formulated. :

V. CERTIFICATION

One measure of the quality of a program is the perfor-
mance of its graduates on the examinations given by the
American Board of Urology, Inc. The Residency Review
Committee may consider this information as part of the
overall evaluation of the program. :

Effective: July 1982 ACGME: February 1982

25. Special Requirements for
Transitional Year Programs

_ The transitional year program must be designed to fulfill
th}? educational needs o?certain medical school graduates
who: .

A. Have chosen a career specialty for which the
respective program in graduate medical education has, as
a Ererequisite, one year of fundamental clinical education,
which may also contain certain specific experiences for
develoBment of desired skills; or

B. Desire a broader base of clinical experience initially
than is provided by the program in graduate medical
education of their chosen specialty.
~ C. Are planning to serve temporarily on active duty in
the military as general medical officers or flight/undersea
medicine physicians.

The objective of the transitional year program is to provide
a well balanced program of graduate medical education in
multiple clinical disciplines designed to facilitate the choice
of and/or preparation for a specific specialty. The transitional
year is not meant to be a complete graduate education in
preparation for the practice of medicine. _

he sponsoring institution and .the transitional year
program must demonstrate substantial compliance with the
general requirements of the Essentials of Accredited
Residencies and the following special requirements:

ADMINISTRATION '

A. Sponsorship

The sponsorship of the transitional year program must
be by an institution and its affiliate conducting two or more
AC(%JME accredited programs, neither of which is accredited
on a probationary basis. Each will provide components of
the transitional year education, and each one of the
accredited participating programs must exist in the institution
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and its affiliates offering the transitional year.?” One of the
accredited programs must be a discipline providing
experience in fundamental clinical skills. Those disciplines
considered to provide a broad scope of educational
experience of fundamental clinical skills are family practice,
internal medicine, obstetrics/gynecology, pediatrics, and
" general surgery. The number of participating programs
should be limited but sufficient to represent the resources
for, and capability of, providing a program of transitional year
graduate education in the parent institution and its affiliates.

B. Program Director .
The program director for the transitional year program
must be appointed in conformity with the policies of the

sponsoringinstitution. The programdirector’stenureshould -

assure continuity of the educational program. The program
director must be a physician with demonstrated ability and
experience in graduate medical education and who is able
to devote the time required for program development and
implementation, administration and supervision. Sufficient
authority must be delegated to the program director by the
sponsoring institution to facilitate effective organization and
management. The responsibilities of the program director
must include the following:

To arrange and implement educational programs in

fundamental clinical skills;
. 2. To counsel transitional year residents in the develop-
merllt of a curriculum appropriate to their individual career
goals; .
3. To secure for the transitional year residents those
particulars of applicable institutional policies which apply
to all other residents;

4. To develop and implement systems for periodic
evaluation of: _

(@) The quality of the educational experiences and
program performance;

(b) Resident performance;

(c) Residentassessment of the program’s educational
components;

(d) Faculty performance;

5. To maintain records of:
(@) All resident appointments to the program;
(b) Transitional year curriculum content offered by the
- institution and the curriculum undertaken by each
transitional year resident;

(c) Performance evaluation;

(d) Tracking residents’ subsequent education for at
least one year. It is desirable that the program track
the residents through their subsequent training and
their eventual career choices; :

6. To prepare statistical, narrative and progress reports

as requested by the Transitional Year Committee of ACGME;
7. To participate in Residency Review Committee surveys
of the provider disciplines. i

C. Institutional Coordination Committee

This Committee should be appointed-and convened by
the sponsoring institution(s) and be composed of, but not
limited to, the transitional year program director and the
program directors (or designees) of disciplines regularly
included in the curriculum and chief executive officer(s) (or
designee(s)) of the sponsoring institution(s). The size of the
Committee should be adequate to represent the participating
disciplines, but limited in number so as to be efficient and
effective in the conduct of the Committee’s activities.

The responsibilities of the Committee must include the
following: '

1. Torecommend to institutional management and to the
_governing body of the sponsoring institution the policy

2Transitional year programs in military facilities may meet this
requirement through affiliation with other military facilities or with civifian
institutions.

doverning the content of the educational program and the
necessary contributions of resources and participation of the
prozgrams involved,; :

. Toassure that the standards of quality of medical care
provided by transitional year residents are equivalent to those’
expected of first year residents in categorial programs;

3. To monitor the impact of the transitional year program
on categorical residents’ programs so that there is no
compromise of their educational resources, including the
adequacy of number and variety of patient illnesses,
educational materials, teaching/attending physicians and
financial support;

4. To review evaluations of residency performance and
assessment by the residents of the components of the
transitional year; '

- 5. Toassure that the educational opportunities provided
transitional year residents are equivalent to those provided
first-year residentsinthe articifpating categorical programs;

6. To assure the quality of education provided by the
clinical resources of non-accredited components of the
program utilizing the same standards applied by the
institution as it reviews its accredited categorical programs
in compliance with the general requirements of the Essentials;

7. To recommend the policy governing the arbitration of
disagreements;

8. To maintain records demonstrating the Committee’s
activities for each of the above requirements and to have
copies of these records available ?or transmission to the
Transitional Year Review Committee of the ACGME.
FACULTY

The faculty of the transitional year program must be the
same persons or have qualifications equivalent to those of
the faculty of the participating categorical programs. In
addition, teaching and supervision of transitional year
residents must be the same as that provided residents in
categorical programs. ) ‘

The faculty providing educational experiences which are
not those of ACGME accredited programs must have
credentials supportive of professional and academic abilities
within their respective specialties.

CURRICULUM

The duration of the transitional year program must be
one year (12 calendar months). At least six months of each
resident’s curriculum must be provided by disciplines offering
fundamental clinical skills, as defined above. Other rotations
should be a minimum of one month in duration to assure a
reasonable continuity of education and patient care. At least
nine months of eachresident’s rotations must be on clinical

- services where they are supervised by faculty of and where

they associate with more senior residents in ACGME
accredited programs. ’

- During the rotations in disciplines offering fundamental
clinical skills, the resident shoulcF develop the sﬁ(ills necessary
to obtain a medical history, perform a complete physical
examination, definea J)atient’s problems, develop a rational
plan for diagnosis an im(i)]ement therapy based upon the
etiology, pathogenesis and clinical manifestations of various
diseases.

Elective rotations should be determined by the needs of
the individual resident and/or the requirements of the
program of future specia]t% he curriculum of each resident
should be planned and balanced in accord with these
individual needs and requirements with the guidance of the
transitional year program director and the approval of the
Institutional Coordination Committee.

Experience in emergency medicine under the supervision
of a qualified teaching staff must be available. Such
experience is-considered valuable regardless of the career
sEecia]t ultimately selected by the resident. The resident
should have experience in the diagnosis and management
of all types of patients treated in an institution’s emergency
department. ' )

Selected experience in providing ambulatory care is
desirable for transitional year residents. Qutpatient
experience must be obtained within the facilities of the
sponsoringinstitution and provider specialty programs. Block
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A

time on programs exclusively devoted to ambulatory services.

other than emergency medicine should be limited to no more
than two months of the twelve. All specialty disciplines
participating in providing the transitional year residency
program must involve the residents in their departmental
educational programs, such as seminars, conferences and
grand rounds. : A

Institutional certificates to be awarded at the conclusion
of training must clearly indicate that the experience was that
‘of a “transitional year.”

Program applications will be reviewed to assure an
appropriate balance between the number of residents in

training and the educational resources available to them. Any-

proposed change in the number of residents must receive
prior approval by the Transitional Year Review Committee
of the ACGME. .

Pathology laboratories, radiology and nuclear medicine
departments and special diagnostic facilities must exist in
the parent and affiliated institutions: These entities must be
directed by qualified physicians interested in medical
éducation and committed to provide competent instruction
to transitional year residents when their patients require these
diagnostic and/or therapeutic modalities. :

The support departments of the sponsoring and affiliated
institutions, such as medical schools, medical library and
dietary, must contribute to the education of the residents in
accordance with the general requirements;of the Essentials

.‘Hospitals (JCA

Transitional Year Programs

of Accredited Residencies. All participating hospitéls must
be accredited b'\ilthe Joint Commission on Accreditation of

). 4

ASSESSMENT .

~ The transitional year program director should be provided
a performance evaluation by the participating discipfi)ne upon
each resident’s completion of a rotation in that discipline.
At least twice a year, the transitional year residents must
be apprised by the program director of the evaluations, and
records of these interactions developed and retained. The
residents must have the opportunity to provide written
evaluations of the adequacy, quality and appropriateness of
each component of their educational program. All records
pertaining to the evaluations noted in this assessment section
shall be kept on file by the program director and be made
available for inspection during the process of accreditation
of the program.
CONCLUSION

The transitional year experience must be of the same high

quality as accorded ACGME accredited residencies. It must
be a program designed to meet the educational needs of the
resident. Service obligations of the sponsoring institution
must be secondary to the transitional year educational
objectives.

Effective: July 1985 ACGME: May 1984
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STATISTICAL REPORT ON GRADUATE MEDICAL
EDUCATION IN THE UNITED STATES, 1985-1986

AnneE. Crowley, Ph.D. and Sylvia L. Etzel

INTRODUCTION

This statistical report on graduate medical education in
the United States for the 1985-1986 academic year contains
data on the-number of residency programs by specialty and
by region, the number of positions offered, the number of
trainees by specialty and by region, the number of foreign
medical graduates in each specialty and in each state, and
information on the ethnic background and citizenship of
trainees. It also includes the results of a special survey of
ﬁrograms which accept medical school graduates who have

ad no previous graduate medical training, i.e., programs
which offer “postgraduate year-one” (PGY-1) positions.

- Three new subspecialties have been added to the list of
accredited programs. In 1985, the Accreditation Council
for Graduate Medical Education (ACGME) through the
Residency Review Committee for Pediatrics accredited
programs for C{wdiatric endocrinology, pediatric hemato-
oncology, and pediatric nephrology. These programs
received accreditation after the annual survey. For this
reason, statistics on these subspecialties are not included in
this report.

“Resident” and Related Terms

. In the medical education community the terms “intern,”
“resident,” and “fellow” are used with widely different
meanings. Variation in the use of these terms occurs from
specialty to specialty, from institution to institution, and
even from department to department within the same
institution. At times the generic term “trainee” is used to
circumvent the ambiguity. ,

In this section the term “resident” is used to refer to
persons at all levels of graduate-'medical education in
programs accredited by the ACGME.

Historically, the AMA House of Delegates in 1975
accepted (on advice from its Council on Medical Education)
the recommendation of the Citizens Commission on
Graduate Medical Education to integrate the first post-MD
year of graduate medical education, i.e, the internship,
with subsequent years of graduate medical education.
Although the term “internship” has been in common use
and may still be found in some state statutes the first year

of graduate medical education was integrated as the first

year of residency, and the term “intern” was eliminated
from the DIRECTORY.

In some institutions the term “intern” is still used in the
historical sense to identify persons in the first post-MD
year. In other locales, “intern” refers to persons in the first
year of any residency program. The current DIRECTORY
refers to these persons as either postgraduate year-one
(PGY-1) residents or first-year residents. Most individuals
in the transitional year programs are PGY-1 residents.

Usage and definition of the term “fellow” has varied
among the specialty boards, among specialty programs
and among institutions. In many institutions, all trainees in
subspecialty programs have been called “fellows.” In other

institutions, trainees in similar positions have been called

“residents.” .
It should be noted that the ACGME accredits programs
beginning with the PGY-1 year, as well as programs which

have prerequisites, including prior certification eligibility. -

For purposes of accreditation, all programs accredited by
the ACGME are called residency programs, whether these
are a specialty or a subspecialty.

METHODOLOGY

Statistical information on graduate medical education in
the United States is collected annually by means of surveys
of program directors and of institutions and agencies which
participate to a significant’ extent in graduate medical
education. In September each year every director of an
accredited graduate medical training program is sent a
computer printout of the listing of the program as it will
appear in the DIRECTORY. Enclosed with the printout is a
survey form requesting statistics on the number of residents
on duty, by year of training, type, of medical school, sex,

* race, and citizenship. The form also requests information

about positions to be offered in the program for the following
year and the availability of shared-schedule positions in the
program. All program directors who have not responded
to the survey by mid-November are sent a second request
notice. The chief executive officer of each institution
participating in graduate medical education is sent a
computer printout of the listing of the institution for the
DIRECTORY. Enclosed with the printout is a form requesting
information on the size of the medical staff involved in
teaching graduate trainees, and the appointment of
osteopathic physicians to the medical staff.

Every effort has been made to assure the accuracy of the
statistics reported here. All data were checked for
consistency before entry to the data bases. When answers
appeared to be inconsistent the respondent was contacted
by telephone for clarification. The statistics produced by
eKectronic data processing of the data bases were checked
for internal consistency. :

Response Rate

Ninety-seven percent of the. programs accredited to train
residents had responded to the survey by December 30,
1985 (Table 1). 'I%e response rate was above 90 percent
for all but three specialties: occupational medicine, public
health, and pediatric surgery. Twenty-nine of the 41 specialt
categories had a response rate above 95 percent. Over 9
percent of the program directors responding to the survey
provided all information requested, i.e., a count of residents
on duty by year of training, school of medical education,
sex, race, and citizenship.

DISTRIBUTION OF ACCREDITED PROGRAMS
BY SPECIALTY AND GEOGRAPHIC REGION

Accredited Programs

The accreditation actions of the Residency Review
Committees and of the ACGME are recorded regularly. In
September 1985, there were 4,784 accredited residency
training programs in the United States. This number includes
those programs for which accreditation is to be terminated .
June 30, 1986. Statistics from such programs were included
in the tabulations; however, these programs are not listed
in Section [V of the DIRECTORY. Programs which received
initial accreditation after the survey began numbered 133.
Directors of these programs were not sent survey forms. A
majority .of these programs (118) were in the newly
accredited pediatric subspecialties.

Internal medicine had the largest number of accredited
programs, followed by family practice, general surgery,
obstetrics/gynecology, and pathology. In the 1985-1986
academic year over twofifths (42 percent) of all residents
were in training programs for internal medicine, family
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Table 1.—Response Rate for 1985 Annual Residency Survey*

) Total No.of . % of
. No. of Programs Programs
Specialty Programs Responding  Responding
Allergy and iImmunology 87 79 91
Anesthesiology 165 164 99
Colon and Rectal Surgery 28 26 3
Dermatology - .97 93 96
Dermatopathology 24 23 - 96
Emergency Medicine 68 65 96
Family Practice 385 377 98
oy % W B
leu ical Sut
Neurolog 123 119 97
Nuclear Medicine 9N 88 : 97
Obstetrics/Gynecology 292 288 99
Ophthalmology . 142 140 99
Orthopedic Surgery 168 166 99
Otolaryngology 107 102 © 95
Pathglggé 261 249 95
Bl anking 34 31 91
Forensic Pathology 39 36 ) 92
Hematology - 6 100
Neuropathology .58 53 91
Pediatrics 236 233 . 99
Pediatric Cardiology 46 . .46 100
Pediatric Endocrinology™* 47 P s
Pediatric Hemato- .
Oncology™ 42
Pediatric Nephrology** 29
Neonatal-Perinatat '
Medicine : . 91 84 92
Physical Medicine ~ ~
and Rehabilitation 71 66 93
Plastic Surgery 101 98 97
Preventive Medicine, General 26 24 92
Aerospace Medicine 3 : 3 100
Occupational Medicine 26 23 89
Public Health 9 8 89
- CombinedGeneralPreventive
Medicine/Public Heatth 7 : 7 100
Psychiatry 211 205 - 97
Child Psg:hiatry 128 121 94
Radiology, Diagnostic . 211 207 98
Radiology, Diagnostic
(Nuclear) ' . 47 45 96
Radiology, Therapeutic 96 95 99
Surgery 306 297 - 97
Pediatric Surgery 17 14 82
Vascular Surgery 38 38 100
Thoracic Surgery . 98 92 96
Urology . 133 - 129 97
Transitional Year 191 186 97
Total 4,917 4,641 97

*Responses received by December 30, 1985. :
**Programs in the recently accredited pediatric subspecialties were not included
in the 1985 survey.

practice, or pediatrics. For the number and percent of

programs and residents in each specialty see Table 2.
Residency programs tend to be located in the more

densely populated regions of the country. Over one-fifth of

- accredited residency programs (22.3 percent) were located -

inthe Middle Atlantic region. These programs were training
nearly 24 percent of residents. The state of New York had
the largest percentage of programs (12.8 percent) and
trained the largest percentage of residents (14.7 percent);
California ranked second both in percentage of programs
(9.9 percent) and percentage of residents in training (9.7
percent). The number and percent of programs and residents
on duty by geographic location can be found in Table 3.

Positions Available

There is currently much interest in the medical education
community regarding the number of positions available for
graduate medical training, particularly PGY-1 positions.
Common opinion is that with the continued increase in the
number of foreign medical graduates seeking graduate
training in the US, particularly US citizens who have studied
medicine abroad, the competition for residency appointments
has intensified. ‘

On the other hand, the new Foreign Medical Graduate
Examination in the Medical Sciences (FMGEMS),
administered by the Educational Commission for Foreign-
Medical Graduates for the purpose of evaluating the
graduate’s preparation for graduate medical education,
could result in a decline in the number of persons who are
eligible for aUS residency program.

Various bills affecting federal funding of graduate medical
éducation have been introduced to the US Congress. These
proposals have generated national discussions regarding
the source-of funds and the method of financing graduate
medical education. Uncertainty about federal financial
support for some residency programs and for some residents
could contribute to a decline in the number of residency
positions offered, and thus further intensify competition for
those positions. :

In the annual surveys, program directors have been
asked to project the number of positions which would be
available ten months in the future. Program directors and
hospital administrators have indicated the difficulty of
accurately projecting the number of positions to be available
in the future. For some institutions economic uncertainties
have made accurate projections impossible. Several
institutions have made a determination of the total positions
to be supported, and individual program directors have
subtractecf from that number as they were able to fill a

Table 2.—Number and Percent of Programs and Residents on
Duty September 1, 1985 by Specialty

. No.of . %of No. of % of

Specialty Programs Programs Residents Residents
Allergyjand Immunology 87 1.8 276 04
Anesthesiology 165 3.4 4,025 5.4
Colon and Rectal Surgery 28 0.6 45 0.1
Dennatology1 97 2.0 745 1.0
Dermatopathology 24 0.5 27 LS
. Emergency Medicine * 68 1.4 1,122 1.5
Family Practice ’ 385 8.0 7,276 9.8
Internal Medicine 442 9.2 17,832 23.9
Neurological Surgery 92 19 704 0.9
Neurology 123 2.6 1,386 1.9
Nuclear Medicine ) 1.9 191 0.3
Obstetrics/Gynecology 292 6.1 4,630 6.2
Ophthalmology ©142 3.0 1,561 21
Orthopedic Surgery 168 35 2,817 3.8
Otolaryngology 107 2.2 1,094 15
Pathol 261 54 2,358 3.2

-Blogg éanking 34 0.7 32 L

Forensic Pathology 39 0.8 49 0.1

Hematology 6 0.1 8 Lt

Neuropathology 58 1.2 41 0.1
Pediatrics 236 49 6,088 8.2

Pediatric Cardiology 46 . 1.0 140 0.2

Neonatal-Perinat

Medicine 91 1.9 326 04
Physical Medicine

and Rehabilitation 7 1.5 763 1.0
Plastic Surgery 101 2.1 405 0.5
Preventive Medicine, General 26 - 05 196 0.3

Aerospace Medicine - 3 0.1 62 0.1

QOccupational Medicine 26 0.5 106 0.1

Public Health ) 9 0.2 26 ot

CombinedGeneralPreventive

Medicine/Public Health 7 0.1 58 0.1
Psychiatry 211 44 4,809 6.5
hild Psychiatry 128 27 580 0.8
Radiology, Diagnostic : 211 44 3,132 4.2
Radiology, Diagnostic ,

(Nuclear 47 1.0 74 01
Radiology, Therapeutic ’ 96 2.0 524 0.7
Surgery ' 306 6.4 8,070 108

Pediatric Surgery ; 17 0.4 24 Lt

Vascular Surgery ) 38 0.8 51 0.1
Thoracic Surgery - 96 .. 20 . 285 0.4
Urology : 133 2.8 1,057 1.4
Transitional Year 191 4.0 1,520 2.0
Total 4,799** - 1000 74,514 100.0 -

*Less than 1/10th of one percent.

“*Programs in the recently accredited pediatric subspecialties of endocrinology,
hemato-oncology, and nephrology are not included in this table.
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position with an acceptable candidate. A small number of
rograms may have planned to offer the positions reported
ut, because of accreditation requirements, were prohibited

from appointing residents. For example, a program for

which accreditation will cease at a specified future date is

not permitted to accept new trainees. On the other hand, a

certain number of new programs may obtain accreditation

in time to accept candidates in July. Those positions would
not be included in the projection.

Table 3.—Number and Percent of Programs and Residentson -
Duty September 1, 1985 by Geographic Location of Program

No. of Y%of No. of % of

Reglon/State -Programs Programs Residents Residents
NEW ENGLAND 342 741 5,376 7.2
. Connecticut 92 19 1,632 2.1
Maine 12 0.3 156 0.2
Massachusetts 184 3.8 2,995 4.0
New Hampshire - 13 03 - 160 0.2
Rhode Island 24 0.5 365 0.5
Vermont 17 0.4 168 0.2
MIDDLE ATLANTIC 1,068 223 17,662 23.7°
New Jersey 125 26 1,942 26..
New York 612 12.8 10,916 14.7
Pennsylvania 331 6.9 4,804 6.5
EASTNORTH
CENTRAL ) 881 -18.4 13,056 175
lllinois 273 5.7 4,049 5.4
Indiana 58 1.2 938 13
Michigan 208 4.3 3,095 41
Ohio 259 5.4 3,777 5.1
-Wisconsin - 83 1.7 1,197 1.6
. WESTNORTH
CENTRAL 317 - 6.6 5,070 6.8
lowa 4 0.9 682 09 |
Kansas 43 09 582 0.8
Minnesota 76 16 1,580 21
Missouri 111 23 1,635 2.2
Nebraska ! 30 0.6 405 05 -
North Dakota 9 0.2 106 0.1
South Dakota 7 0.1 80 0.1
SOUTH ATLANTIC 732 153 10,973 14.7
Delaware 10 0.2 166 0.2
District of Columbia 110 23 1,603 21
Florida 106 . 22 1,690 23
Georgia 78 1.6 1,352 1.8
Maryland 127 2.6 1,949 2.6
North Carolina 108 23 1,600 21
South Carolina 52 1.1 687 0.9
Virginia 102 2.1 1,481 20
West Virginia 39 0.8 445 0.6
EAST SOUTH )
CENTRAL 221 4.6 3,173. 4.3
Alabama 60 1.3 847 1.1
Kentucky 52 11 721 1.0
" Mississippi 23 0.5 336 0.5
Tennessee 86 1.8 1,269 1.7
WEST SOUTH :
CENTRAL 426 8.9 6,876 9.2
Arkansas 27 0.6 422 0.6
Louisiana 84 1.8 1,370 1.8
Oklahoma 48 1.0 648 0.9
Texas 267 5.6 4,436 59 -
MOUNTAIN 162 34 2,356 3.2
Arizona 53 1.1 742 1.0
Colorado 58 1.2 908 1.2
Montana 0 ... 0 ..
New Mexico 19 0.4 252 0.3
Utah 30 0.6 415 0.6
Wyoming 2 L 39 LS
PACIFIC 598 125 9,121 12.2
Alaska 0 Cen .0 ..
California 475 9.9 7,261 © 97
Hawaii 24 0.5 353 0.5
Idaho 1. L 18 L
Nevada 5. 0.1 9 0.1
Oregon 35 0.7 493 0.7
Washington 58 1.2 905 1.2
TERRITORY 52 1.1 851 1.1
Puerto Rico 52 1.1 851 1.1
Total 4,799** 100.0 74,514 100.0
“Less than 1/10th of percent.

**Programs in the recentty accredited pediatric subspecialties of endocrinology,
hemato-oncology, and nephrology are notincluded in this table.

The trend in positions offered is shown in Table 4 which
gives the count of positions for July 1 as estimated by
program directors the previous Fall. This table also shows
trends within each specialty. The number of positions
projected for July 1986 was reported by 97 percent of the
program directors. An analysis of the nonrespondent
programs revealed an additional 2,000 positions for July
1986. This analysis included only programs which had
reported positions in 1984 and which are accredited. Thus,
the total number of positions conservatively projected for -
July 1986 is 78,324. This projection does not include the
133 newly accredited programs. A

PGY-1 Positions Available

Several specialties have a prerequisite for entry to
programs. For example, all first-year positions in allergy
and immunology are open only to persons with at least
three years of internal medicine or pediatrics. First-year
positions open to medical school graduates with no previous
graduate medical education are identified as postgraduate
year-one (PGY-1) positions. For the annual survey, program
directors were asked to report the number o¥ positions
open to trainees seeking a first post-graduate year (PGY-1
positions). Table 5 shows the number of PGY-1 positions
available for July 1, 1984, 1985, and 1986 as éstimated
by program directors the previous Fall. .

}lzhe number of PGY-1 positions projected for July. 1986
as shown in Table 5 was reported by 97 percent of the

v

Table 4.—Number of Positions Offered July 1,.

_ by Specialty*
Specialty 1984 1985 1986
Allergy and Immunology 282 288 285
Anesthesiology 3,683 3,940 4,150
Colon and Rectal Surgery 46 - 49 42
Dermato|og¥I 692 754 734
Dermatopathology 43 38 . 32
Emergency Medicine 1,028 1,181 1,156
Family Practice 7,652 7,592 7,513
Internal Medicine 17,948 18,377 18,031
Neurological Surgery 674 676 676
Neurology - 1,412 1,452 1,445
Nuclear Medicine 250 250 244
Obstetrics/Gynecology 4,613 4,611 4,591 -
Ophthalmology 1,565 1,566 1,543
Orthopedic Surgery 2,732 2,832 2,830
Otolaryngology . 1,087 ° 1,086 1,079
Patholl 2,775 2,664 2,598
Blogg ganking . .49 '
Forensic Pathology 48 60 65
Hematology . . 8
Neuropathology 95 87 83
Pediatrics 6,364 6,208 6,312
Pediatric Cardiolo? 151 167 178
Neonatal-Perinatal Medicine . 245 352
Physicial Medicine .
and Rehabiiitation 706 753. 781
Plastic Surgery : 417 442 411
Preventive Medicine, General 271 . 245 226
Aerospace Medicine . 49 ., | 68 58
Occupational Medicine 162 - 143 138
Public Health 51 32 36
CombinedGeneral Preventive ' .
Medicine/Public Health o 67 83
Psychiatry : 4,921 4875 5,077
Child Psychiatry 669 665 691
Radiology, Diagnostic 3,291 3,197 3,151
Radiology, Diagnostic ’
~ {Nuclear] 148 102 109
- Radiology, Therapeutic 499 536 546
Surgery 7,924 8254 - 8,183
Pediatric Surgery 26 25° 23
Vascular Surgery . : .. 30 57
Thoracic Surgery - 299 . 293 283
Urology : 1,046 1,049 1,030
Transitional Year 1,416 1,463 1,446
Total : © 75,084 76,411 76,324

_ *Number of positions offered as reported by grograrﬁ directors in the annuat

survey of residency pro?rams the previous Fall; does not include positions
W]

offered in programs newly accredited.
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programs which are open to PGY-1 candidates. A review
of the nonrespondent programs revealed a potential 533

additional PGY-1 positions. Thus, the total number of .

PGY-1 positions projected for July 1986 is 20,997. :

Unfilled Positions

" Hypothetically, the actual number of positions available
might be obtained after the academic year has begun by
calculating the sum of filled positions and budgeted unfilled
positions.. However, an analysis of the reports from program
directors reveals that unfilled positions tend to be withdrawn,
or at least are not reported.

Program directors were asked to report budgeted positions
unfilled as of September 1. Table 6 shows the number of
unfilled positions reported by program directors in 1983,
1984, and 1985. N.B.: This information was obtained
from program directors with a promise of confidentiality.
The names and/or locations of such programs will not be
released.

 Positions Withdrawn: Special Survey

Concern about the availability of positions in graduate
medical education programs persists in the medical
community, particularly among medical students. Rumors
of PGY-1 positions being withdrawn have heightened this

" concern. ‘To respond to the concern that available PGY-1

positions were decreasing, a special survey of residency
program directors was conducted during July of 1983,
1984, and 1985 to determine a) trends in the number of
positions open to PGY-1 candidates; b} the magnitude of
such trends; and c) the reasons for withdrawing positions, if
any were withdrawn.

The survey was sent to directors of all-programs in
specialties which may accept PGY-1 candidates. Analysis
of the responses plus information on the non-respondents
indicated that there were 2,832 programs which offered
PGY-1 positions in July 1985. 8f the programs which
offered PGY-1 positions 2,461 (87 percent) responded to
the special survey. The response rate was similar across
geographic regions and among the specialties.

In 1983, approximately 10 percent of programs withdrew
563 positions ?rom the PGY-1 pool. In 1984, 283 programs
(10 percent) withdrew 554 PgY-l positions. In 1985, 287
programs (10 percent) withdrew 544 PGY-1 positions. In
all three years, more than two-thirds of these positions
were withdrawn before the matching date of the National
Resident Matching Program (NRMP).

Table 5.—Number of PGY-1 Positions Offered July 1,

by Speciaity*

Specialty ’ ’ 1984 ~ 1985 1986
Anesthesiology 469 423 383
DermatologKA : 6 - 9 9
Emergency Medicine 225 257 267
Family Practice 2,540 2,521 2,506
Intemal Medicine 6,840 7,047 6,995
Neurological Surgery 53 49 53
Neurology 84 81 92
Obstetrics/Gynecology 1121 . 1,113 1,135
Ophthalmology 21 30 29
Orthopedic Surgery 294 323 318
Otolaryngology 96 119 96
Pathology : 631 603 605
Pediatrics 2,170 2,089 2,130

Physical Medicine .
and Rehabilitation 171 111 94
" Preventive Medicine 31 22 38
Psychiatry . 1,033 1,038 1,070
Radiology, Diagnostic © 409 370 334
Radiology, Therapeutic . 68. 62 48
Surgery 2,655 2,765 2,738
Urology 78 78 78
Transitional Year ) 1,416 - 1,463 1,446
Total . 20,411 20,573 20,464

*Number of positions offered as reported by program directors in the annual’

survey of residency pro?rams the previous Fall; does not include positions
offered in programs newly accredited.

In addition to these decreases of one or two positions
per program, there were programs which, because of a
change in structure between Fall 1984 and July 1985, no
longer take PGY-1 applicants. The change in the structure
of these programs eliminated about 209 PGY-1 positions

_for the 1985-1986 year.

[n 1983, 32 percent of programs withdrawing positions
cited “financiaf’)’ as the primary reason. In 1985, 16
percent of the programs withdrew positions for financial
reasons. The “absence of suitable applicants” was cited b
26 percent of the programs in 1983, but by only 1
percent of the programs in 1985. Programs that withdrew
one or two positions from the PGY-1 pool to appoint
applicants at the PGY-2 level numbered 67 (23 7percent) in
1983, but 145 (50 percent} in 1985. Table 7 gives the
primary reasons cited by program directors for withdrawing
PGY-1 positions. -

Of the number of PGY-1 positions reported in the Fall of
1984 to be offered in July 1985, three percent were
withdrawn, the same withdrawal percentage as reported in
1983 and in 1984.

Shared-Schedule Positions -
Approximately 10 percent of programs (472) reported
the availability of shared-schedule positions. Of this number,
72 percent were programs in family practice, internal
medicine, pediatrics, psychiatry, or child psychiatry. The
largest numbers of programs offering shared-schedule
positions were found in New York (51 programs),
Pennsylvania (39 programs), Massachusetts (36 programs),
Ohio (33 programs), California (32 programs), lllinois (27
programs), Michigan (24 programs), and Texas (22
programs). Programs which offer shared-schedule positions
la\r}d wish to be listed as such are so identified in Section

RESIDENTS IN TRAINING

Table 8 shows the number of residents “on duty
September 1” for three consecutive years. The counts
represent 97 percent of the programs for each year. The
number of residents increased 1,874 in 1983, and 2,728
in 1984; but decreased 611 in 1985. Decreases are noted
particularly in family practice, internal medicine, pathology,
and surgery.

Table 6.—Number of Budgeted Unfilled
Positions: 1983, 1984, and 1985

No. of

Unfilled
Year Positions
1983 T 2,126
1984 1,705

1985 1,696

Table 7.—Primary Reasons Cited for Withdrawing
PGY-1 Positions”

1983 1984 1985
No. of No.of No. of

Reason Programs % Programs % Programs %
Financial 95 32 7 25 47 16
Absence of suitable

applicant(s) 76 26 34 12 48 17
Position(s} filled by

PGY-Il applicant(s} 67 23 130 46 145 50
Decision to :

restructure program 12 4 12 4 " 4
Directive from . ) :

Residency Review ' )

Committee 10 3 . 16 6 8 3
Miscellaneous '

reasons ) 33 1 20 7 28 10
Total Programs 293 99 283 100 287 100

*Source: AMA Special Surveys: July 1983, July 1984, and July 1985.
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- The number of PGY-1 residents on duty is shown in
Table 9. The number of PGY-1 residents decreased 176 for
%ggg, increased 745 for 1984, and decreased 371 for

Women Residents :

The number and percent of women in residency programs
has been increasing steadily (Table 10). In the 1978 training
year, 19 percent of residents were women; by 1985, women
comprised 26 percent of all trainees. As recently as 1977,
over one-third of the specialties had no women among the
residents. In 1985 women were found in'all specialties
except vascular surgery. About two-ifths (39 percent) of
women residents were training in internal medicine or
pediatrics. Another 30 percent were training in obstetrics/
gynecology, psychiatry, or family practice. |

Foreign Medical School Graduates _

Information on medical school of graduation was provided
gy more than 99 percent of the programs reporting residents.

he number of foreign medical school graduates in residency
training in the United States has decreased by 828 persons
‘'since 1984. In 1985, the gercent of all residents who were
graduates of foreign medical schools decreased to 16.8
percent from 18 percent in 1984.

" The percentage of foreign medical school graduates in
specialty programs ranges from 1.6 percent in orthopedic
surgery, to 38.7 percent in nuclear medicine (Table 11).
Table 12 provides a comparison by region of foreign medical
school graduates for the years 1983, 1984, and 1985.
The number of foreign medical school graduates who are
US citizens decreased from 7,314 in 1984, to 6,868 in
1985, The percentage of foreign medical school graduates
who are US citizens remained at 55 percent (Table 13).

The number of new entry alien foreign medical graduates
has decreased significantly in the past six years primarily
because of amendments to the Immigration and Nationality
Act. After January 1978, alien foreign medical graduates
entering the US on exchange visitor visas to undertake
graduate medical education have been required to
demonstrate competence in English and to pass a visa
qualifying examination. US citizen foreign medical graduates
are required to pass FMGEMS prior to entering a residency

program. Fifty-nine percent of the 2,672 PGY-1 foreign. -

medical graduate residents on duty in 1985 were US citizens
(Table 1_4). ,

Race and Citizenship of Residents

Information on the ethnic background of residents on
duty in the 1985 year is shown in Table 15. The proportion
of residents who were Black non-Hispanic equalled 4.5
percent of all residents. Of these, 89 percent were graduates
of US or Canadian medical schools. Among foreign medical
graduates 30 percent were Asian or Pacific Islanders.

The number of Black non-Hispanic residents has
decreased by 184 persons. The percentage of all residents
who are Black has decreased from five percent to 4.5
Eercent (Table 16). For the distribution of Black residents

y specialty for the past three years sée Table 17.

Of those residents for whom citizenship was indicated,
92 percent were listed as US citizens. As reported above,
of foreign medical school graduates for whom citizenship
was reported, 55 percent were listed as US citizens. It
should be noted that some foreign medical graduates who
began the residency program as non-citizens may have

recently obtained US citizenship. There was some indication

from survey respondents to this effect. Over 99 percent of
US graduates were reported as US citizens.

TRANSITIONAL YEAR PROGRAMS .

As of July 1982, “flexible” first-year programs were
redesignated “transitional year” programs. These programs
are evaluated according to standards published in the
Requirements for Accredited Programs (Section II).

Table 8. —Number of Residents on Duty September 1,

‘ by Specialty*

Specialty 1983 1984 1985
Allergt‘and Immunology 273 258 276
Anesthesiology 3,588 3,894 4,025
Colon and Rectal Surgery 46 43 45
Dermatol i 757 782 745
Dermatopathology 34 23 27
Emergency Medicine 1,021 1,108 1,122
Family Practice ‘ 7,236 7,588 7,276
Internal Medicine 17,610 18,326 17,832
Neurological Surgery 666 688 704
Neurology . 1,323 1,408 1,386
Nuclear Medicine - 198 . 210 191
Obstetrics/Gynecology 4,631 4,621 4,630
Ophthalmology 1,672 1,569 1,561
Orthopedic Surgery - 2,714 2,854 2,817
Otolaryngology 1,061 1,047 1,094
Pathgg% ’ 2,472 2,470 . 2,358

Bl anking 29 34 32

Forensic Pathology ’ a3 35 49

Hematology ces ces 8

Neuropathology Y 47 . 47 C 4
Pediatrics - ' 6,140 6,091 6,088

Pediatric Cardiologm| 125 138 . 140

Neonatal-Perinatal Medicine e 231 325
Physical Medicine . ) ' .

and Rehabilitation 686 - 727 763
Plastic Surgery 407 430 405
Preventive Medicine, General - 195 198 196

Aerospace Medicine . 141 54 . 62

Occupational Medicine 86 87 106

Public Health 27 25 26

Combined General Preventive -

Medicine/Public Health 58 58

Psychiatry 4,456 4,643 4,809 -

Child Psychiatry 533 . 537 580
Radiology, Diagnostic 3,231 3,202 3,132
Radiology, Diagnostic

{Nuclear) - 97 - 88 74
Radiology, Therapeutic . 437 . 522 524
Surgery 7,882 8,207 8,070

Pediatric Surgery 32 27 24

Vascular Surgery .. 34 51
Thoracic Surgery . 301 291 285
Urology : 1,043 1,050 1,057
Transitional Year 1377 - 1,480 1,520
Total 72,397 75,125 74,514

Table 9.—Number of PGY-1 Residents on Duty
September 1, in Those Specialties Open to
Physicians With No Previous Postgraduate
Medical Training .

Specialty 1983 1984 1985
Anesthesiology 490 462 378
Dermatologxl| 12 6 7
Emergency Medicine 188 214 239
Family Practice . 2,342 2,412 2,346
Internal Medicine 6,372 6,759 6,557
Neurological Surger 41 . 41 48
Neurol%y roery 73 69 66
Obstetrics/Gynecology 1,035 1,056 1,064
Ophthalmology 26 24 22
Orthopedic Surgery 262 293 305
Otolaryngol 111 87 92
Patholggg o9y 549 515 451
Pediatrics 1,976 2,006 2,006
Physical Medicine

and Rehabilitation - 133 102 86
Preventive Medicine 33 9 : 4
Psychiatry : 712 912 982
Radiology, Diagnostic 342 319 305
Radiology, Therapeutic 48 35 39
Surgery 2,606 2,693 2,596 .
Urology - 93 69 75
Transitional Year - 1,350 1,456 1,500
Total 18,794 19,539 19,168
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A transitional year program is sponsored by at least two
accredited residency programs. The objective of the 12-
month curriculum is to provide a balanced medical education
in multiple clinical disciplines. : :

The survey of 191 transitional year programs (to which
97 percent responded) revealed 1,520 trainees. Of this
number, 12.7 percent (or 193) were graduates of foreign
medical schoof;. Sixty-six percent of the foreign medical
graduates in transitional year-programs were US citizens.
Information on transitional programs will be found in the
tables showing statistics for specialty programs.

OSTEOPATHIC PHYSICIANS IN ACGME
ACCREDITED PROGRAMS

The number of osteopathic residents in ACGME
accredited programs increased from 1,100 in 1983 to
1,277 in 1985. Of the osteopathic residents, 275 were in
104 federal programs which are also accredited by the
American Osteopathic Association. Osteopathic residents
were most frequently found in family practice, internal
medicine, obstetrics/gynecology, pediatrics, and psychiatry
(Table 18).

Of the hospitals involved in graduate medical education,
1,202 reported that osteopathic physicians are eligible for
appointment to the medical staff. Of these hospitals, 453
have appointed 1,557 osteopathic ihysicians in several
specialties, with the largest numbers having appointments
in family practice, internal medicine, pediatrics, and

obstetrics/gynecology.’ The number of osteopathic
physicians on staff in teaching hospitals for the past three
years is shown in Table 19. -

INSTITUTIONS AND AGENCIES PARTICIPATING
IN GRADUATE MEDICAL EDUCATION

The number of institutions and agencies identified as
offering a significant portion of training in graduate medical
education programs was 1,554. The 1985 survey brought
aresponse from 83 percent of the institutions and agencies
in graduate medical education.

Hospitals are not the only institutions involved in graduate
medical education. State medical examiners’ offices, blood
banks, ambulatory clinics, and mental health agencies also
regularly provide residency training. However, the majority
of graduate medical education institutions (1,338) are
hospitals. :

Table 20 shows the size and type of control of graduate
medical education institutions reported by chief executive
officers. The median size of such hbspitai; was 378 beds.
Eleven percent.of the institutions listed were under the
control of local governments or hospital district authorities;.
15 percent were state controlled; 10 percent were federal
institutions; 14 percent were church related institutions;
and 49. percent were other non-profit corporations or
agencies. One percent of the institutions fall into the
miscellaneous category.

It is not a requirement that institutions have a formal

Table 10.—Number of Women Residents and Percent of All Women
on Duty September 1, by Specialty

Total S 17,566 10

1983 1984 1985
- 14 A A =\ r A
Lo : No. % of No. %ot No. % of
Specialty ) Women Women Women Women Women . Women
Allerg{l and Immunology . 70 0.4 67 04 76 04
Anesthesiology 717 4.1 750 4.0 766 3.9
Colon and Rectal Surgery 3 L 3 S 5 S
Dermatolog#' 284 .16 294 1.6 297 1.5
Dermatopathology ) 6 Lt 5 L ] Lt
Emergency Medicine ) 193 11 225 1.2 242 1.2
Family Practice 1,655 9.4 1,789 9.6 1,891 9.7
Internal Medicine . 4,142 23.6 4,432 23.8 4,605 23.5
Neurological Surgery 37 0.2 40 - 0.2 45 0.2
Neurology . 290 1.7 343 18 339 1.7
Nuclear Medicine 41 0.2 55 0.3 45 0.2
Obstetrics/Gynecology 1,692 9.6 1,784 9.6 1,927 9.9
Ophthalmology . 290 1.7 281 1.5 302 1.5
Orthopedic Surgery 98 0.6 99 0.5 119 0.6
Otolaryngology 111 0.6 120 0.7 128 0.7
Pathglg(% - 841 48 858 - 4.6 847 4.3

Bl anking 13 0.1 1 0.1 16 0.1

Forensic Pathology . 9 0.1 -.10 Lot 8 Lo

Hematology ' 2

Neuropathology 12 0.1 8 L 13 0.1
Pediatrics -+ 2,853 16.2 2,859 15.4 3,002 15.4

Pediatric Cardiolo?KA 26 0.1 30 0.2 31 0.2

Neonatal-Perinatal Medicine ce. 82 0.4 -126 0.6
Physical Medicine

and Rehabilitation 228 . 1.3 214 1.2 204 1.0
Plastic Surgery 45 0.3 57 0.3 51 0.3
Preventive Medicine, General . 59 0.3 66 0.4 65 03

Aerospace Medicine 0 S 5 I 4 Lt

Occupational Medicine’ 19 01 25 0.1 30 0.2

PublicHealth . 10 0.1 10 L 10 L

Combined General Preventive . .

Medicine/Public Health e ... 18 0.1 .2 0.1
Psychiatry 1,608 9.2 1,678 9.0 1,840 9.4

Child Psychiatry - 227 1.3 260 14 274 14
Radiology, Diagnostic 701 4.0 686 3.7 691 3.5
Radiology, Diagnostic :

(Nuclear) 23 0.1 25 - 0.1 24 0.1
Radiology, Therapeutic - 99 0.6 125 0.7 121 0.6
Surgery : ’ ' 807 4.6 909 . 49 954 4.9

Pediatric Surgery 6 L 6 A 4 Lt

Vascular Surgery, .. s 0 . 0 S
Thoracic Surgery 13 0.1 17 0.1 12 0.1
Urology - 31 0.2 40 0.2 49 0.3
Transitional Year 307 1.7 317 1.7 370 1.9

0.0 18,603 99.8 19,562 99.8

- *Less than 1/10th percent.
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relationship with a medical school in order to have an
accredited residency program, although 95 percent of the
institutions have some type of relationship. The types of
institution/medical schoorrelationships are designated as
major, limited, or.graduate only. Fifty-one percent of the
institutions have a major relationship with a medical school.

_ SUMMARY

The annual surveys of residency programs on which the
statistical report is based have had a higher than 95 percent
response for the past four years. ’ ' .

The number of accredited programs increased in 1984
and agaijn in 1985, primarily as a result of the accreditation
of additional subspecialty programs.

Discussions about the sources and methods of financing
graduate medical education may have an impact on the
number and the size of programsin the near future:

The count of available residency positions is a fluid
entity and seems to be dependent upon many factors, one
of which appears to be the number of qualified candidates

‘seen by program directors.

he number of PGY-1 positions has not changed
significantly over the past three years. The number of
reported unfilled positions, including EGY-I unfilled positions,
has been declining since 1983.
The special survey of PGY-1 programs conducted for the
past three years reveals that about 10 percent of programs

residents has decrease

withdrew positions between October and July. However,
another group of programs (some of which are new) added
to the number of positions offered.

- The primary reason cited for withdrawing positions has
changed. In 1983, “financial” was cited by 32 percent of

‘program directors. In 1985, despite the national discussions
about financing medical education, a financial reason was

cited by only 16 percent of program directors. Reasons
related to candidates, i.e., “absence of suitable candidate”
and giving the position to an “applicant at the PGY-2 or
higher level,” were cited by 49 percent of program directors
in 1983, and by 67% in 1985. :

The total number of residents on duty (exclusive of
newly accredited subspecialties) has increased in 1983 and

" in 1984, but decreased in 1985. Decreases were noted in

family practice, internal medicine, pathology, and surgery.

The number of new entry residents (PGY-1) decreased in
1983 (when the number of US graduates had decreased),
increased in 1984, and decreased again in 1985.

Forty-two percent of residents were training in family
practice, internal medicine, or pediatrics. This statistic has
not changed significantly over the past three years.

The number and percent of women in residency programs
continues to increase, as it has fot the past several years.

Both the number‘and percent of foreign medical graduate

cf) in.1985. The percent of foreign
medical graduates who are US citizens remained at 55

Table 11.—Number of Foreign Medical Graduates (FMGs) on Duty
September 1, and Percent of Residents in Specialty Who Are FMGs

1983 1984 1985
s A Ve A N\ / A N
No. Y% of No. % of ’ No. % of
Specialty . i FMGs FMGs FMGs FMGs FMGs FMGs
AIIergnand Immunology . 56 211 54 209 : 51 . 18.5
Anesthesiclogy- . 743 20.7 670 17.2 554 138
Colon and Rectal Surgery 12 26.1 12, 29.3 10 222
Dermatolog{i C 49 6.3 47 6.0 : 47 63 ,
Dermatopathology . ) 5 147 6 26.1 3 11.1
Emergency Medicine . 52 5.2 66 6.0 47 4.2
Family Practice 932 129 976 13.2 938 129
Internal Medicine 3,748 213 . 4,051 223 3,803 21.3
Neurological Surgery 72 111 61 8.8 51 7.2
Neurology ) 288 22.1 386 27.4 356 25.6
" Nuclear Medicine 59 30.6 72 355 74 38.7
Obstetrics/Gynecology 678 14.7 573 124 467 10.1
Ophthalmology 55 3.6 59 3.8 51 3.3
Orthopedic Surgery - 86 3.2 64 2.3 46 1.6
Otolaryngology 102 9.7 51 4.9 43 3.9
Patholo: ‘ 658 26.7 659 26.8 670 28.4

Bloog Eanking ' 10 © 345 5 147 7 21.9

Forensic Pathology : 8 24.2 7 20.0 18 36.7

Hematology .. o c. . 2 25.0

Neuropathology 15 341 15 34.1 13 31.7
Pediatrics 1,635 27.0 1,687 . 280 1,709 28.1

Pediatric Cardiolo?xn ' 28 22.4 25 18.1 33 23.6

‘Neonatal-Perinatal Medicine. ce. 73 33.8 103 31.7
Physical Medicine . . .

and Rehabilitation 277 40.4 242 34.0 227 29.7
Plastic Surgery . 65 - 16.0 51 . 11.9 47 11.6
Preventive Medicine, General ' 21 10.8 29 146 15 7.6

Aerospace Medicine 2 4.9 3 55 4 6.4

Occupational Medicine 16 18.6 16 184 18 17.0

Public Health - 8 29.6 6 240 5 19.2

Combined General Preventive

Medicine/Public Health ... L. 4 6.9 9 15.5
Psychiatry : "1,267 28.6 1,308 28.7 | 1,370 28.5

Child Psychiatry ) 152 28.8 153 294 160 27.6
Radiology, Diagnostic Co ~ 324 103 272 86 236 75
Radiology, Diagnostic )

(Nuclear, " 113 12 136 - 12 16.2
Radiology, Therapeutic -~ 121 28.6 117 22.5 88 16.8
Surgery 1,183 15.1 1,075 131 870 10.8

Pediatric Surgery 2 6.3 2 7.4 0 ces

Vascular Surgery . s 0 s 2 .39
Thoracic Surgery . : 39 13.0 29 9.9 28 9.8
Urol 206 .19.8 176 169 - 130 12.3
Transitional Year ' 236 1741 223 15.1 . 193 12.7
Total . : 13,221 18.4 13,337 17.9 12,509 16.8




98 STATISTICAL REPORT

percent, although the number and percent of PGY-1 US
citizen foreign medical graduates has declined. The new
test for foreign medical graduates to establish eligibility for
appointment to a residency could result in further decreases
in the number of foreign medical graduate residents.

The number and percent of Black non-Hispanic residents
declined slightly in 1985.

Graduates of osteopathic medical schools in ACGME

programs continues to increase. This increase is seen in
non-federal programs. B
The numger of institutions involved in graduate medical
education remains about the same as for the past three
ears, although the number of institutions which are not
ospitals has increased since 1983. Ninety-five percent of
these institutions have some type of affiliation with a. US
medical school.

Table 12.—Number and Percent of FMG Residents on Duty
September 1, by Geographic Location of Program

1983 1284 ) 12?5
4 14 N ' . N
Total ’ % of Total " % of Total Y of

Region/State FMGs FMGs FMGs FMGs FMGs FMGs

NEW ENGLAND 742 14.1 774 14.2 712 13.2
Connecticut . 332 229 379 245 363 23.7
Maine -8 5.3 9 58 7 4.5
Massachusetts . 325 11.0 315 10.4 270 9.0
New Hampshire ' : 6 38 3 1.9 5 3.1
Rhode Island 65 17.3 62 15.8 60 16.4
Vermont ) 6 3.5 6 3.4 7 4.2

MIDDLE ATLANTIC 6,094 35.7 6,226 34.9 5,788 32.8
New Jersey 1,224 64.0 1,261 59.5 1,081 55.7
New York 4,028 38.2 4,148 379 3,948 36.2
Pennsylvania 842 18.2 817 17.2 759 15.8 -

EAST NORTH
CENTRAL 2,543 20.0 2,672 20.1 2,399 18.4
Hlinois . 1,035 25.7 1,136 27.0 984 24.3
Indiana - 38 4.2 42 4.5 40 4.3
Michigan ) 711 239 740 23.7 676 21.8
Ohio 651 18.2 645 17.0 566 15.0
Wisconsin 108 8.9 109 8.9 133 11.1

WEST NORTH ’

CENTRAL : 528 104 529 10.2 513 101
lowa : ) 41 6.0 42 6.0 45 6.6
Kansas 69 115 60 10.2 48 8.2
Minnesota ’ 7 4.7 95 58 102 6.5
Missouri : 271 16.0 250 14.6 234 *143
Nebraska 51 15.8 58 16.3 61 15.1
North Dakota 13 15.7 17 17.7 19 ©17.9
South Dakota 6 7.2 7 7.6 4 5.0

SOUTH ATLANTIC .. 1,353 12.9 1,327 12.0 1,193 10.9
Delaware 36 234 47 29.0 35 211
District of Columbia 255 16.0 250 15.1 201 12.5
Florida } ‘ 386 21.7 3N 19.4 299 17.7
Georgia : 75 6.3 86 6.7 85 6.3
Maryland . 394 22.4 379 19.8 368 189
North Carolina 73 48 69" 4.2 66 . 41
South Carolina 22 3.2 34 4.6 34 49
Virginia . 68 48 70 4.8 57 39
West Virginia 44 10.7 51 1.9 48 - 10.8

EAST SOUTH .

CENTRAL 300 9.9 295 8.0 278 8.8
Alabama 50 6.3 59 7.0 65 7.7
Kentucky 80 11.9 69 9.6 66 9.1
Mississippi 19 5.5 18 49 15 4.5
Tennessee : 151 124 149 11.0 132 104

WEST SOUTH
CENTRAL 590 9.2 580 8.6 527 77
Arkansas ) 8 2.1 17 4.1 19 4.5
Louisiana 200 14.9 183 13.2 143 104
Oklahoma ‘ : 66 10.5 58 - 8.7 54 83
Texas . 316 78 322 75 311 7.0

MOUNTAIN 100 43 105 4.5 120 5.1
Arizona « | . 51 6.7 48 6.6 53 7.1
Colorado 27 29, 26 29 24 26
Montana o 0 s 0 Lo 0 ..
New Mexico 6 2.6 18 7.4 23 9.1
Utah - 15 43 12 29 17 ' 41
Wyoming 1 25 1 24 3 7.7

PACIFIC 702 8.0 713 7.8 674 74
Alaska 0 Lo 0 .. 0 ..
California 628 9.1 648 89 595 8.2
Hawaii 17 - 47 15 41 19 54
|daho - { . 0 e 0 .. 0 ..

" ‘Nevada - 10 12.7 9 11.2 7 7.7
Oregon . 25 . 5.0 25 5.2 28 57
Washington 22 2.5 16 1.7 i 25 2.8

TERRITORY 269 35.0 304 ) 35.9 305 35.8
Puerto Rico 269 35.0 304 35.9 305 35.8

" 184 16.8

Total ] 13,221

13,526 - 18.0 12,509
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Table 13.—Number of US Citizen FMGs on Duty
September 1, by Specialty

Specialty 1983 1984 1985
Allergy and Immunology 29 25 29
Anesthesiology 340 359 338
Colon and Rectal Surgery - 7 5 4
Dermatolog& 21 22 20
Dermatopathology 1 2 3
Emergency Medicine 40 54 37
Family Practice 736 804 768
Internal Medicine 2,214 2,315 2,116
Neurological Surgery 44 33 27
Neurology 94 156 161
Nuclear Medicine 21 29 39
Obstetrics/Gynecology 420 373 324
Ophthalmology 39 37 31
Orthopedic Surgery 61 48 34
Otolaryngology 57 32 33
Pathol 256 241 234
Bloﬁ Eanking 4 2 5
Forensic Pathology "4 7 14
Hematology 2
Neuropathology 5 3 6
Pediatrics 646 750 787
Pediatric Cardiol XA 8 12 13
Neonatal-Perinatal Medicine 29 37
Physical Medicine }
and Rehabilitation 139 139 | 135
Plastic Surgery 46 32 28
Préventive Medicine, General 6 9 9
Aerospace Medicine 2 1 3
Occupational Medicine 5 6 8
Public Health 2 2 3
CombinedGeneralPreventive
Medicine/Public Health e 3 6
Psychiatry : 518 610 640
hild Psychiatry 72 72 72
Radiology, Diagnostic 185 17 126
Radiology, Diagnostic
(Nuclear) 4 7 10
Radiology, Therapeutic 36 41 32
Surgery 663 632 504
Pediatric Surgery 1 2 0
Vascular Surgery c 0 1
Thoracic Surgery 17 12 10
Urology 112 113 92
Transitional Year 135 124 127
Total 6,990 7,314 6,868

99

Table 14.—Number of PGY-1 FMG Residents on Duty
Septembt_er 1, 1985 by Citizenship and Specialty

. - Us. NonU.S. B
Specialty Citizen Citizen Total
Anesthesiolﬁy ) 10 9 19
Emergency Medicine 2 0 2
Family Practice 201 ‘56 257
Internal Medicine 697 415 1,112
Neurological Surgery 0 2 -2
Neurol%y A . 3 10 13
Obstetrics/Gynecology - 35 15 50
Orthopedic Surgery 4 0 4
Pathology 50 100 . 150
Pediatrics 246 228 474
Physical Medicine

and Rehabilitation 7 3 10
Preventive Medicine 0 1 1
Psychiatry 105 125 230
Radiology, Diagnostic 3 2 5
Radiology, Therapeutic 0 2 2
Surgery 88 74 162
Transitional Year - 118 61 179

1,103 - 2,672

Total 1,569

Table 15.—Number of Residents on Duty September 1, 1985
by Type of Medical School and Ethnic Background

School of Medical Education

. US and Osteo-
Ethnic Background Canadian  Foreign pathic Total

Black (Non Hispanic) 2,948 356 ° 18 - 3,322
American Indian or . oo

Alaskan Native . 105 19 4 128
Mexican American 536 192 3- 731
Puerto Rican 936 356 0 1,292
Other Hispanic 465 1,049 5 1519
Asian or Pacific

Islander 1,880 3,716 22 5618
White (Non Hispanic) 53,470 6,789 1,189 . 61,448
Total 60,340* 12,477 °  1,241* .74,058"

*This total is less than that reported in other tables because a few program
directors responding to the survey did not provide information on ethnic

background of all residents.
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Table 16.—Ethnic Background of Residents
~ on Duty September 1
1983 1984 1985
Ethnic Background - Totals Totals Totals
Black (Non Hispanic) 3,379 3,506 3,322
American Indian or '
Alaskan Native 111 130 128
Mexican American . 743 750 731
Puerto Rican - 1,343 1,385 1,292
Other Hispanic 1,587 1,587 1,519
Asian or Pacific . .
Islander 5,632 5,709 5,618
White (Non Hispanic) 58,576 61,018 61,448
Total ’ : 71,371*  74,085* 74,058*

*This total is less than that reported in other tables because a few program
directors responding to the survey did not provide information on ethnic

background of all residents.

Table 17.—Number of Black Residents on Duty
September 1, by Specialty

Specialty 1983

1984 1985
Allergy and Immunology 6 8 5
Anesthesiology » 130 144 156
Colon and Rectal Surgery 0 0 2
Dermatology 29 29 21
Dermatopathology : 3 0 0
Emergency Medicine 52 61 81
Family Practice 298 315 336
Internal Medicine 898 919 809
Neurological Surgery 17 15 13
Neurology 34 33 45
Nuclear Medicine 5 3 5
Obstetrics/Gynecology 408 438 405
Ophthaimology 62 48 47
Orthopedic Surgery 90 53 90
Otolaryngology . .30 32 26
Pathol 51 87 55
Blogg Eanking 0 1 4
Forensic Pathology . 1 1 5
Hematology . S 0
Neuropathology 0 2 0
Pediatrics 378 356 370
Pediatric Cardiology 1 5 1
Neonatal-Perinatal .
Medicine 12 15
Physicial Medicine
and Rehabilitation 34 26 31
Plastic Surgery 20 8 9
Preventive Medicine, General 13 13 1
Aerospace Medicine .3 4 0
Occupational Medicine 2 3 8
Public Health 0 1 2
Combined General Preventive .
Medicine/Public Health K 5. 1.
Psychiatry 231 193 244
Child Psychiatry 28 27 28
Radiology, Diagnostic 1 99 85
Radiology, Diagnostic
{Nuclear) © 3 4 3
Radiology, Therapeutic 11 31 16
Surgery - 308 404 274
Pediatric Surgery 2 -2 0
Vascular Surgery e 1 0
Thoracic Surgery 7 16 14
Urology . 45 27 34
Transitional Year . 68 80 4l
Total 3,379 3,506

Table 18.—Number of Osteopathic Graduates on Duty
September 1 in Residency Programs Accredited

by the ACGME*

Speclalty 1983 1984 1985
Allergy and Immunology 4 6 5
Anesthesiology ’ 70 57 79
DermatologxlI ' 13 17 16
Emergency Medicine 48 - 46 48
Family Practice 195 231 318
Intemnal Medigne 227 258 288
Neurological Surgery 1 -
Neurology 34 37 37
Nuclear Medicine 6 1 1
Obstetrics/Gynecology 83 78 77
Ophthalmology 15 11 13
Orthopedic Surgery 20 18 20
Otolaryngology 14 10 7
Pathology 25 32 28
Pediatrics 67 79 73

Neonatal-Perinatal Medicine e 1 2
Physical Medicine

and Rehabilitation 32 34 44
Plastic Surgery 0 0 1
Preventive Medicine, General 3 5 2

Aerospace Medicine 1 9 8

Occupational Medicine 5 5 2

Public Health 2 3 2

CombinedGeneralPreventive

Medicine/Public Health ce. 1 3

Psychiatry 81 81 94

Child Psg:hiatry 12 12 14
Radiology, Diagnostic 46 41 27
Radiology, Diagnostic

(Nuclear) 3 2 1
Radiology, Therapeutic 7 K] 9
Surgery 14 14 6
Thoracic Surgery 2 2 2
Urol : 19 17 12
Transitional Year 41 23 38
Total 1,100 1,133 1,277

*Federal programs are accredited by the American Osteopathic

Association, as well as by the ACGME.

Table 19.—Number of Osteopathic Physicians on Medical Staff

of Hospitals Participating in Residency Training .

Speciaity 1983 1984 1985
Allergy and Immunology 1 1 1
Anesthesiology 48 47 47
Dermatologx/I 6 6 . . 6
Emergency Medicine 37 37 37
Family Practice 618 634 607
Internal Medicine 416 414 413
Neurological Surgery 4 4 4
Neurology 13 13 14
Obstetrics/Gynecology 100 100 100
Ophthalmology 17 15 15
Orthopedic Surgery 20 19 19
Otolaryngology 6 6 6
Pathology 6 6 6
Forensic Pathology 3 .3 3
Pediatrics 119 120 119
Physical Medicine
and Rehabilitation 16 15 15
Preventive Medicine, General 5 5 5
Aerospace Medicine 1 1 1
Occupational Medicine 2 2 2.
Public Health 2 2 2
Psychiatry 77 74 73
Child PsBchiatry 3 3 3
Radiology, Diagnostic 27 26 26
Radiology, Therapeutic 4 4 4
Surgery 27 27 27
Thoracic Surgery 1. 1 1
Urology - . 1 1 1
Total 1,580 1,586 1,557
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Table 20.—Number of Institutions and Agencies Participating in Graduate Medical Educationin 1985,

by Size and Type of Control
Number of Beds
800 No.o! -
) Less Than or Beds Not
Control 200 200-399 400-599 600-799 More Applicable Total
Local 27 44 28 17 - 9 43 168
State 52 37 29 18 26 . 65 227
Federal 26 37 38 25 22 12 160
Church . 17 91 66 23 18 2 217
Other Non-| Proflt 148 227 182 68 45 86 756
Miscellaneous 9 3 5 1 0 8 26

Total




NOTES




Section IV

DIRECTORY OF ACCREDITED PROGRAMS

This Section of the Directory contains the list of
residency programs accredited as of December 31,
1985 by the Accreditation Councilfor Graduate Medical
Education (ACGME), except those programs for which
accreditation ends June 30, 1986.

The programs are listed by specialty under the state
and city of the parent institution. Indented under the

title of the program are the participating institutions

at which the resident receives a significant portion of
the training. The name and address of the program
director follows. Other information on each program
includes the number of years of training accredited by
the ACGME, the average daily census, annual
admissions, or other appropriate data to indicate the
volume of clinical experience available to the trainee.
(A key to the abbreviations may be found at the bottom
of each page and in Appendix E.)

Also given for each program are the total number of
positions for 1986-1987 (indicating the size of the
program), and the number of postgraduate year one
(PGY-1) positions for 1986-1987 as reported by the
program director. Programs which show zero PGY-1
positions presumably do not accept applicants without
prior graduate medical training.

Every effort has been made to assure an accurate
and current listing of programs. However, because
there is a time lag involved in publication, it is important
that candidates interested in a particular program obtain
the most current information about the program by
writing to the program director: Programs which did
not respond to the survey are identified by the symbol
. Such programs show zero positions. Other
information on these programs may be outdated.

Graduates of schools not accredited by the Liaison
Committee on Medical Education should read carefully
pages 4 and 5 of Section 1 before applying to a program.

1
Transitional Year Programs .

Transitional year programs were designed to give a
broad clinical experience for physicians who feel that
such experience will best serve the purpose of
subsequent graduate education in their fields; and
physicians who have not yet decided on their specialty
but may wish to choose among several fields. The

Special Requirements for a transitional year program -
_ will be found in Section II. (Persons who want

information about the accreditation of Transitional
programs should’ write to: Secretary for the Committee
on Transitional Programs, 535 North Dearbom Street,
Chicago, IL 606 10.) :

Combined Medicine/Pediatrics Programs
Combined medicine/pediatrics programs may be
found in Appendix A. These programs offer two years

- of medicine and two years of pediatrics. Training in

these combined programs is acceptable to both the
American Board of InternalMedicineand the American
Board of Pediatrics toward certification. Neither the
Residency Review Committee for Internal Medicine
nor the Residency Review Committee for Pediatrics
reviews the combined programs. The RRC for Internal
Medicine does review and accredit the internal medicine
residencies, and the RRC for Pediatrics reviews the
pediatrics residencies, which are a part of the combined
programs. The combined programs are not accredited
by ACGME as such.

U.S. Armed Forces Programs
Residency programs which are sponsored by the
U.S. Armed Forces may have specific entrance
requirements. Persons considering such programs are
referred to page 5 in Section ] of this DIRECTORY.

National Institutes of Health Programs
Programs conducted at the National Institutes of
Health (NIH) Clinical Center in Bethesda, Maryland
are usually open only to advanced level trainees.

Programs With Shared-Schedule Positions

Some programs have positions which may be shared
by two individuals. Each of the trainees serves part-
time in the residency position. The programs which
have shared-schedule positions are identified in the
listing by a symbol following the name of the program.

Length of Program
Each program has been accredited to offer a given
number of years of training in the specialty. The length,
i.e., number of years, given in this DIRECTORY is
that reviewed and accredited by the Residency Review
Committee. A program director may choose to enhance
the program with an additional year of training.

Institutions Listed for Programs
The hospitals and other institutions where residents
will spend a significant period of time are listed for
each program. Hospitals and other institutions which
are the site of brief rotations (that is, less than one-
sixth of the program length) are not included.

Programs—No Information
Programs for which updated information was not
provided show zero posntlons and are identified by the
symbol } -
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. CALIFORNIA

La Jolla
Scripps Clinic and Research Foundation Program

Scripps Clinic and Research Foundation
Program Director:

Ronald A Simon, MD

Donald D Stevenson, MD

Scripps Clinic and Research Foundation

10666 N Torrey Pines Rd

LaJollaCA 92037
Length: 2 Year(s); Total Positions:2 (PGY1:0)
OPV-P 0; OPV-A 0; OPV-M 5,000; OPV-CI 400

Los Angeles
Hospital of Los Angeles Prog
Chrldrens Hospital of L.os Angeles
Program Director:
Joseph A Church, MD
Childrens Hospital of Los Angeles
4650 Sunset Bivd
Los Angeles CA 90027
Length: 2 Year(s); Total Positions:2 (PGY1:0)

OPV-P 5,000; OPV-A 500; OPV-M 500; OPV-Ci 500

Kaiser Permanente Medical Center Program
Kaiser Permanente Medical Center (Los Angeles)
Program Director:
James Easton, MD
Kaiser Foundation Hospital
4867 Sunset Bivd
Los Angeles CA 90027
Length: 2 Year(s); Total Positions:2 (PGY1:0)
OPV-P 0; OPV-A 0; OPV-M.10,000; OPV-CI 450

Los Angeles County-U S C Medical Center Program
Los Angeles County-U S C Medical Center
Program Director:
Zack H Haddad, MD X
Los Angeles County-U S C Medical Center
1129 N State St
Los Angeles CA 90033
Length: 2 Year(s); Total Positions:2 (PGY1:0)
OPV-P 0; OPV-A 0; OPV-M 0; OPV-CI 0

U C L A Hospital and Clinics, Center for the Health
Sciences Program

U C L A Medical Center
Program Director:

E Richard Stiehm, MD

Andrew Saxon, MD

U C L. A Center for the Health Sciences

Dept of Allergy/immunology !

Los Angeles CA 90024
Length: 2 Year(s); Total Positions:5 (PGY1:3)
OPV-P 2,620; OPV-A 1,200; OPV-M 4,220; OPV-CI 400

West Los Angeles V A i ion Medical
Center (W th Division) Prog
Waest Los Angeles Veterans Admin Med Ctr
(wadsworth Div)
Program Director:

William B Klaustermeyer, MD
West Los Angeles Veterans Admin Med Ctr
{Wadsworth Dlv)
Allergy/lmmunology Sec691/111 R
Los Angeles CA 90073
Length: 2 Year(s); Total Positions: 2 (PGY1 0)
- OPV-P 1,200; OPV-A 4,600; OPV-M 400; OPV-CI 200 -

ALLERGY/IMMUNOLOGY

Orange .

P> University of Calitornia (irvine) Program
University of California (Irvine) Medical Center
VA Med Ctr (Long Beach)

Program Director:

Sudhir Gupta, MD

Univ of California, Irvine Medical Center

Dept of Medicine

IrvineCA 92717
Length: 2 Year(s), Total Positions:0 (PGY1:0)
OPV-P 1,955; OPV-A 2,426; OPV-M 0; OPV-C| 208

Sacramento
University of California (Davis) Program %
Univ of California (Davis) Med Ctr, Sacramento
Progrem Director:
M Eric Gershwin, MD

School of Medicine, Sect Rheumatology-Allergy, T B 192

Univ of California (Davis)

Davis CA 95616
Length: 2 Year(s); Total Positions:2 (PGY1:0)
OPV-P 28,000; OPV-A 750; OPV-M 42,000, OPV-CI 500

San Diego
University Hospital, U C Medical Center Program
U C S D Medical Center
Program Director:
Robert N Hamburger, MD
School of Medicine-M-009-D, Ped
Immunology/Aftergy Div
U C S D Medicai Center
LaJollaCA 92093
Length: 2 Year(s); Total Positions:4 (PGY1:0)
OPV-P 0; OPV-A 0; OPV-M 4,000; OPV-CI 60

San Francisco
Kaiser Foundation Hospital Prog

Kaiser Foundation Hospnal (San Francisco)
Program Director:

Donald F German, MD

Kaiser Foundation Hospital

2425 Geary Bivd '

San FranciscoCA 94115
Length: 2 Year(s); Total Positions:2 (PGY1:0)
OPV-P 0; OPV-A 0; OPV-M 10,818; OPV-CI 50

University of California (San Francisco) Program

Med Ctr at the Univ of California San Francisco
Program Director:

Oscar L Frick, MD

Edward J Goetzl, MD

Univ of California, San Francisco

Dept of Medicine U-332

SanFranciscoCA 94143
Length: 2 Year(s); Total Positions:6 (PGY1:0)
OPV-P 1,200; OPV-A 0; OPV-M 480; OPV-CI 400

Stanford

) Stanford University Program

Stanford University Hospital
Program Director:

Norman J Lewiston, MD

Children’s Hospital at Stanford

520 willow Rd

Palo Alto CA 94304
Length: 2 Year(s), Total Positions:3 (PGY1:0)
OPV-P 1,600; OPV-A 700; OPV-M 0; OPV-CI 200

Torrance
Los Angeles County-Harbor-U C L'A Medical Center
Program A

Los Angeles Cnty-Harbor-U C L. A Med Ctr
Program Director:

Gildon N Beall, MD -

Los Angeles County-Harbor-U C L. A Medical Center
1000 W Carson St
Torrance CA 90509 |
Length: 2 Year(s); Total Positions: 1 (PGY1:0)
OPV-P 2,000; OPV-A 1,800; OPV-M 0; OPV-CI 500

Los Angeles County-Harbor-U C L A Medical Center
Program B
L.os Angeles Cnty-Harbor-U C L. A Med Ctr
Program Director:
Douglas C Heiner, MD
Los Angeles County-Harbor-U C L A Medical Center
1000 W Carson St
Torrance CA 90509
Length: 2 Year(s); Total Positions:2 (PGY1:0)
OPV-P 2,000; OPV-A 1,300; OPV-M 3,300; OPV-CI 500

. COLORADO
Aurora
Fitzsimons Army Medical Center Program
Fitzsimons Army Medical Center
Program Director: :
Col Harold S Nelson, MD
Fitzsimons Army Medical Center
Allergy/immunology Service
AuroraCO 80045
Length: 2 Year(s); Total Positions: 6 (PGY1:0)
OPV-P 2,900; OPV-A 6,200; OPV-M 0; OPV-CI 50

Denver
University of Colorado Program A
University of Colorado Health Sciences Center
National Jewish Ctr for Immunology and
Respiratory Disease
Program Director: -
J Roger Hollister, MD
Robert C Strunk, MD
National Jewish Hospital/National Asthma Center
:3800 E Coifax Ave
Denver CO 80206
Length: 2 Year(s); Total Positions: 12 (PGY1: 0)
OPV-P 2,153; OPV-A 4,113; OPV-M 6,276; OPV-CI 178

University of Colorado Program B
University of Colorado Health Sciences Center
National Jewish Ctr for Immunology and
Respiratory Disease
Program Director:
Henry N Claman, MD
Charles Kirkpatrick, MD
National Jewish Center
1400 Jackson St
Denver CO 80206
Length: 2 Year(s), Total Positions:9 (PGY1:0)
OPV-P 1,500; OPV-A 3,000; OPV-M 3,000; OPV-CI 800

D.C.

Washington
Children's Hospital National Medical Center Program

Children’s Hospital Nauonal Medical Center
Program Director:

R Michaet Sly, MD

Children's Hospital National Medical Center

111 Michigan Ave, N W

Washington DC 20010
Length: 2 Year(s); Total Positions:3 (PGY1:0)
OPV-P 3,488; OPV-A 250; OPV-M 0; OPV-CI 90

P> Information Not Provided PGY1 = Positions Oper] to Applicants with No Previous Graduate Medical Training v Shared-Schedule Positions Available

OPV-P = Outpatient Visits Pediatric; OPV-A =

Visits Adult; OPV-M = Outpatient Visits Mixed; OPV-Cl =

Outpatient Visits-Clin. Immunology
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D. C. cont'd
Washington cont'd

Walter Reed Army Medical Center Program
Walter Reed Army Medical Center
Program Director:
Col Richard J Summers, MD
Walter Reed Army Medical Center
Allergy/immunology Service
WashingtonDC 20012
Length: 2 Year(s); Total Positions:8 (PGY1:0)
OPV-P 6,400; OPV-A 9,100; OPV-M 7,300; OPV-CI 1,200

L o L :I
Georgetown University Hospltal
Program Director:
Joseph A Bellanti, MD \
Robert T Scanion, MD
Georgetown University Hospital
3800 Reservoir Rd, NW
Washington DC 20007
Length: 2 Year(s); Total Positions: 0 (PGY1 0)
OPV-P 0; OPV-A 0; OPV-M 2,000; OPV-CI 600

pHoward University Program
Howard University Hospital
District of Columbia General Hospital
Program Director: .
Floyd J Malveaux, MD
Howard University Hospital
2041 Georgia Ave, N W
Washington DC 20060
Length: 2 Year(s); Total Positions: 0 (PGY1 0)
OPY-P 2,500; OPV-A 2,036; OPV-M 0; OPV-Cl 40

FLORIDA
Tampa
University of South Florida Program
James A Haley Veterans Hospital
University of South Florida Medical Clinics
Program Director: . . .
Richard F Lockey, MD
Univ of South Florida College of Medicine
12901 N 30th St
TampaFL 33612
Length: 2 Year(s); Total Positions: 2 (PGY1 (/)
OPV-P 1,000; OPV-A 3,000; OPV-M 6,000; OPV-CI 600

GEORGIA

Augusta
Medical College of Georgia Progrem

Medical College of Georgia Hospnal and Clinics
Progrsm Director:

Betty B Wray, MD * (

Dept of Pediatrics and Medicine

Med Coll of Georgia, C J 141

Augusta GA 30912
Length: 2 Year(s); Total Positions: 3 (PGY1:0)
OPV-P 0; OPV-A 0; OPV-M 7,400; OPV-Ci 850

ILLINOIS

Chicago
Grant Hospltal of Chicago Program

Grant Hospital of Chicago
Program Director:

Howard J Zeitz, MD

Grant Hospital of Chicago

550 W Webster Ave

ChicagoiL 60614
Length: 2 Year(s); Total Positions: 4 (PGY1:0)
OPV-P 0; OPV-A 0; OPV-M 3,000; OPV-CI 1,000

pinformation Not Provided PGY1 = Positions Open to A
OPV-P = Qutpatlent Visits Pediatric; OPV-A = Outpatient

licants with No Previous Graduate Medical Traini
isits Adult; OPV-M = Qutpatient Visits Mixed; OPV-

/ go Institute Prog
La Rablda Children’s Hospital and Research Center
University of Chicago Medical Center
Program Director:
Richard M Rothberg, MD
Javeed Akhter, MD ©o-
Wyter Children’s Hospital, Univ of Chicago Hosp
and Clinics
5841 Maryland Ave, Box 133
ChicagoiL 60637
Length: 2 Year(s), Total Positions:2 (PGY1: 0)
OPV-P 2,900; OPV-A 800; OPV-M 0; OPV-CI 75

La Rabida/Uni y of Chi

Nor Uni y Medicai School Prog
Northwestern Memorial Hospital
Children's Memorial Hospital
Veterans Administration Lakeside Medical Center
Program Director: ’
Roy Patterson, MD
Northwestemn University Medical School
. 303 E Chicago Ave
ChicagoIL 60611
Length: 2 Year(s); Total Positions: 6 (PGY1:0)
OPV-P 3,550; OPV-A 0; OPV-M 21,000; OPV-Ci 1,700

Rush-Presbyterian-St L.uke's Medical Center Program
Rush-Presbyterian-St Luke's Medical Center
Program Director:
Allan T Luskin, MD
Rush-Presbyterian-St Luke's Medical Center
1753 W Congress Pkwy
ChicagoIL 60612
Length: 2 Year(s); Total Positions: 4 (PGY1:0)
OPV-P 0; OPV-A 0; OPV-M 6,500; OPV-C! 2,500

IOWA

lowa City
Unl ity of lowa Prog A

University of lowa Hospitals and Clinics
Program Director:

Miles Weinberger, MD

University of lowa Hospital and Clinics

Dept of Pediatrics- '

lowa City IA 52242
Length: 2 Year(s); Total Positions:5 (PGY1:0)
OPV-P 1,500; OPV-A 2,500; OPV-M 1,500; OPV-CI 1,500

University of lowa Program B

University of lowa Hospitals and Clinics
Progrsm Director:

Hal B Richerson, MD .

University of lowa Hospitals and Clinics

Dept of Internal Medicine

lowa City IA 52242
Length: 2 Year(s), Total Positions: 2 (PGY1 0)
OPV-P 0; OPV-A 2,424; OPV-M 100; OPV-CI 450

: .KANSAS
Kansas City
P>-University of Kansas Medicat Center/Children’s Mercy
Hospital Program
Univ of Kansas College of Hith Sciences and Hosp
Children's Mercy Hospital

. Program Director:

Daniel J Stechschulte, MD
University of Kansas Medical Center,
Div Allergy/Immunology
" 39th and Rainbow
Kansas City KS 66103
Length: 2 Year(s); Total Positions: 0 (PGY1:0)
OPV-P 10,500; OPV-A 3,500; OPV-M 0; OPV-CI 500

KENTUCKY
Louisville
P> University of Louisville Program
Humana Hospitai-University’
Kosair Children’s Hospital
Norton Hospital
Program Director:
John M Karibo, MD
Suite 305 N C R Building
2120 Newburg Rd
Louisville KY 40205
Length: 2 Year(s); Total Positions: 0 (PGY1:0)

OPV-P 1,490; OPV-A 472; OPV-M 1,892; OPV-CI 156

LOUISIANA

New Orieans '
Charity Hospital of Louisians-L S U Division Program

Charity Hospital of Louisiana-L S U Division'
Program Director:

Sami L Bahna, MD

L S U Schoot of Medicine, Allergy/immunology Service

1542 Tulane Ave

New Orieans LA 70112
Length: 2 Year(s); Total Positions:2 (PGY1:0)
OPV-P 1,925; OPV-A 1,460; OPV-M 0; OPV-C! 380

Tulane University Program
Tulane University Hospital
Charity Hospital of Louisiana-Tulane Division '
Veterans Admin Med Ctr-Tulane Service (New Orieans)
Program Director:
John E Salvaggio, MD
Tulane Medical Center, Section of Allergy/iImmunology
1430 Tulane Ave,
New Orleans LA 70112
Length: 2 Yedr(s); Total Positions: 6 (PGY1:0)
OPV-P 1,000; OPV-A 1,000; OPV-M 0; OPV-Ci 500

Shreveport
Louistana State University (Shreveport) Pnl)gmlh
Louislana State University Hospital
Program Director:
Bettina C Hillman, MD
Louisiana State University Hospnal
P O Box 33932
Shreveport LA 71130
Length: 2 Year(s); Total Positions:2 (PGY1:0)
OPV-P 18,392; OPV-A 555; OPV-M 1,838; OPV-CI 0

MARYLAND
Baltimore .
Johns Hopkins University P
Good Samaritan HOSpl(al of Maryland
Johns Hopkins Hospital
Program Director:
Philip S Norman, MD
Peyton A Eggleston, MD .
Johns Hopkins University School of Medicine
5601 Loch Raven Bivd
BaltimoreMD 21239 | '
Length: 2 Year(s); Total Positions:9 (PGY1:0)
OPV-P 1,600; OPV-A 4,000; OPV-M 0; OPV-CI 230

Bethesda

Natlonal Institutes of Health Clinical Center Program
National Institutes of Health Clinical Center

Program Director:
Michaet A Kallner MD
National Institutes of Health Clmk:al Ctr, Building 10
Room 11 C 205
BethesdaMD 20205

- Length: 2 Year(s), Total Positions:21 (PGY1:0)

OPV-P 500; OPV-A 2,000; OPV-M 0; OPV-CI 500

Y Shared-Schedule Positions Avallable
| = Outpatient Visits-Clin. Immunoiogy
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MASSACHUSETTS
Boston
Brigham and Woman's Hospital Program
Brigham and Women's Hospital -
Program Director:
Albert L Sheffer, MD
“Brigham and Women's Hospital
110 Francis St
BostonMA 02215
Length: 2 Year(s); Total Positions: 1 (PGY1 0)
OPV-P 4,792; OPV-A 500; OPV-M 400; OPV-C1 285

Children’s Hospital Program
Children’s Hospital  * vl
Program Director:
Raif S Geha, MD
Children’s Hospital
300 Longwood Ave
BostonMA 02115
Length: 2 Year(s); TotalPositions:4 (PGY1:0)
OPV-P 5,000; OPV-A 500; OPV-M 0; OPV-CI 100

M h | Hospital Program
Massachusetts Genefal Hospital *
Program Director:
Kurt J Bloch, MD
Massachusetts General Hospital
Fruit St

BostonMA 02114 -
Length: 2 Year(s), TotalPositions: 2 (PGY1 0) .
OPV-P 250; OPV-A 5,000; OPV-M 0; OPV-CI 200

New England Medical Center Program
New England Medical Center
Program Director:
Ross E Rocklin, MD
New England Medical Center
171 Harrison Ave, Box 30
BostonMA 02111
Length: 2 Year(s), Total Positions: 4 (PGY1:0)
OPV-P 1,080; OPV-A 2,100; OPV-M 0; OPV-CI 2,311

MICHIGAN
Ann Arbor a
Univeralty of Michigan Program
University of Michigan Hospitals
Program Director:
William R Solomon, MD
Univ of Michigan Hospitals, Allergy Clinic
Med Professional Bidg, Box 027
Ann Arbor Ml 48109 ’
Length: 2 Year(s); Total Positions:4 (PGY1:0)
OPV-P 0; OPV-A 0; OPV-M 5,218; OPV-CI 200

Detroit
Henry Ford Hospital Program
Henry Ford Hospitat
Program Director:
John A Anderson, MD
Henry Ford Hospital
2799 W Grand Bivd
Detroit Ml 48202
Length: 2 Year(s); Total Positions: 4 (pcv1 0)
OPV-P 8,000; OPV-A 12,000; OPV-M 0; OPV-C} 1,000

Wayne State University Program
Children’s Hospital of Michigan
Detroit Receiving Hosp and Univ Hith Ctr -
Harper-Grace Hospitals-Harper Division
VA Med Ctr (Allen Park)
Program Director:
Helen A Papaioanou, MD
Flossie Cohen, MD
Children’s Hospital of Michigan
3901 Beaubien Bivd
Detroit MI 48201
Length: 2 Year(s); Total Positions:5 (PGY1:0)
OPV-P 4,897; OPV-A 2,598; OPV-M 0; OPV-CI 1,978

)lnlonnaﬂon Not Provided PGY1 = Positions Open to
PV-P = Outpatient Visits Pediatric, OPV-A = Outpatient Visi|

: MINNESOTA
Minneapolis
University of Minnesota Program

University of Minnesota Hospital and Clinics -
Program Director:

M N Blumenthal, MD

Univ of Minnesota, Box 434 Mayo

420 Delaware St

Minneapotis MN 554565
Length: 2 Year(s); Total Positions:3 (PGY1:0)
OPV-P 1,200; OPV-A 2,950; OPV-M 5,300; OPV-CI 1,000

Rochester
Mayo Grad School of Medicine Progrsm A
Mayo Graduate School of Medicine-Mayo Clinic
Rochester Methodist Hospital N
Program Director:
Charlés E Reed, MD
Gerald J Gleich, MD
Mayo Graduate School of Medicine
200 First St,SW
Rochester MN 55905
Length: 2 Year(s); Total Positions:3 (PGY1:0)
OPV-P 0; OPV-A 0; OPV-M 13,100; OPV-CI 0 -

Mayo Grad Schiool of Medicine Progrem B
Mayo Graduate School ot Medicine-Mayo Clinic
St Marys Hospital of Rochester

- Program Director:

Edward J O'Connell, MD

John W Yunginger, MD

Mayo Graduate School of Medicine

200 First St,SW

RochesterMN 55905
Length: 2 Year(s);: Total Positions: 3 (PGY1:0)
OPV-P 2,270; OPV-A 4,770; OPV-M 0; OPV-CI 0

MISSOURI
St Louis .
St Louls University Group of Hospitals Program
St Louis University Hospitals
Cardinal Glennon Children’s Hospital
Program Director:
Raymond G Slavin, MD
Alan P Knutsen, MD
St Louis University Medical School
1402 S Grand
StLouis MO 63104 .
Length: 2 Year(s), Total Positions:3 (PGY1:0)

OPV-P 1,325; OPV-A 3,300; OPV-M 1,600; OPV-CI 50

' P> Washington University Program

Washington University School of Medicine
Bames Hospital
Jewish Hosp of St Louis at Washington Univ Med Ctr
St Louis Children's Hospital
Program Director:
Charles W Parker, MD
Washington University School of Medicine
660 E Euclid
StLoulsMO 63110 :
Length: 2 Year(s); Total Positions:0 (PGY1:0)
OPV-P 0; OPV-A 0, OPV-M 0; OPV-CI 0

NEBRASKA

Omaha
PpCreighton University Program

St Joseph Hospital
Program Director:

Robert G Townley, MD

Creighton University School of Medicine

2500 California St

Omaha NE 68178
Length: 2 Year(s); Total Positions:0 (PGY1:0)
OPV-P 2,000; OPV-A 6,980; OPV-M 8,380; OPV-C| 2,900

{

NEW JERSEY
Newark
UMD N J-New Jersey Medical School Program
Childrens Hosp of New Jersey (Unit.éd Hosps Med Ctr}
St Joseph's Hospital and Medical Center
St Michael's Medical Center
Program Director:
James M Oleske, MD
UMD N J-New Jersey Medical School
100 Bergen St, M S BF-532
Newark NJ' 07103
Length: 2 Year(s); TotalPositions:3 (PGY1:0)
OPV-P 0; OPV-A 800; OPV-M 2,800; OPV-C1 500 \

NEW YORK
Albany

* Albany Medical Coliege Program # .

Albany Medical Center Hospital

) Program Director:

Bernard Pollara, MD

Albany Medical College

New Scotland Ave

Albany NY, 12208
Length: 2 Year(s); Total Positions:1 (PGY1:0)
OPV-P 0; OPV-A 0; OPV-M 0; OPV-Ci 0

Buffalo
State University of New York at Buftalo Graduate
Medical-Dental Education Consortium Program
Buffalo General Hospital Corp
Children’s Hospital of Buffalo
Program Director:
Elliott Middleton Jr, MD
Buffalo General Hospital
100 High St
Buffalo NY 14203
Length: 2 Year(s); Total Positions:4 (PGY1:0)
OPV-P 2,300; OPV-A 4; OPV-M 1,349; OPV-C1 20

East Meadow :
Nassau County Medical Center Program
Nassau County Medical Center
Program Director:
Nathan S Weiss, MD
+ Nassau County Medical Center
2201 Hempstead Tumpike
" EastMeadow NY 11554
Length: 2 Year(s); Total Positions:2 (PGY1:0)
OPV-P 2,600; OPV-A 2,500; OPV-M 0; OPV-CI 30

New York
Mount Sinal School of Medicine Program
Mount Sinal Hospitat
Program Director:
Joseph M Hassett, MD
Bernard R Adelsberg, MD
Mount Sinai Hospital - L
One Gustave L Levy Pt
New York NY 10029
Length: 2 Year(s); Total Positions: 1 (PGY1:0)
OPV-P 1,000; OPV-A 6,000; OPV-M 0; OPV-CI 500

New York Hospital/Comeil Medical Center Program A
New York Hospital

_ Program Director:

Irwin Rappaport, MD

Ingrid K Rosner, MD

New York Hospital, Dept of Pediatrics

525 E 68th St

New York NY 10021 _
Length: 2 Year(s); Total Positions: 1 (PGY1:0)
OPV-P 3,560; OPV-A 0; OPV-M 0; OPV-CI1 100

ts with No Previous Graduate Medical Tralm_r(bg +#Shared-Schedule Positions Available

"Adult; OPV-M = Outpatient Visits Mixed; OPV-Ci = Outpatient Visits-Ciin. Immunology
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NEW YORK cont'd Stony Brook PENNSYLVANIA
New York cont'd SUNY at Stony Brook Program Philadelphia
Univ Hosp-S U N Y at Stony Brook Hith Sci Ctr St Christopher’s Hospltal for Ch Prog *
- New York Hospital/Comell Medical Center Program B Veterans Administration Medlcal Center (Northport) St Christopher’s Hospital for Children
New York Hospital Program Director: Program Director:

Program Director:
Gregory W Siskind, MD
Murray Dworetzky, MD
Comell University Medica! College
1300 York Ave
New York NY 10021

Length: 2 Year(s); Total Positions: 2 (PGYl 0)

. OPV-P1 ,508; OPV-A 3,560; OPV-M 200; OPV-CI 200

Presbyterian Hospital In the City of New York Program
'Presbyterian Hospital In the City of New York -
Program Director:
William J Davis, MD
Columbia University College of Physnmans and Surgeons
630 W 168th St
New York NY 10032 .
Length: 2 Year(s); Total Positions: 3 ' (PGY1:0)
OPV-P 3,200; OPV-A 1,500; OPV-M 0; OPV-CI 450

St Luke’s-R it Hospltal Center Prog
St Luke's-Roosevelt Hosp Ctr-Roosavelt Division
Program Director:

Michael H Grieco, MD

R A Cooke Institute of Allergy  ° .

428 West 59th St -

New York NY 10019
Length: 2 Year(s); Total Positions:4 (PGY1:0)
OPV-P 1,200; OPV-A 8,500; OPV-M 9,975; OPV-Ci 275

New York (Bronx) '
Albert Einstein College of Medicine ngram
Bronx Municipal Hospital Center
Jack D Weiler Hosp of Albert Einstein COII of Medicine
Progrem Director:
Arye Rubinstein, MD
Albert Einstein College of Medicine
1300 Morris Park Ave
New York (Bronx) NY 10461
Length: 2 Year(s); Total Positions: 4 (PGY1: 0)
OPV-P 0; OPV-A 860; OPV-M 480; OPV-CI 800

New York (Brooklyn)
Long Island College Hospltal Program
Long Island College Hospital
Program Director:
Lawrence T Chiaramonte, MD
Long Island College Hospital
340 Henry St
New York (Brooklyn) NY 11201
Length: 2 Year(s); Total Positions:5 (PGY1:0)
- OPV-P 4,211; OPV-A 3,746, OPV-M 1,613; OPV-CI 107

S UN Y Downstate Medical Cemer Program %
State Univ Hosp-Downstate Med Ctr :
Kings County Hospital Center

Program Director:

Alan S Josephson, MD

Downstate Medical Center

450 Clarkson Ave

New York (Brooklyn) NY 11203
Length: 2 Year(s),. Total Positions:2 (PGY1:0)
OPV-P 0; OPV-A 0; OPV-M 3,750; OPV-CI 250

Rochester
P> Univarsity of Rochaster Program

Strong Mem Hosp of the Univ of Rochester
Program Director:

Robert H Schwartz, MD

John J Condemi, MD

Strong Memorial Hospital

601 Elmwood Ave, Box 667

Rochester NY 14642
Length: 2 Year(s); Total Positions:0 (PGY1:0)
OPV-P 2,000; OPV-A 4,000; OPV-M 0; OPV-CI 15,000

)lnformatlon NotProvided PGY1 = Posiﬂons Open to Jpphcants with No Previous Graduate Medical Tralni
= fsits Adult; OPV-M = Outpatient Visits Mixed, OPv ! = Outpatient Visits-Clin. Immunology

OPV-P = Outpatient Visits P ; OPV-A

Cincinnati

Allen P Kaptan, MD
Div of Allergy/Rheumatology/Clinica Immunology
S UN Y Health Sciences Center
Stony Brook NY 11794
Length: 2 Year(s); Total Positions: 4 (PGY1:0)
OPV-P 0; OPV-A 0; OPV-M 3,800; OPV-CI 0

NORTH CAROLINA

Durham | '
Duke University Medical Center Program

Duke University Medical Center
Program Director:

Rebecca Buckley, MD

Charles E Buckley, MD

Duke University Medical School

Dept of Allergy /immunology

DurhamNC 27710
Length: 2 Year(s); Total Positions: 8 (PGY1:0)
OPV-P 21,500; OPV-A 87,500; OPV-M 0; OPV-C1 5,000

Winston-Salem

B Gray School of Medicina Prog
North Carolina Baptist Hospital

Program Director:

Keith M Phillips, MD

Bowman Gray School of Medicine

300 S Hawthome

Winston-Salem NC 27103
Length: 2 Year(s); Total Positions:2 (PGY1:0)
OPV-P 2,500; OPV-A 100; OPV-M 0; OPV-CI 50

OHIO

U y of Cincinnati Hospital Group Program B

Children’s Hospltal Medical Center

Univ of Cincinnati Hospital-University Hospital
Program Director: .

Thomas J Fischer, MD

Children’s Hospital Medical Center

Elland and Bethesda Aves

Cincinnati OH 45229 . .
Length: 2 Yéar(s); Total Positions:2 (PGY1:0)
OPV-P 3,855; OPV-A 1,500; OPV-M 0; OPV-C1 9,194

U y of Cincinnati Hospital Group Program A

Univ of Cincinnati Hospital-University Hospital
Program Director:

| Leonard Bemstein, MD

David | Bernstein, MD

Unlvarsny of Cincinnati Medical Center

Mall Location 563

CincinnatiOH 45267
Length: 2 Year(s); Total Positions: 1 (PGY1:0) -
OPV-P 5,050; OPV-A 6,500; OPV-M 3,000; OPV-CI 8,000

)

Cleveland
cl Clinic F jon Prog
Cleveland Clinic Foundation
Program Director:
Joseph F Kelley, MD
Cleveland Clinic Foundation
9500 Euclid Ave
Cleveland OH 44106
Length: 2 Year(s); Total Positions:4 (PGY1:0)
OPV-P 3,156; OPV-A 6,420; OPV-M0; OPV-C10

Edward W Hein, MD
Harald Lischner, MD
St Christopher's Hospltal for Children
Fifth St and Lehigh Ave :
Philadeiphia PA ¢ 19133 .
Length: 2 Year(s); Total Positions:2 (PGY1:0)
OPV-P 3,650; OPV-A 3,200; OPV-M 0; OPV-CI 800

Thomas Jef!: University Program %
Thomas Jefferson University Hospital
Program Director:
Herbert C Mansmann, Jr, MD
Jefferson Medical College
1025 Walnut St
Philadeiphia PA * 19107
Length: 2 Year(s); Total Positions: 7 (PGY1:0)
OPV-P 2,537; OPV-A 5,816; OPV-M 8,353; OPV-CI 125

Uni y of P yhh Pi B

chlldren s Hospital of Pmladelphua

Hospital of the University of Pennsylvania
ngram Director:

StevenD Douglas, MD

Children’s Hospital of Philadelphia

34th and Civic Bivd

Philadelphia PA 19104
Length: 2 Year(s); Total Positions: 4 (PGYl 0)
OPV-P 2,900; OPV-A 4,800; OPV-M 7,700, OPV-CI 975

" Uni y of P yh P A

Hospnal of the University of Pennsylvanla

VA Med Ctr (Philadeiphia)
Program Director:

Burton Zweiman, MD

Univ of Pennsylvania School of Medlcnne

512 Johnson Pavillion

Philadelphia PA 19104 .
Length: 2 Year(s); Total Positions:4 (PGY1:0)
OPV-P 0; OPV-A 10,000; OPV-M 50; OPV-C1 1,000

Pittsburgh
Hospltals of the University Health Center of
Plttsburgh Program

Childrén's Hospital of Pittsburgh
Program Director:

Philip Fireman, MD

Children's Hospital of Pittsburgh

125 Desoto St

Pittsburgh PA 15213
Length: 2 Year(s). TotalPositions:2 (PGY1:0)
OPV-P7,121; OPV-A 1,236; OPV-M 0; OPV-C) 250

‘RHODE ISLAND

Providence .
Rhode Island Hospital Program

Rhode Island Hospital
Program Director:

Donald E Klein, MD

Guy A Settipane, MD

Rhode island Hospital, Dept of Medicine/Pediatrics

593 Eddy St

Providence Rl 02902
Length: 2 Year(s); Total Positions:2 (PGY1:0)
OPV-P 2,548; OPV-A 2,401; OPV-M 4,949; OPV-CI 0

% Shared-Schedule Positions Available .
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TENNESSEE

Memphis'
Unl yof T Pr

Le Bonheur Children’s Medlcal Center

Baptist Memorial Hospital

University of Tennessee Medical Center

Veterans Administration Medical Center (Memphis)
Program Director: .

Lloyd V Crawford, MD

Tai~June Yoo, MD

Henry G Herrod, MD

Univ of Tennessee Colt of Med, Sect

of Allergy/Immunology

956 Court Ave

Memphis TN 38163
Length: 2 Year(s);, TotalPositions:2 (PGY1:0)
OPV-P 11,000; OPV-A 2,750; OPV-M 0; OPV-C1 226

Nashville
derblit L ity Pt

Vanderbitt University Hosp:tal
Program Director:

Samue! R Mamey, MD

Vanderbilt University Medical Center

Dept of Allergy/Immunology

Nashville TN 37232
Length: 2 Year(s); Total Positions:2 (PGY1:0)
OPV-P 0; OPV-A 0; OPV-M 0; OPV-Ci 0

TEXAS

Dallas
4 ity of Toxas S
Schoot Program

Daltas Cnty Hosp Dist-Parkland Mem Hosp

Children's Medical Center
Program Director:

Timothy J Sullivan, MD

Univ of Texas Health Science Center

5323 Harry Hines Bivd

Dallas TX 75235
Length: 2 Year(s); Total Positions: 4 (PGV1 0)
OPV-P 800; OPV-A 2,200; OPV-M 50; OPV-CI 250

Medical

Galveston
Univeraity of Texas Medical Branch Hosphtals Program A
University of Texas Medical Branch Hospitals
Program Director:
J Andrew Grant, MD
University of Texas Medical Branch Hospitals
Clinical Science Bidg, Rm 409 .
Galveston TX 77550
Length: 2 Year(s); Total Positions:2 (PGY1:0)
OPV-P 1,200; OPV-A 800; OPV-M 0; OPV-CI 950

Univeraity of Texas Medical Branch Hospnals Program B
University of Texas Medical Branch Hospitals
Program Director:
Armond S Goldman, MD
Univ of Texas Medical Branch, Dept of Pediatrics
Rm €234, Child Health Center
Galveston TX 77550 _
Length: 2 Year(s); Total Positions:3 (PGY1:0)
OPV-P 1,200; OPV-A 700; OPV-M 0; OPV-CI 470

Houston )
Baylor College of Medicine Program
Texas Chlldren’s Hospital
Methodist Hospital
Program Director:
William T Shearer, Md, PhD
Baylor College of Medicine, Dept of Pediatrics
1200 Moursund Ave ’
Houston TX 77030
Length: 2 Year(s); Total Positions:5 (PGY1:0)
OPV-P 1,000; OPV-A 2,800; OPV-M 2,000; OPV-C1 200

Provided PGY1 = Positions Open

pinformation Not
OPV-P = Outpatient Visits Pediatric; OPV-A = Oufpattem {:

San Antonio
Univeraity of Texas at San Antonio Program
Med Ctr Hosp (of Bexar Cnty Hosp Dist)
Brady-Green Community Hith Ctr (0f Bexar Cnty
Hosp Dist)
Program Director:
William T Kniker, MD
Univ of Texas at San Antonio, Dept of Pediatrics
7703 Fioyd Curl Dr
San Antonio TX 78284
Length: 2 Year(s); Total Positions:4 (PGY1:0)
OPV-P 3,300; OPV-A 580; OPV-M 860; OPV-CI 520

Wilford Hall U S A F Medical Centar Program
Wilford Hall U S A F Medical Center
Program Director:
Lt Col Bruce G Martin, DO
Wilford Hall U S A F Med Ctr, Dept of Allergy/Immunology
Lackland AF B
San Antonio TX 78236
Length: 2 Year(s); Total Positions:7 (PGY1:0)
OPV-P 0; OPV-A 0; OPV-M 8,000; OPV-CI 1,000

VIRGINIA

Richmond
Virginia C alth Uni y M C V Prog;

Medical College of Virginia Hospital .
Program Director:

Gilberto € Rodriguez, MD

Medical College of Virginia Hospital

P O Box 225, M C V Station

Richmond VA 23298
Length: 2 Year(s); Total Positions:2 (PGY1:0)
OPV-P 1,400, OPV-A 2,300; OPV-M 100; OPV-CI 125

WASHINGTON

Seattie
[ ity of Washington Prog

University Hospita!

Children’s Orthopedic Hospital and Medical Center

Harborview Medical Center

Virginla Mason Hospital
Program Director:

Paul P van Arsdel, Jr, MD

C Warren Bierman, MD

University Hospital

1959 N E Pacific

Seattlo WA 98195
Length: 2 Year(s); Total Positions:2 (PGY1:0)
OPV-P 1,085; OPV-A 3,310; OPV-M 0; OPV-CI 0

" WISCONSIN

‘Madison

University of Wisconsin Program
University of Wisconsin Hospital and Clinics
Program Director:
William W Busse, MD
University Hospital and Clinics
600 Highland Ave, Rm H6/380
Madison Wl 53792
Length: 2 Year(s); Total Positions:2 (PGY1:0)
OPV-P 1,000; OPV-A 1,500; OPV-M 2,000; OPV-CI 250

Milwaukee

Medical College of Wisconsin Program
Milwaukee County Medical Compiex
Clement J Zablocki VA Med Ctr

. Milwaukee Children’s Hospital

Program Director:

" Jordan N Fink, MD
Medical College of Wisconsin
8700 W Wisconsin Ave
Milwaukee WI 53228

Length: 2 Year(s); Total Positions: 2 (PGY1:0)

OPV-P 0; OPV-A 0; OPV-M 8,877; OPV-CI 0

UNITED STATES AIR FORCE

: TEXAS
San Antonio
Wiltord HallUS AF Medlcal Center Program
Wilford Hall U S A F Medical Center
Program Director:
Lt Co! Bruce G Martin, DO
Wilford Hall U S A F Med Ctr, Dept of Alle'rgyllmmunology .
LacklandAF B
San Antonio TX 78236
Length: 2 Year(s); Total Positions:7 (PGY1:0)
OPV-P 0; OPV-A 0; OPV-M 8,000, OPV-CI 1,000

UNITED STATES ARMY

COLORADO
Aurora
Fitzaimons Army Medical Center Program
Fitzsimons Army Medical Center
Program Director:
Col Harold S Nelson, MD
Fitzsimons Army Medical Center
Allergy/iImmunology Service
AuroraCO 80045
Length: 2 Year(s); Total Positions:6 (PGY1:0)
OPV-P 2,900; OPV-A 6,200; OPV-M 0; OPV-CI 50

D.C.
‘Washington
Walter Reed Army Medical Center Program
Walter Reed Army Medical Center
Program Director:
Col Richard J Summers, MD
Walter Reed Army Medical Center
Allergy/immunology Service
Washington DC 20012
Length: 2 Year(s); Total Positions:8 (PGY1:0)
OPV-P 6,400; OPV-A 9,100; OPV-M 7,300; OPV-CI 1,200

FEDERAL-OTHER

. MARYLAND
Bethesda
National institutes of Health Clinical Center Program
National Institutes of Health Clinical Center
Program Director:
Michael A Kaliner, MD
National Institutes of Health Clinical Ctr, Building 10
Room 11 C 205
BethesdaMD 20205
Length: 2 Year(s); Total Positions: 21 (PGY1:0)
OPV-P 500; OPV-A 2,000; OPV-M 0; OPV-CI 500

VETERANS ADMINISTRATION

CALIFORNIA
Los Angeles
WestLos Angel‘s Veterans Administration Medical
Center (Wad:
West Los Angeles Veterans Admm Med Ctr
(Wadsworth Div)
Program Director:
William B Klaustermeyer, MD
West Los Angeles Veterans Admm Med Ctr
(Wadsworth Div)
Allergy/immunology Sec 691/111 R
Los Angeles CA 90073
Length: 2 Year(s); Total Positions:2 (PGY1:0)
OPV-P 1,200; OPV-A 4,600; OPV-M 400; OPV-C| 200

rth Diviainn} P

\
ypucanm with No Previous Graduate Medical Trn!m_ra % Shared-Schedule Positions Avallable

Adult; OPV-M = Outpatient Visits Mixed; OPV: Outpatient Visits-Clin. Immunology
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FLORIDA

Tampa
University of South Florida Program

James A Haley Veterans Hospital

University of South Florida Medical Clinics
Program Director:

‘Richard F Lockey, MD

Univ of South Florida College of Medicine

-12901 N 30th St

TampaFL 33612
Length: 2 Year(s); Total Positions: 2 (PGY1 0)
OPV-P 1,000; OPV-A 3,000; OPV-M 6,000; OPV-CI 600

P> information Not Provided PGY1 = Posltions Open to A|

licants with No Previous Graduate Medical Trainin

Y Shared-Schedule Positions Available

OPV-P = Qutpatient Visits Pediatric; OPV-A = Oufpaﬂent isits Adult; OPV-M = Outpatient Visits Mixed; OPV-Cl = Outpatient Visits-Clin. Immunology

"ACCREDITED PROGRAMS IN ANESTHESIOLOGY

ALABAMA
Birmingham
University of Alabama Medical Center Program '
University of Alabama Hospttals ’
Children’s Hospital of Alabama ~
VA Med Cir (Birmingham)
Program Director:
Edward A Emst, MD :
Univ of Alabama Medical Center
6195 19th St
Birmingham AL 35294
Length: 4 Year(s); Total Positions: 32 (PGY1:0)
AN 26,471; CNP 2,342

Mobile

University of South Alabama P \i}
University of South Alabama Medlcal Center

Program Director:
Michael H Lasecki, MD
Univ of South Alabama Medical Center, Mastin Bidg 615
2451 Fillingim St
MobileAL 36617

Length: 4 Year(s); ‘Total Positions: 16 (PGY1: 4)

AN 7,200; CNP 400

P Information Not Provided PGY1 = Positions Open to A

An = Total Anesthetics; CNP itation on Nonsurgica

ANESTHESIOLOGY
ARIZONA
Phoenix L \
Maricopa Medical Centar Program
Maricopa Medical Center - \
Program Dlrector

Eoghan F O’ R|ordah MD

Maricopa Medical Center, Dept of Anesthesiology
2601 E Roosevett, P-O Box 5099

Phoenix AZ 85010

Length: 3 Year(s), Total Positions: 16 (PGY1:0)

AN 10,200; CNP 103

Tucson
L y of Ari Prog

University Medical Center

Veterans Admlnlstrauon Medical Center (Tucson)
Program Director:

Charles W Otto, MD

Univ of Arizona Health Sclence Center

1501 N Campbell Ave

Tucson AZ 85724
Length: 4 Year(s); Total Positions:21 (PGY1:4)
AN 7,000; CNP 600

'

it
LRI

ARKANSAS
Little Rock
Univeraity of Arkansas for Medical Sciences Program
University of Arkansas for Medical Sclences
Arkansas Children’s Hospital
VA Med Cir (Littls Rock) -
Program Director:
Dola S Thompson, MD
Univ of Arkansas for Medical Sciences
4301 W Markham St
Little Rock AR 72201
Length: 4 Year(s). Total Positions: 27 (PGY1: 6)
AN 12,671; CNP 130 .

CALIFORNIA
Loma Linda
Loma Linda University Program
Loma Linda University Medical Center
Program Director:
Floyd S Braver, MD
‘Loma Linda University Medical Center
Dept of Anesthesia ’
LomalLindaCA 92350
Length: 4 Year(s); Total Positions: 33 (PGY1:3)

AN 21,000; CNP 2,000 )

icants with No Previous Graduate Medical Training s Shared-Schedule Positions Available
tients
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CALIFORNIA cont'd

Los Angeles
Childrens Hospital of Los Angeles Prograim
Chitdrens Hospital of Los Angeles
Program Director:
Henry D Green, MD
Children’s Hospital of Los Angeles
4650 Sunset Bivd
Los Angeles CA 90027
Length: 1 Year(s); Total Positions:9 (PGY1:0)
AN 7,607; CNP 52 ;

Los Angeles County-U S C Medical Center Progrsm
Los Angeles County-U S C Medical Center
Program Director:
John F Viljoen, MD
Los Angeles County-U S C Medical Center .
1200 N State St
Los Angeles CA 90033
Length: 4 Year(s); Total Positions: 50 (PGY1:0)
ANO; CNPO

Martin Luther King, Jr-Drew Medicat Center Program
Martin Luther King, Jr-Drew Medrcal Center
Program Director:
Daniel J Wooten, MD
Martin Luther King, Jr-Drew Medical Center
12021 S Wilmington
Los Angeles CA 90059
Length: 3 Year(s); Total Positions: 30 (PGY1:0)
ANO; CNPO -

U C L A Hospital and Clinics, Canter for the Health
Sciences Program .
U C L A Medical Center
Program Director:
Denham Ward, MD
Univ of California School of Medicine
RMBH-150CHS
Los Angeles CA 90024
Length: 3 Year(s), Total Positions: 60 (PGY1: 1 )
AN 30,000; CNP 1,300

i

Oakland
Naval Hospital (Oakland) Prog
Navat Hospital (Oakland)
Program Director:
Capt Thomas P Mathews, MD
Naval Hospital
8750 Mountain Bivd
Oakiand CA 94627
Length: 4 Year(s); Total Positions: 12 (PGY1:0)
AN 5,000; CNP 160 :

Orange .

University of Califomia {Irvine) Program
University of California (Irvine) Medical Center
VA Med Ctr (Long Beach)

Program Director:

Kevin K Tremper, M D, PhD

‘Univ of California, Irvine Medical Center

Dept of Anesthesia, 81

Orange CA 92668
Length: 4 Year(s); Total Positions: 28 (PGV1 0)
AN 19,286; CNP 3,600

Sacramento
University ot California (Davis) Program

Univ of California (Davis) Med Ctr, Sacramento
Program Director: -

John Eisele, MD

Univ of California (Davis) Medical Center

Dept of Anesthesia

DavisCA 95616
Length: 4 Year(s), Total Positions: 18 (PGY1:0)
AN 9,000; CNP 50

San Diego
Mercy Hospital and Medical Center Program
Mercy Hospital and Medical Center
Program Director:
Gilbert E Kinyon, MD
Mercy Hospital and Medical Center-
4077 5th Ave
San DiegoCA 92103
Length: 3 Year(s); Total Positions: 7 (PGY1:0)
AN 13,905; CNP 1,436

Naval Hospital (San Diego) Prog
Naval Hospital (San Diego)
Program Director:
Cdr Thomas S Scanlon, MD
Naval Hospital
Dept of Anesthesia
SanDiegoCA 92134
Length: 3 Year(s); Total Positions: 18 {PGY1:0)
AN 11,950, CNP 1,195

University of California (San Diego) Program
U C S D Medical Center
VA Med Ctr (San Diego)
Program Director:
Lawrence J Saidman, MD
University Hospital-U C Medical Center
225 Dickinson
SanDiego CA 92103
Length: 3 Year(s); Totat Posltions: 23 (PGY1:0)
AN 13,000; CNP 500

San Francisco

Letterman Army Medical Center Program
Letterman Army Medical Center

Program Director; -
Col Ronald L Lutz, MD

- Letterman Army Medical Center, Dept of Anesthesiology

P O'Box 1363 .
San Francisco CA . 94129

Length: 4 Year(s); Total Positions: 18 (PGY1: 6)

AN 5,500; CNP 400

University of California {San Francisco) Program
Med Ctr at the Univ of California 'San Francisco
.San Francisco General Hospital Medical Center
VA Med Ctr (San Francisco)
Program Director: |
Ronald D Miller, MD
Univ of California {San Francisco)
Dept of Anesthesia
San Francisco CA 94143
Length: 4 Year(s); Total Positions: 44 (PGY1:5)
AN 25,000; CNP 1,500

Stanford

y FIVY

Stanford University Hospital

Santa Clara Valley Medical Center

Veterans Administration Medical Center (Palo Alto)
Program Director:

H Barvie Fairley, MD

Stanford University Medical Center

Dept of Aresthesiology

Stanford CA 94305
Length: 4 Year(s); Total Positions: 31 (PGY1:0)
AN 13,193; CNP 2,415

Torrance
Los Angeles County-Harbor-U C L A Medical
Center Program
Los Angeles Cnty- Harbor-U CLAMedCtr
Progmm Director:
Chingmuh Lee, MD
Los Angeles County-Harbor-U C L A Medical Center
1000 W Carson
Torrance CA 90509
Length: 3 Year(s), Total Poalﬂona 28 (PGV1 0)
AN 7,000; CNP 100

COLORADO
Denver
C 's Hospital Prog
Children’s Hospital
Program Director:

Charles H Lockhart, MD

Children's Hospital

1056 E 19th Ave

Denver CO 80218
Length: 1 Year(s); Total Positions: 3 (PGY1:0)
AN 6,000; CNP 500

University of Colorado Program
University of Colorado Health Sciences Center
Denver General Hospital .
Veterans Administration Medical Center (Denver)
Program Director:
Kathleen M Wood, MD
Univ of Colorado Medical Center, Dept of Anesthesiology
4200 E gth Ave, Box B-113 '
Denver CO 80262
Length: 3 Year(s); Total Positions: 26 (PGY1:0)
AN 20,000; CNP 350

i

CONNECTICUT
Farmington
Uni yofC icut Prog

John Dempsey Hosp Univ of Connecticut Hith Ctr
Program Director:

Ralph A Epstein, MD

Univ of Connecticut Health Center

Farmington Ave

Farmington CT 06032
Length: 4 Year(s); Total Positions: 12 (PGY1:0)
AN 29,600; CNP 1,680

Hartford
Hartford Hospital Program
Hartford Hospitat
Program Director:
James J Richter, MD
Hartford Hospitat
80 Seymour St
Hartford CT 06115 '
Length: 3 Year(s); Total Positions: 20 (PGY1:0)
AN 24,280, CNP 290

New Haven
Yale-New Haven Medical Center Program
Yale-New Haven Hospital
Program Director:
Paul G Barash, MD
Yale-New Haven Medical Center, Dept of Anesthesm!ogy
20 York Ave
New Haven CT 06504
Length: 3 Year(s); Total Positions: 50 (PGY1:5)
AN 17,856; CNP 50

D.C.

Washington '
Cl s Hosp | Medical Center Program

Children’s Hospital Nationat Medical Center
Program Director:

Willis A Mc Gill, MD

Children's Hospital National Medical Center

111 Michigan Ave, NW.

Washington DC 20010
Length: 1 Year(s); Total Poamons 4 (PGV1 0)
AN 7,500; CNP 50

George Washington University Program '
George Washington University Hospital
Program Director:
Burton S Epstein, MD
George Washington University Medicaf Center
901 23rd St, N W .
Washington DC 20037
Length: 4 Year(s); Total PoaIﬂona 33 (PGY1:0)
AN 12,739; CNP 986

P Information Not Provided . PGY1 = Posmons Open to Applicants with No Prewous Graduate Medical Trammg % Shared-Schedule Positions Available
An = Total Anesthetics; CNP = Consultation on Nonsurgical Patients
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. D.C.cont'd
Washington cont'd

P i, B,

Georgetown University Hospital
Program Director:

Thomas E Mac Namara, MD

Georgetown University Hospital

3800 Reservoir Rd, NW

WashingtonDC 20007
Length: 4 Year(s); Total Positions: 21 (PGY1:4)
AN 39,100; CNP 3,230

} University Prog
Howard University Hospital
Program Director: '
Fred Sims Landes, MD
Howard University Hospital, Dept of Anesthesiology
2041 Georgia Ave, NW
WashingtonDC 20060
Length: 4 Year(s); Total Posltiona. 11 (PGY1:0)
AN 7,582; CNP 482

Walter Reed Army Medical Center Program
Walter Reed Army Medical Center
Program Director:
Col Robert L Watson, MD
Waiter Reed Army Medical Center
Dept of Anesthesia
WashingtonDC 20012 -
Length: 4 Year(s); Total Positions: 21 “(PGY1:0)
AN 8,100; CNP 1,360

. FLORIDA

Gainesville )
Unlversity of Florida Program

Shands Hospital at the University of Florida

VA Med Ctr (Galnesville)
Program Director: .

Jerome H Modell, MD

J Hillis Miller Health Center, Dept of Anestheslology

Box J-254

Gainesvilte FL 32610
Length: 4 Year(s); Total Positions: 53 (PGY1 6)
AN 15,982; CNP 8,752

Miami
Unlversity of Miami Program
Jackson Memorial Hospital .
Miami Children's Hospital
Mount Sinai Medical Center of Greater Miami
Veterans Administration Medical Center (Miami)
Program Director:
N W Brian Craythome, MD

Resident Recruitment, U of Miami Sch of Med, R-370

P O Box 016370

MiamiFL 33101
Length: 4 Year(s); Total Positions: 62 (PGY1:5)
AN 35,000; CNP 1,500

Tampa
University of South Florlda Program
Tampa General Hospital
Program Director:
Ballard D Wright, MD
Univ of South Florida, Dept of Anesthesiology
12901 N 30th St, Box 59
TampaFL 33612
Length: 3 Year(s); Total Positions: 18 (PGY1:0) |
ANOQ; CNPO

P Information Not Provided PGY1 = Positions Open to A
An = Total A h ; CNP = Consultation on Nonsurgical

GEORGIA
Atlanta
Emory University Program
Grady Memorial Hospital
Emory University Hospital
Henrietta Egleston Hospital for Children

Program Director:

Brendan T Finucane, MD
Emory University School of Madicine, Dept
of Anesthesiology
1365 Clifton Rd, NE
Atlanta GA 30322
Length: 4 Year(s); Total Positions: 55 (PGY1:9)
AN 40,000; CNP 3,000 -

Augusta |
Moedical College of Georgla Program
Medical College of Georgia Hospital and Clinics
Veterans Administration Medical Center (Augusta)
Program Director:
Dan C Martin, MD
Medical College of Georgia
Dept of Anesthesiology
Augusta GA 30912
Length: 4 Year(s); Total Positions:32 (PGY1:6)
AN 8,000; CNP 600 '

ILLINOIS

Chicago
Cook County Hospital Program

Cook County Hospital
Program Director:

Reuben C Balagot, MD

Cook County Hospital

. 1825 W Harrison St

ChicagoIL 60612
Length: 4 Year(s), Total Positions:30 (PGY1:4)
AN 10,000; CNP 5,475 X

lllinois Masonic Medical Center Program
lllinois Masonic Medical Center
Program Director:
M Ramez Salem, MD
llinois Masonic Medical Center, Dept of Anesthesiology
836 Wellington Ave
ChicagoIL 60657

"Length: 4 Year(s); Total Positions: 16 (PGY1:2)

AN 8,662; CNP 1,260

Michael Reese Hospital and Medical Center Program %
Michael Reese Hospital and Medical Center
Program Director:
Ronaid F Albrecht, MD
Michaei Reese Hospital and Medical Center
Lake Shore Dr at 31st St
ChicagolL 60616
Length: 4 Year(s), Totsl Positions: 35 (PGY1:7)
AN 16,094; CNP 1,181

North [ y Medical School Program % *
Chlidren's Memorial Hospital
Evanston Hospital
Northwestern Memorial Hospital
Veterans Administration Lakeside Medical Center
Program Director:
Edward A Brunner, MD
Northwestemn University Medical School
303 E Superior St, Passavant Rm 360
ChicagoIL 60611
Length: 4 Year(s); Total Positions: 45 (PGY1:7)

" - AN 28,000; CNP 22,000

Rush-Presbyterian-St Luke's Medical Center Program
Rush-Presbyterian-St Luke’s Medical Center
Program Director: ’ .
Anthony D Ivankovich, MD
Rush-Presbyterian-St Luke's Medical Center
1753 W Congress Pkwy
ChicagoiL 60612
Length: 4 Year(s), Total Positions: 23 (PGY1:3)
AN 15,100; CNP 5,600

University of Chicago P

Umversny of Chicago Medlcal Center
Program Director:

Michael! F Roizen, MD

University of Chicago, Dept of Anesthesia and

Critical Care .
5841 S Maryland Ave, Box 428
ChicagoIL 60637

_Length: 4 Year(s); Total Positions: 27 ' (PGY1:4)

AN 12,500; CNP 580

University of Iltinois P
University of lilinois Hospital
Program Director:
Alon P Winnie, MD
University of lllinois Hospital
840 S Wood St
ChicagoIL 60657
Length: 4 Year(s); Total Positions: 36 (PGY1:3)
AN 9,333; CNP 2,056

Maywood
Loyola University Program
Foster G Mc Gaw Hospital
Edward Hines Jr Veterans Administration Hospital
Resurrection Hospital -
Program Director:
Tadikonda L K Rao, MD

Loyola University Medical Center, Dept of Anesthesiology

2160 SFirst Ave

MaywoodIL 60153
Length: 4 Year(s); Total Positions: 36 (PGY1:5)
AN 11,000; CNP 750

INDIANA

Indianapolis
Indiana University Medical Center Progmm

. Indiana University Hospitals

Richard L Roudebush VA Med Ctr

William N Wishard Memorial Hospital
Program Director:

Robert K Stoetting, MD

indiana University Medical Center

1120 South Dr

indianapofis IN 48223
Length: 4 Year(s), Total Positions: 64 (PGY1:9)
AN 19,000; CNP 2,000

IOWA

lowa City
University of lowa Program

University of lowa Hospitals and Clinics -

Veterans Administration Medncal Center (lowa Chy)
Program Director:

John H Tinker, MD

University of lowa Hospitals and CIInkx

Dept of Anesthesia

lowa City IA 52242
Length: 4 Year(s), Total Positions: 45 (PGY1 8)
AN 12,948; CNP 699

KANSAS

Kansas City
University of Kansas Medical Center Program

Univ of Kansas College of Hith Sciences and Hosp
Program Director:

Kasumi Arakawa, MD

Univ of Kansas Medical Center

38th and Ralnbow Bivd

Kansas City KS 66103
Length: 4 Year(s); Total Positions: 27 (PGY1 0)
AN 17,509; CNP 1,981

icants with No Previous Graduate Medical Training vrShared-Schedule Posttions Avallabie
atients
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KANSAS cont'd MAINE Children’s Hospital Prog
) ‘ _Portland . . Children’s Hospital
Wichita : ] Maine Medical Center Program C Program Director:
University of Kansas (Wichita) Program _ Maine Medical Center ' ::A::on H.Alzer, MD
StFrancis Regional Medical Center . Program Director: _ ilaren’s Hospital
St Joseph Medical Center Donald W Kiopp, MD 300 Longwood Ave
Wesley Medical Center . Maine Medical Center ‘ BostonMA 02115 . .
Program Director: 22 Bramhall St Length: 1 Year(s); Total Positions:12 (PGY1:0)
Karl E Becker, Jr, MD . Portiand ME 04102 ° . AN 11,400; CNP 500 -
Univ of Kansas Schoo! of Medicine (Wichita) Length: 4 Year(s); Total Positions: 10 (PGY1:0) - .
1001 N Minneapolis AN 13,000; CNP 340 o M Hospital Program
. \ Massachusetts Generat Hospital
WichitaKS 67214 Program Director:
Length: 4 Year(s), Total Positions: 12 (PGY1:0) MARYLAND _ 708 clor:
AN 47,000; CNP 1,500 Baltimore Richard J Kitz, MD
e N : Massachusetts General Hospital
Johns Hopkins University Program - Fruit St
KENTUCKY John§ Hopkins Hospita.l ’ BostonMA 02114 .
Lexington : Francis Scott Key Medical Center Length: 3Year(s); Total Positions: 58 (PGY1:0)
University of Kentucky Medical Center Program . Program Director: . ANO; CNPO
Univ Hosp-AlBert B Chandler Med Ctr Mark C Rogers, MD )
Program Director: ) Johns Hapkins Hospital " New England Medical Center Program
Edwin S Munson, MD 601 N Broadway New England Medical Center
University Hospital-Albert 8 Chandler Medical Center BaltimoreMD 21205 Program Director: -
800 Rose St . Length: 4 Year(s); Total Positions: 61 (PGY1:4) Kurt F Schmidt, MD
LexingtonKY 40536 . AN 23,000; CNP 2,000 New England Medical Center
Length: 4 Year(s); Total Positions: 18 (PGY1:0) ’ 171 Rarrison
AN 9,000; CNP 750 Univgralq of Maryland ngr?m BostonMA 02111
University of Maryland Medical System Length: 4 Year(s); TotalPositions: 15 (PGY1:0)
Louisviile P":Ag;;i': :;':;“ZD AN 8,000; CNP 80
University of Loymwllg Pm_gmrn Univérsity of Maryland Medical System ey . a o,
Humana Hospital-University Dept of Anesthesia StEli s Hospite of Prog
. Kosair Children's Hospital - Baltimore MD 21201 St Elizabeth’s Hospital of Boston
P;::::";m’:sm“’" Medical Canter {Louisvile) Length: 4 Year(s); Total Positions: 20 (PGY1:0) P",;z:: B;:?:ue_ WD
Benjamin M Rigor, MD _ AN 12,000; CNP 2,000 , . StEfizabeth’s Hospital of Boston
Univ of Louisville School of Medicine + ’ 736 Cambridge St -
Dept of Anesthesiology Bethesda Brighton MA 02135
Louisville KY 40292 . Naval Hospital (Bethesda) Progi Length: 3 Year(s); Total Positions: 15 (PGY1:0)
Length: 4 Year(s); Total Positions: 27 (PGY1:7) Naval Hospital (Bethesda) AN 8,000; CNP 200
AN 16,957; CNP 1,100 . Program Director:
Capt H F Nicodemus, MD . Springfield
LOUISIANA Nav_al Hosputgl, Nava.l Medical Command ‘ Baystate Medical Conter Program
New Orleans Nationat Capital Region Baystate Medical Center
Ahon O Medical Prog Lonmezd: ot -20'? ol Positons: 18 (PGY1:0 Program Director:
Afton Ochsner Medical Foundation . AN ?:'60, ce;rr’(:)éo otal Positions: 18 (PGY1:0) Howard A Trachtenberg, MD
Program Director: I Baystate Medical Center
James R Douglas, Jr; MD : 759 Chestnut St
Alton Ochsne?Medical Foundation MASSACHUSETTS . Springfield MA 01199
1516 Jefferson Highway Boston ' . - Length: 4 Year(s), Total Positions: 16 (PGY1:4)
New Orleans LA 70121 Beth Israel Hospital Program v AN 15,000, CNP 475
Length: 4 Year(s); Total Positions: 13 (PGY1:3) Beth Israe! Hospital .
AN10,319; CNP 258 . Program Director: . Worcester .
John Hedley-Whyte, MD T y of M Medical Center Program
Charity Hospital of Louislana-L $ U Division Program Beth Israel Hospital ' University of Massachusetts Hospital
Charity Hospital of Louisiana-L S U Division 330 Brookline Ave Program Director:
Program Director: o ) BostonMA 02215 Gary W Welch, M D, PhD
Mohammed Naraghi, MD ' ) Length: 3 Year(s); Total Positions: 18 (PGY1:0) Univ of Massachusetts Med Ctr, Dept of Anesthesiology
Charity Hospital of Louisiana AN 10,146; CNP 2,228 55 Lake Ave, N
1532 Tulane Ave Worcester MA 01605
New Orleans LA 70140 . ’ B University Prog Length: 4 Year(s); Total Positions: 20 (PGY1:2)
Length: 3 Year(s); Total Positions: 14 (PGY1:0) . University Hospital AN 6,368; CNP 480
AN 18,500; CNP 500 Pr;gm‘;:m:w "o _ )
' ar illock,
Tulane University Program University Hospital Ann Arbor MICHIGAN
Tulane University Hospital : . o 75 E Newton St : Unt o Michl
Program Director: . Bosten MA 02118 . orsity 0 N gan Progre I*
Alan W Grogoro, MD ¢ Length: 3 Year(s); Total Positions: 16 (PGY1: 0) P&‘:ﬁ:‘;{ r:d o'r igan Hospitals
" . PP . 4 H
vy i L mee Tomes JDoKorie, WD
New Orleans LA 70112 ) Brigham and Women’s Hospital Program % Uniyersity of Michigan Hospital
Length: 4 Year(s), TotalPositions: 22 (PGY1:3) Brigham and Wormen's Hospital Doptof Anesthesiongy
AN 5,000 CNP 300 swons: . Children's Hospital . nn ArborMI 48109 .
. . Program Director: Length: 3 Year(s); Total Positions: 43 (PGY1:0)
Benjamin G Covino, M D, PhD AN 17,757; CNP 504
Brigham and Women’s Hospital
- 75 Francis St :
BostonMA 02115 L
Length: 3 Year(s); Total Positions: 56 (PGY1:0) . -

AN 24,000; CNP 300

P Information Not Provided PGY 1 = Positions Open to Applicants with No Previous Graduate Medical Training v Shared-Schedule Positions Avallable
An = Total Anesthetics; CNP = Consultation on Nonsurgical Patients
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MICHIGAN cont'd

Detroit
Chi s Hospital of Michig
Children’s Hospital-of Michigan
Program Director: '
Marvin R Jewell, MD
Children’s Hospital of Michigan
3901 Beaubien St
Detroit Mt 48201
Length: 1 Year(s); Total Posltions:7 (PGY1:0)
AN 9,000; CNP 200

Program

Sinai Hospital of Detroit Program
" Sinai Hospital of Detroit
Program Director:
Eli M Brown, MD
Sinai Hospital of Detroit
6767 W Outer Dr
Oetroit Ml 48235
Length: 4 Year(s); Total Positions: 21 (PGY1:0)
AN 18,172; CNP 1,400

Southfield
Providence Hospital Program
Providence Hospital
Program Director:
Francis C Wong, MD
Providence Hospita!
16001 W Nine Mile Rd
Southfield Ml 48037
Length: 4 Year(s); Total Positions:8 (PGY1:2)
AN 14,550; CNP 950

MINNESOTA
Minneapolis
University of Minnesota Program
University of Minnesota Hospital and Clinics
Hennepin County Medical Centsr
Program Director:
Joseph J Buckley, MD
University of Minnesota Hospital and Clinics
420 Delaware St, SE
Minneapolis MN 55455
Length: 4 Year(s); Total Positions: 23 (PGY1:4)
AN 21,000; CNP 1,500

Rochester
Mayo G Schoo! of Medicine Prog
Mayo Graduate School of Medicine-Mayo Clinic
Rochester Methodist Hospital
St Marys Hospital of Rochester
Program Director:
Alan D Sessler, MD
Mayo Graduate School of Medicing
200 First St, SW N
Rochester MN 55905
Length: 4 Year(s), Total Positions: 44 (PGY1:4)
AN 60,000; CNP 23,000 '

. MISSISSIPPI
Jackson )
University of Miasissippi Medical Center Program
University Hospital ’
Program Director:
David L Bruce, MD
University of Mississippi Medical Center
2500 N State St |
JacksonMS 39216
Length: 4 Year(s); Total Positions: 14 (PGY1:0)
AN 10,000; CNP 51 .

P> Information Not ﬁmvlded PGY1 = Positions Open to Apglicants with No Previous Graduate Medical Training

. MISSOURI

Columbia .

University of Missouri Medical Center Program
Univ of Missoun-Columbia Hosp and Clinics

Program Director:

" GW N Eggers, Jr, MD o
University of Missouri-Columbia Hospital and Clinics
3N15 .

ColumbiaMO 65212
Length: 4 Year(s); Total Positions: 18 (PGY1:2)
AN 6,500; CNP 200

Kansas City
St Luke's Hospital Program
St Luke’s Hospita!
Program Director:
E E Fibuch, MD
St Luke’s Hospital
44th and Womall Rd
Kansas City MO 64111
Length: 4 Year(s); Total Positions: 10 (PGY1:2)
AN 12,592; CNP 1,800

St Louis
Barnes Hospital Program
Bames Hospital
Program Director:
Witliam D Owens, MD
Washington Univ School of Medicine, Dept
of Anesthesiology
660 S Euclid Ave
StLouisMO 63110
Length: 4 Year(s); Total Positions: 45 (PGY1:1)
AN 29,000; CNP 150

* St Louis University Group of Hospitals Program

St Louis University Hospitals
Cardinal Glennon Children’s Hospital
St Louis Regional Medical Center
VA Med Ctr-John Cochran Division
Program Director:
John F Schweiss, MD
St Louis Univ School ot Medicine, Dept ot Anesthesiology
1325 S Grand Blvd
StLouis MO 63104
Length: 4 Year(s); Total Positions: 16 (PGY1:3)
AN 22,750; CNP 600 -

NEBRASKA
Omaha
Creighton University Program
St Joseph Hospital
Program Director:

John L Gordon, MD
Creighton University, Dept of Anesthesiology
601 N 30th St -
OmahaNE 68131
Length: 3 Year(s); Total Positions:4 (PGY1:0)
AN 6,922; CNP 410

University of N ka Prog
University of Nebraska Hospital and Clinics
Program Director:

K Reed Peters, MD
Univ of Nebraska Medical Center, Dept of Anesthesiology
42nd and Dewey Ave
Omaha NE 68105
Length: 4 Year(s); Total Positions: 14 (PGY1:0)
AN 5,166; CNP 325 :

An = Total Anesthetics; CNP = Consuitation on Nonsurgical Patients

NEW HAMPSHIRE

Hanover
Dartmouth-Hitchcock Medical Center Program

Dartmouth-Hitchcock Medical Center
Program Director:

Allen J Hinkle, MD

Mary Hitchcock Memorial Hospital

2 Maynard St

Hanover NH 03756
Length: 3 Year(s); Total Positions: 14 (PGY1:0)
AN 9,000; CNP 1,600

NEW JERSEY

Hackensack
Hackensack Medical Center Program

Hackensack Medical Center
Program Director:
. Harvey J Hatchfield, MD

Hackensack Medical Center

22 Hospital PI

Hackensack NJ 07601
Length: 3 Year(s); . Total Positions:9 (PGY1:0)
AN10,117; CNP 335

Livingston
St Bamabas Medical Center Program

St Bamabas Medical Center
Program Director:

Norman J Zeig, MD

St Bamabas Medical Center

Old Short Hills Road

LivingstonNJ 07039 :
Length: 4 Year(s); Total Positions:6 (PGY1:0)
AN 16,978; CNP 300 .

Long Branch
Monmouth Medical Center Program
Monmouth Medical Center
Program Director:
H Lawrence Karasic, MD
Monmouth Medical Center
300 Second Ave
Long BranchNJ 07740 ° '
Length: 4 Year(s); Total Positions: 16 (PGY1: 5)
AN 12,200; CNP 552 .

New Brunswick
UMDNJR Medical School Prog
Middlesex General-University Hospital
Program Director:
Sanford L Klein, DD S, MD
U M D N J-Rutgers Medical School
-Academic Health Science Ctr, CN 19
New Brunswick NJ 08903
Length: 3 Year(s); Total Positions: 12 (PGY1: 4)
AN 10,000; CNP 150 :

Newark
UMD N J-New Jersey Medical School Program
UMD N J-University Hospital
Program Director:
Wen-Hsien Wu, MD
UMD N J-New Jersey Medical School
100 Bergen St, Med Science Bidg
Newark NJ 07103
Length: 4 Year(s); Total Positions: 31 (PGY1:6)
AN 5,000; CNP 600

Paterson
St.Joseph’s Hospital and Medical Center Program
St Joseph'’s Hospital and Medical Center
Program Director:
Anna Stanec, MD
St Joseph's Hospital and Medical Center
703 Main St
PatersonNJ 07503
Length: 4 Year(s), Total Positions: 15 (PGY1:0)
AN 8,240; CNP 954

“Shared-Schedule Positions Avallabie

113
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NEW YORK New York University Medical Center Program New York (Brooktyn)
Albany Bellevue Hospital Center ) Maimonides Medical Center Program
Albany Medical Center Program New York University Medical Center Maimonides Medical Center.
Albany Medical Center Hospital VA Med Ctr (Manhattan) Coney island Hospital
Program Director: Program Director: Program Director:

Bemard C Deleo, MD

Albany Medical Center Hospital

New Scotland Ave

Albany NY 12208
Length: 4 Year(s); TotalPositions: 11 (PGY1:2)
AN 14,000; CNP 50

Buffalo
Miliard Fillmore Hospitals Prorgam
Millard Filmore Hospltals
Program Director:
Norma V Velasquez, MD
Millard Fillmore Hospitals
3 Gates Circle
BuffaloNY 14209
Length: 3 Year(s); Total Positions: 10 (PGY1:2)
AN 24,555; CNP 200

State University of New York at Buftalo Graduate
Medical-Dental Education Consortium Program
Buftalo General Hospital Corp -
Children’s Hospital of Buffalo
Erie County Medical Center
Program Director:
John | Lauria, MD : .
Erie County Medical Center
462 Grider St
Buffalo NY 14215
Length: 4 Year(s); Total Positions: 36 (PGY1:0)
AN 22,000; CNP 400

EastMeadow .
Nassau County Medical Center Program
Nassau County Medical Center
Program Director:
Kenneth J Freese, MD
Nassau County Medical Center
2201 Hempstead Tumpike
East Meadow NY 11554
Length: 4 Year(s); Total Positions: 15 (PGY1 3)
AN 9,500; CNP 500

New York .
Beth Israel Medical Center ngram
Beth Israel Medical Center
Program Director:
Erwin Lear, MD
Beth Israe! Medical Center
10 Nathan D Periman Pl
New York NY 10003
Length: 4 Year(s); Total Poslﬂons 25 (PGY1:0)
AN 12, 770 CNP 775

Comell Cooperating Hospitals Program

New York Hospital

Memorial Sloan-Kettering Cancer Center
Program Director:

Joseph F, Artusio, Jr, MD

New York Hospital

525 E 68th St

New York NY - 10021
Length: 4 Year(s); Total Positions:28 (PGY1:7)
AN 27,951; CNP 850

Mount Slnai School of Medicine Program

Mount Sinal Hospitat

City Hosp Ctr at Eimhurst-Mount Sinal Servnoes

Veterans Administration Medlcal Center (Bronx)
Program Director:

Joel Kapian, MD

Mount Sinai Medical Center

One Gustave L Levy PI

New York NY 10029
Length: 4 Year(s), Total Positions: 46 (PGY1:1)
AN 25,000; CNP 750

Herman Turmndort, MD
New York Univ Medical Center, Dept of Anesthesiology
550 First Ave
New York NY 10016
Length: 4 Year(s); Total Positions:49 (PGY1:3)
AN 25,000; CNP 1,250

Presbyterian Hospital In the City of New York Program
Presbyterian Hospital In the City of New York
Program Director:
Henrik H Bendixen, MD .
Presbyterian Hospital In the City of New York
622 W 168th St
New York NY 10032
Length: 3 Year(s); Total Positions: 42 (PGY1:0)
AN 23,234; CNP 4,149

St Luke’s-Roosevelt Hospital Center Program

St Luke's-Roosevelt Hosp Ctr-St Luke’s Division
Program Director:

Louis S Blancato, MD

St Luke's Hospital

421 W113th St

New York NY 10025
Length: 3 Year(s); Total Positions: 18 (PGY1:0)
AN 15,515; CNP 200 '

St Vincent's Hospital and Medical Center of New
York Program )
St Vincent’s Hosp and Med Ctr of New York
Program Director:
Robert G Hicks, MD
St Vincent’s Hospital and Medical Center of New York
153 W 11th St
New York NY 10011
Length: 4 Year(s); Total Positions: 15 (PGY1:0)
AN9,727; CNP 2,478

’

New York (Bronx)
Albert Einstein College of Medicine Program
Bronx Municipal Hospital Center
Jack D Weiler Hosp of Albert Einstein Coll of Medicine '
Program Director:
Paul L Goldiner, MD
Montefiore Medical Center, Kialr Corridor
111 E 210th St
New York (Bronx}NY 10467
Length: 4 Year(s), Total Positions: 75 (PGY1:1)
AN 14,525; CNP 5,926

New York (Brooklyn)
Brookdale Hospital Medical Center Program
- Brookdale Hospital Medical Center
Program Director:
Adel R Abadir, MD
Brookdale Hospital Center, Dept of Anesthesiology
Linden Bivd at Brookdale Plaza
New York (Brooklyn)NY 11212
Length: 4 Year(s), Total Positions: 24 (PGY1 5)
AN 18,000; CNP 1,000

New York (New Hyde Park)
Long Island Jewish Medical Center Program
Long Island Jewish Medical Center
Program Director:
Stuart B Wollman, MD
Long Island Jewish Medical Center
Dept of Anesthesiology
New York (New Hyde Park) NY 11042
Length: 3 Year(s); Total Positions: 19 (PGY1: 0)
AN 15,550; CNP 627

Philip H Sechzer, MD
Maimonides Medical Center
+ 4802 10th Ave

New York (Brooklyn) NY 11219
Length: 3 Year(s); Total Positions: 14 (PGY1:0)
AN 21,773; CNP 1,800 .
Mgthodist Hospital of Brooklyn Prog

Methodist Hospital of Brooklyn
Program Director:

Reno Tempesta, MD

Methodist Hospital of Brooklyn

506 Sixth St

New York (Brooklyn) NY 11215
Length: 4 Year(s); Total Positions: 12 (PGY1:3)
AN 8,500; CNP 70 :

New York (Bronx)
Montefiore Medlcal Center Program
Montefiore Med Ctr-Henry and Lucy Moses Hosp Division
Program Director: \
Paul L Goldiner, MD -
Montefiore Medical Center, Kiair Comdor
111 E210th St
New York (Bronx) NY 10467
Length: 4 Year(s); Total Positions:0 (PGY1: 0)
AN 10,158; CNP 2,017

New York (Brooklyn)

.S UNY Downstate Medical Center Program

Kings County Hospital Center *

Long island College Hospital

State Univ Hosp-Downstate Med Ctr

Veterans Administration Medical Center (Brooklyn)}
Program Director:

James E Cottrell, MD

Downstate Medical Center

450 Clarkson Ave, Box 6

New York (Brooklyn) NY 11203
Length: 4 Year(s); Total Positions: 72 (PGY1:10)
AN 20,000; CNP 400

Rochester -

Unt ity of Roch

Strong Mem Hosp of the Unlv of Rochester
Program Director:
Ronald A Gabet, MD
Strong Memoria) Hospital of the Universlty of Roehester
601 Elmwood Ave
Rochester NY 14642
Length: 4 Year(s); Total Positions: 21 (PGY1:3)

AN 13,000; CNP 500 \

Stony Brook
SUN Y at Stony Brook Program
Univ Hosp-S U N Y at Stony Brook Hith Sci Ctr
Veterans Administration Medical Center (Northport)
Program Director:
Paul J Poppers, MD
University Hospital, Dept of Anesthesla
Health Sciences Center
Stony Brook NY 11794
Length: 4 Year(s), Total Positions: 27 (PGY1:3)
AN 10,000; CNP 450

Ppinformation Not Provided PGY1 = Positions Open to Applicants with No Prevlous Graduate Medical Training Y Shared-Schedule Positions Available
- An = Total Anesthetics; CNP Consultation on Nonsurgical Patients
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NEW YORK cont'd

Syracuse
S UN Y Upstate Medical Center Program
University Hospital of Upstate Medical Center
Crouse-Irving Memorial Hospital
Veterans Administration Medical Center (Syracuse)
Program Director:
Linda C Stehling, MD
Dept of Anesthesiology, State University of New York
750 E Adams St
Syracuse NY 13210
Length: 4 Year(s); Total Positions: 26 (PGYl 0)
AN 12,348; CNP 524

St Joseph's Hospital Health Center Program
St Joséph's Hospital Health Center
Program Director:
Anthony A Ascioti, MD
St Joseph's Hospital Health Center
301 Prospect Ave
Syracuse NY 13203
Length: 4 Year(s), Total Positions:8 (PGY1:2)
AN 10,000; CNP 415

Valhalla
New York Medical College Program
Westchester County Medical Center (Valhalla)
Lincoln Medical and Mental Health Center
Metropolitan Hospital Center
Program Director:
David Eric Lees, MD
New York Medical College
Dept of Anesthesiology
ValhallaNY 10595
Length: 4 Year(s); Total Positions: 47 (PGY1:7) ,
AN 24,830; CNP 4,167

NORTH CAROLINA
Chapel Hill
North Carolina Memorial Hi
' North Carolina Memorial Hospital
Program Director:
Robert W Vaughan, MD
North Carolina Memorial Hospital
Univ of North Carolina
Chapel HIlNC 27514 . '
Length: 4 Year(s); Total Positions; 28 (PGY1: 4)
" AN 9,786; CNP 259

Durham
Duke Unlversity Program

Duke University Medical Center

Veterans Administration Medical Center {Durham)
Program Director: ’

W David Watkins, M D, PhD

Duke University Medical Center

Box 3081

DurhamNC 27710
Length: 4 Year(s); Total Positions: 37 (PGY1:0)
AN 21,893; CNP 595 | .

Winston-Salem
Bowman Gray School of Medicine Program
North Carolina Baptist Hospital ’
Program Director:
Francis M James, 3rd, MD
North Carolina Baptist Hospital
300 S Hawthome Rd
Winston-Salem NC 27103
Length: 4 Year(s); Total Positiona:25 (PGY1:4)
AN 18,600; CNP 200

ital Program R

OHIO
Akron
Chiidren’s Hospital Medical Center of Akron Program s
Children’s Hospital Medical Center of Akron
Program Director: .
Donald'S Neison, MD
Children’s Hospital Medical Center of Akron
281 Locust St
AkronOH 44308
Length: 1 Year(s); Total Positions:3 (PGY1:0)

AN 7,024; CNP 150

Canton
Northeastern Ohlo Unlversitles College of
Medicine Program .
Aultman Hospital
Program Director:
Jan D Smith, MD
Aultman Hospital
2600 Sixth Ave
CantornOH 44710
Length: 3 Year(s), Total Positions: 6 (PGYl 0)
AN 14,800; CNP 840 :

Cincinnati
[ y of Cincinnati Hospital Group Prog
Univ of Cincinnati Hospital-University Hospital
Children’s Hospital Medical Center
Veterans Administration Medical Center (Cincinnati)
Program Director:
Phillip O Bridenbaugh, MD
University of Cincinnati Medical Center
Mail Location 531 )
CincinnatiOH 45267
Length: 4 Year(s); Total Positions: 26 (PGY1:3).
AN 25,624; CNP 4,371

Cleveland

Case Wi Reserve | y Prog
University Hospitals of Cleveland
VA Med Ctr (Cleveland)

Program Director:

Helmut F Cascorbi, M D, PhD

Univ Hospitals of Cleveland, Dept of Anesthesia
2074 Abington Rd

Cleveland OH 44106

. Length: 4 Year(s), Total Positions:25 (PGY1:3)

AN 16,699; CNP 233

Cleveland Clinic Foundation Prog|
Cleveland Clinic Foundation
Program Director:
Azmy R Boutros, MD
Cleveland Clinic Foundation
9500 Euclid Ave
ClevelandOH 44106 .
Length: 4 Year(s) Total Positions: 57 (PGYl 10)
AN 21,000; CNP 1,200

Cleveland Metropolitan G I-Highland View
Hospltal Program

Cleveland Metropolitan Gen-Highland View Hosp
Program Director: .

Lee A Shepard, MD
Cleveland Metropolitan General-Highland View Hosptial
3395 Scranton Rd
Cleveland OH 44109
Length: 4 Year(s); Total Posittons: 15 (PGY1:0)
AN 12,500; CNP 250

Huron Road Hospital Program
Huron Road Hospital
Program Director:
John G Pouios, MD
Huron Road Hospltal
13951 Terrace Rd
Cleveland OH 44112
Length: 4 Year(s); Total Poshions: 11 (PGY1:2)
AN 4,987, CNP 319

Columbus
Ohio State University Program
Ohio State University Hospital
Program Director:
John S Mc Donald, MD
Ohio State University Hospital
410 W 10th Ave, N-429 ,
Columbus OH 43210
Length: 4 Year(s); Total Positions:30 (PGY1:0)
AN 21,000; CNP 200

Dayton
Wright State University Program
Miami Vatley Hospital
Kettering Medical Center
Program Director:
A Keith Callender, MD
Kettering Medical Center
3535 Southem Bivd
KetteringOH 45429
Length: 4 Year(s); Total Positions:3 (PGY1:3)
AN 41,000; CNP 900

" Toledo

Medical College of Ohio at Toledo Program
Medical College of Ohio Hospital
Toledo Hosplital
Program Director:
John T Martin, MD
Medical College of Ohio Hospital
C S#10008
Toledo OH 43699
Length: 4 Year(s); Total Positions: 22. (PGY1:0)
AN 11,000; CNP 900

Youngstown

Y A ital A fon Program
Youngstown Hosp Association (Southsnde Med Ctr)

Program Director:

James Fulks, MD
Youngstown Hospital Association .
500 Gypsy Lane ~ .
Youngstown OH 44501

Length: 4 Year(s); Total Positions: 16 (PGY1:3) .

AN 15,159; CNP 337

OKLAHOMA

Oklahoma City .

L y of Oklah Health Sct
Oklahoma Memorial Hospital and Clinics
Oklahoma Children’s Memorial Hospital
VA Med Ctr (Oklahoma City)

Program Director:

John L Plewes, M D, PhD -

Univ of Oklahoma Health Sclences Center

16 Everett Bldg, P O Box 26901

Oklahoma City OK 73190
Length: 4 Year(s); Total Positions: 34 (PGY1:6)
AN 15,000; CNP 1,200

Center Prog|

OREGON
Portland
Oregon Health Sci
Oregon Health Sciences Unwersity Hospltal
Veterans Administration Medical Center (Portiand)
Program Director: ’ )
Wendell C Stevens, MD
Oregon Health Sciences University, Dept
of Anesthesiology
3181 S W Sam Jackson Park Rd
Portland OR 97201
Length: 3 Year(s), Total Positions: 18 (PGY1:0)
AN12,935;CNP150 '

P Intormation Not Provided PGY1 = Positions Open to Applleants with No Previous Graduate Medical Training v Shared-Schedule Positions AvaIIab!e

. An = Total Anesthetics; CNP = Consutation on Nonsurgcal Patien
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PENNSYLVANIA

Hershey
Milton S Hershey Medical Center of the Pennsylvanla
State Unlvaraity Program

Mitton S Hershey Med Ctr of the Penn State Univ
Program Director:

Julien F Biebuyck, MD, PhD.

Milton S Hershey Medical Center

Dept of Anesthesiology

Hershey PA . 17033
Length: 4 Year(s); Total Positions: 23 (PGY1:0)
AN 6,844; CNP 2,739

Philadelphia
Albert Einstain Medical Center-Northern Division
Program
Albert Einstein Medical Center-Nonhem Division
Program Director:
Laurence J Krenis, MD :
Albert Einstein Med Ctr, Tower Bldg, 3rd FI
York and Tabor Rds
Philadelphia PA 19141
Length: 4 Year(s); Total Positions: 20 (PGY1:1)
AN 14,323; CNP 903

Hah [ y Progi
Hahnemann University Hospital
Program Director:
Henry Rosenberg, MD
Hahnemann University Hospital
230 N Broad St
Philadelphia PA 19102
Length: 4 Year(s); Total Positions: 21 (PGY1:0)
AN 7,200; CNP 250 )

Hospital of the Univarsity of Pennsyivania Program
Hospital of the University of Pennsylvania
Children’s Hospital of Philadelphia
VA Med Ctr (Philadelphia)

Program Director:

Harry Woliman, MD
Hospital of the Univ of Pennsylvania
3400 Spruce St
. PhiladelphiaPA 19104
Length: 4 Year(s), Total Positions: 84 (PGY1:9)
AN 30,000; CNP 500

Temple University Program
Tempie University Hospital
Program Director:
James R Harp, MD
Tempte University Hosp, Dept of Anesthesiology
3401 N Broad St
Philadeiphia PA 19140
Length: 4 Year(s); Total Positions: 26 (PGY1:0)
AN 9,126; CNP 555

Thomas Jef: Uni y P
Thomas Jefferson Universny Hosprtal
Program Director:

Joseph Seltzer, MD

Thomas Jefferson University Hospital

111 S11th St

Philadelphia PA 19107
Length: 3 Year(s); Total Positions: 35 (PGY1:0)
AN 14,000; CNP 500

Pittsburgh
Allaahane 1 Hoanital P
Allegheny General Hospital
Program Director;
David J Torpey, Jr, MD
Allegheny General Hospital
320 € North Ave
Pittsburgh PA 15212
Length: 4 Year(s); Total Positiona: 10 (PGY1:1)
AN 12,950; CNP 1,000

Hospitais of the University Health Center of
Pittsburgh Program
Presbyterian-University Hospital of Pittsburgh
Children’s Hospital of Pittsburgh -
Eye and Ear Hospital of Pittsburgh
. Magee-Womens Hospital
Montefiore Hospital
VA Med Ctr (Pittsburgh)
Program Director:
Robert L Willenkin, MD
Univ of Pittsburgh School of Medicine
1060-C Scaife Hall
Pittsburgh PA 15261
Length: 4 Year(s). Total Positions: 49 (PGY1 8)
AN 55,000; CNP 5,047

Mercy Hospital of Pittsburgh Prog
Mercy Hospital of Pittsburgh
Program Director:
E S Siker, MD
Mercy Hospital of Pittsburgh, Dept of Anesthesiology
1400 Locust St
Pittsburgh PA 15219
Length: 4 Year(s); Total Positions: 20 (PGY1:2)
AN 10,848; CNP 452

W Pennsylvania Hospital Prog:
Western Pennsylvania Hospital
Program Director:
Paul € Berkebile, MD
Westem Pennsylvania Hospital
4800 Friendship Ave
PittsburghPA 15224
Length: 4 Year(s), Total Positions:12 (PGY1:2)
AN 16,805; CNP 575

"PUERTO RICO

San Juan
University of Puerto Rico Program

University Hospital

Industrial Hospital

San Juan Municipal Hospital

Veterans Admin Med and Reg Office Ctr (San Juan)
Program Director:

Jose L Jimenez-Velez, MD

Univ of Puerto Rico School of Medicine

G P O Box 5067

SanJuanPR 00936 °
Length: 4 Year(s); Total Positions:24 (PGY1:4)
AN 22,936; CNP 527

SOUTH CAROLINA
Charleston
Medical L y ot South Carotina Prog!
MU S C Medical Center
VA Med Ctr (Charleston)
Program Director:
John E Mghaffey, MD '
Medical University Hospital
171 Ashley Ave
Charleston SC* 23403
Length: 4 Year(s), Total Positions: 22 (PGY1 5)
AN 12,471;CNP 678

Columbia
Richl ‘M rial Hospital-Unhy
School of M dicine Prog

Richland Mem Hosp-Umv of Sou‘lh Carofina Sch of Med
Program Director:

€ F Klein, MD

Richland Memorial Hospital

Five Richland Medical Pk

Columbia SC 29203
Length: 3 Year(s); Total Positiona: 15 (PGY1:0)
AN 11,758; CNP 250

ity of South Ceroline

. TENNESSEE
Knoxville
Unt yof T M rial R h Center end
Hospital Program . .
Univ of Tennessee Mem Research Ctr and Hosp
Program Director:

Thomas K Beene, MD
Univ of Tennessee Memorial Research Center
and Hospital
1924 Aicoa Hwy
Knoxvile TN 37920
Length: 3 Year(s); Total Positions: 9 (PGY1 0)
AN 10,546; CNP 645

Memphis .
University of Tennessee Program
University of Tennessee Medical Center
Regional Medical Center at Memphis
Program Director:
John J Angsl, MD
Univ of Tennessee Ctr for Hith Sci, Dept
of Anesthesiology
800 Madison Ave
Memphis TN 38163
Length: 4 Year(s); Total Positions: 25 (PGY1:0)
AN 21,561; CNP 440

Nashville

Vanderbilt Uniy ity Prog

Vanderbitt University Hospnal
Program Director:

Bradley E Smith, MD

Vanderbilt University Hospital

Dept of Anesthesia

Nashville TN 37232 .
Length: 4 Year(s); Total Positions: 24 (PGY1:1)
AN 9,200; CNP 400

TEXAS

Dallas
University of Texas Southwestern Medical School
Program %

Dallas Crity Hosp Dist-Parkiand Mem Hosp
Program Director:

A H Glesecke, Jr, MD

Parkland Memorial Hospital, Dept of Anesmeslok)gy

5201 Harry Hines Bivd

Dallas TX 75235
Length: 4 Year(s); Total Positions: 78 (PGY1: 15)
AN 28,539; CNP 1,398

Galveston
University of Texas Modlcal Branch Hospitals Program

University of Texas Medical Branch Hospitals
Program Director:

James F Arens, MD

Univ of Texas Medical Branch Hospnals Dept

of Anesthesia .

8th and Mechanics St

Galveston TX 77550
Length: 4 Year(s), Total Positions: 48 (PGY1: 12)
AN 13,500; CNP 750 .

Houston
Baytor College of Modlelna Program

Harris Cnty Hosg Dist-Ben Taub Community Hosp
Program Director:

Dean H Morrow, MD

Baylor College of Medicine

Dept of Anesthesiology

HoustonTX 77030
Length: 4 Year(s); Total Positions: 52 (PGY1 7
AN 30,000; CNP 250,

pinformation Not Provided PGY1 = Positions Open to Applicants with No Previous Graduate Medical Training YrShared-Schedule Posmons Available
An = Total Angsthetics; CNP = Consultation on Nonsurgical Patients
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TEXAS ¢ont'd
Houston cont'd

Texas Heart Institute Progrsm
Texas Heart institute
Program Director:
Arthur S Keats, MD
Texas Heart Institute
P O Box 20269
Houston TX 77025
Length: 1 Year(s); Total Positions:2 (PGY1: 0)
AN 6,000; CNP 100

University of Texas at Houston Program
Hermann Hospital .
Program Director: D
Joseph Gabel, MD
Univ of Texas Medical School at Houston
6431 Fannin
Houston TX 77030
Length: 4 Year(s), TotalPositions: 43 (PGY+:7)
AN 15,000; CNP 250

“Lubbock
Texas Tech University Program
Texas Tech Univ Hith Sciences Ctr at Lubbock
Amarilio Hospital District .
Lubbock General Hospital
Texas Tech U Hith Sci Ctr at El Paso-R E Thomason
Gen Hosp
Program Director: ‘
Gabor B Racz, MD
Texas Tech University Health Sdenoes Center
Dept of Anesthesiology
Lubbock TX 79430 _
Length: 4 Year(s); Total Positions: 25 (PGY1:5)
AN 10,000; CNP 1,000

’

San Antonio .
Brooke Army Medical Center Program
Brooke Afmy Medical Center
Program Director:
William Reynolds, MD
" Brooke Army Medical Center, Anesthesiology Service
Fort Sam Houston
San Antonio TX 78234
Length: 4 Year(s); Total Positions: 18 (PGY1 0)
AN 10,081; CNP 1,619
Unlvenlty of Texas at San Antonio Program
Med Ctr Hosp (of Bexar Cnty Hosp Dist)
Audie L Murphy Mem Veterans Hosp (San Antonio)
Program Director:
R Brian Smith, MD

Univ of Texas Health Science Center at San Antonio

7703 Floyd Curl Dr

San Antonio TX 78284
Length: 4 Year(s); Total Positions: 28 (PGY1:0)
AN 14,535; CNP 1,734

Wilford Hall U S A F Medical Center Program
Wilford Hall U S A F Medical Cemer
Program Director:
Maj Phillip A Abston, MD
Dept of Anesthesiclogy (S G H S A)
Wilford Hall U S A F Medical Center
San Antonio TX 78236
Length: 4 Year(s); TotaiPositions:24 (PGY1:6)
AN 12,000; CNP 1,000 .

Temple
Scott and White Memorial Hoapltal Program
Scott and White Mem Hosp-Texas A & M Univ Coll
of Med
Program Director:
Eugeno H Flewellen, 3rd, MD
Scott and White Clinic
2401 S 31st St
Temple TX 76508
Length: 4 Year(s); Total Positions: 10 (PGY1:3)
AN 12,216; CNP 750

P information Not Provlded PGY1 = Posltlons Open to Ap
An = Total A h ; CNP = Consultation on Nonsurgical

i UTAH
Salt Lake City
L ity of Utah Prog

University of Utah Medical Center
Program Director:

K € Wong, MD

University of Utah Medical Center

50 N Medical Dr

Salt Lake City UT 84132
Length: 3 Year(s); Total Positions: 30 (PGY1:0)
AN 14,354; CNP 1,278

P Primary Children's Medical Center Program
Primary Children’s Medical Center
Program Director: :
Bany J Anderton, MD
Primary Children’s Medical Center
320 12th Ave '
Selt Lake City UT 84103
Length: 1 Year(s), Total Positions:0 (PGY1:0)
ANG,000;CNP 75 - .

. VERMONT
Burtington o
Medical Centér Hospital of Vermont Program
Medical Center Hospital of Vermont
Program Director:
John E Mazuzan, Jr, MD
Medical Center Hospitel of Vermont
Colchester Ave
Burlington VT 05401
Length: 4 Year(s): Total Positions: 12 (PGY1 0)
AN 12,000; CNP 1 500

" VIRGINIA

Charlottesville
University of Virginia Program

University of Virginia Hospitals
Program Director:

Robert M Epstein, MD

Unlversity of Virginia Medical Center

Box 238

Charlottesville VA 22908
Length: 4 Year(s); Total Positions: 35 (PGY1:4)
AN 11,444; CNP 8,237

Portsmouth
Naval Hospital (Portsmouth) Program
Nave! Hospital (Portsmouth)
Program Director:
Capt F W Courington, MD
Naval Hospital
Dept of Anesthesiology
Portsmouth VA 23708
Length: 3 Year(s); Total Positions: 18 (PGY1: 0)
AN 12,000; CNP 520

Richmond

Virginia Com ith U ity M C V Program %
Medical College of Virginla Hospttal
Program Director: '

Richard L Keenan, MD
Medical College of Virginia Hospital
1200 E Broad St, M C V Box 695
Richmond VA 23298
Length: 3 Year(s); Total Positions: 27 (PGY1:4)
AN 17,000; CNP 2,000

WASHINGTON

Seattle
Unlversity of Washington Program

University Hospital X

Children's Orthopedic Hospital and Medical Center

Harborview Medical Center

Veterans Administration Medical Center (Seattle)
Progrsm Director:

Thomas F Hombein, MD )

Univ of Washington, Dept of Anesthesiology

1959 N E Pacific St, Rn-10

Seatte WA 98195
Length: 4 Year(s), Total Positions: 33 (PGY1: 4)
AN 13,500, CNP 0

Virginia Mason Hospital Program
Virginia Mason Hospital
Program Director:
Gale E Thompson, MD
Mason Clinic
1100 Ninth Ave, P O Box 900
Seattle WA 98111
Length: 4 Year(s); Total Positions: 18 (PGY1 3)
AN 8,867; CNP 654 .

’

WEST VIRGINIA
Morgantown Co
West Virginia

West Virginia Umversny Hospitals
Program Director:

Richard W Eller, MD -

Waest Virginia University School of Medicine

Dept of Anesthesiology ’

Morgantown WV 26506

Length: 4 Year(s); Total Positions: 24 (PGY1 6)

AN 9,000; CNP 2,400

WISCONSIN

Madison
University of Wisconsin Program

University of Wisconsin Hospital and Clinics .

Wm S Middleton Memorial Veterans Hospital
Program Director:

- $Craighead Alexander, MD

Unlv of Wisconsin Hospital and Chniw

600 Highland Ave, Rm B6/387

Madison Wl 53792
Length: 4 Year(s), Total Posttions: 28 (PGY1; 6)
AN 7,479; CNP 120

Milwaukee
Medical College of Wisconsin Program
Milwaukee County Medical Complex
Clement J Zablocki VA Med Ctr
Program Director:
John P Kampine, M D, PhD
Medical Cotlege of Wisconsjn
8700 W Wisconsin Ave
Milwaukee WI 53226
Length: 4 Year(s); Total Positions: 41 (PGY1:6)
AN 35,832; CNP 5,829

UNITED STATES AIR FORCE

TEXAS

San Antonio
Wiltord Hall U S AF Medical Center Program

Wilford Hall U S A F Medical Center
Program Director:

Maj Phillip A Abston, MD

Dept of Anesthesiology (SG H S A)

Wiltord Hall U S A F Medical Center

San Antonio TX 78236
Length: 4 Year(s); Total Positions: 24 (PGY1:6)
AN 12,000, CNP 1,000

gﬂlcants with No Previous Graduate Medical Training  yrShared-Schedule Positions Avallable
tients ' .

“
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UNITED STATES ARMY UNITED STATES NAVY MARYLAND -
Bethesda
i Naval Hospital (Bethesda) Program
San Francisco CALIFORNIA . oakland CAL|.FORNIA M NavelHosptal Bethesd)
Letterman Army Medical Center Program . Neval Hospital (Oakland) Prog Program Director:

Letterman Army Medical Center
Program Director:
Col Ronald L Lutz, MD

Letterman Army Medical Center, Dept of Anesthesiology

PO Box 1363

San Francisco CA 94128
Length: 4 Year(s); Total Positions: 18 (PGY1:6)
AN 5,500; CNP 400

D.C.

Washington
Walter Reed Army Medical Center Program

Walter Reed Army Medical Canter
Program Director:

Col Robert L Watson, MD

Walter Reed Army Medical Center

Dept of Anesthesia

Washington DC 20012
Length: 4 Year(s); Total Positions: 21
AN 8,100; CNP 1,360

(PGY1:0)

TEXAS
San Antonio
Brooke Army Medical Center Program
Brooke Army Medical Center
Program Director:
William Reynolds, MD
Brooke Army Medical Center, Anesthesiology Service
Fort Sam Houston
San Antonio TX 78234 .
Length: 4 Year(s); Total Positions: 18 (PGY1:0)
AN 10,081;CNP 1,619

Naval Hospital {Oakland)
Program Director:

Capt Thomas P Mathews, MD

Naval Hospital *

8750 Mountain Bivd

Oakiand CA 94627
Length: 4 Year(s); Total Positions: 12 (PGY1:0)
AN 5,000; CNP 160

San Diego
Naval Hospital (San Dlego) Program
Naval Hospital (San Diego)
Program Director:
Cdr Thomas S Scanlon, MD
Naval Hospital
Dept of Anesthesia
SanDiegoCA 92134
Length: 3 Year(s); - Total Positions: 18 (PGY1:0)
* AN 11,950; CNP 1,195 )

CaptH F Nicodemus, MD

Naval Hospital, Naval Medical Command

National Capital Region

Bethesda MD 20814
Length: 3 Year(s); Total Positions: 18 (PGY1:0)
AN 7,800; CNP 900

. VIRGINIA
Portsmouth : ’
Naval Hospital (Por sth) P:

Naval Hospital (Portsmouth)
Program Director:

Capt F W Courington, MD

Naval Hospital

Dept of Anesthesiology

Portsmouth VA 23708
Length: 3 Year(s) Total Positions: 18 (PGY1:0)
AN 12,000; CNP 520

P Intormation Not Provided PGY1 = Positions Open to Apglncants with No Previous Graduate Medical Training JrShared-Schedule Positions Ava:labie

An = Total Anesthetics; CNP = Consultation on Nonsurgrca

atients

ACCREDITED PROGRAMS IN COLON & RECTAL SURGERY

CALIFORNIA

Santa Barbara
Santa Barbara C Hospital Prog

Sansum Medical Clnmc

Santa Barbara Cottage Hospital
Program Director:

Elliot Prager, MD

Sansum Medical Clinic

PODrawer LL

SantaBarbaraCA 93102
Length: 1 Year(s); Total Positions: 1
ADC 12; AA 300; OPV 10,000

(PGY1:0)

ILLINOIS .

Chicago
Cook County Hospital Program

Cook County Hospital
Program Director:

Herand Abcarian, MD

Cook County Hospital

1825 W Harrison St

ChicagoiL 60612
Length: 1 Year(s); Total Positions:2 (PGY1:0) -
ADC 13; AA 835; OPV 4,630

anormaﬂon Not Provided PGY1 = Positions Open to
ADC = Average Daily Census; AA = Annual Admissions; O

COLON & RECTAL SURGERY

Urbana :
Carle Found Hospital Prog .
Carte Foundation Hospnal
Program Director:
Howard D Robertson, MD
. Carle Foundation Hospital
611 W Park St
“UrbanalL 61801
Length: 1 Year(s); Total Positions:2 -(PGY1:0} -
ADC 15; AA 615; OPV 4,513

. LOUISIANA
* New Orleans -
Am" Och: Mgulb-.l da
Alton Ochsner Medical Foundation
Program Director:
J Byron Gathright, Jr, MD
Alton Ochsner Medical Foundation
1516 Jefferson Highway
New Orteans LA 70121
Length: 1 Year(s); TotalPositions:2 (PGY1:0)
ADC 15; AA 776; OPV 10,181

Program

l;pplxcams with No Previous Graduate Medical Training s Shared-Schedule Positions Available

V = Annual Outpatient Visits

Shreveport
Louisiana State University (Shreveport) Program
Louisiana State University Hospital
Schumpert Medical Center
Program Director:
H Whitney Boggs, Jr, MD
Dept of Colon and Rectal Surgery
1534 Elizabeth, Suite 440
Shreveport LA 71101
Length: 1 Year(s); Total Positions:1 (PGY1:0)
ADC 26; AA 1,280; OPV 820

MARYLAND

Baltimore
Greater Battimore Medical Cemer Program

Greater Baltimore Medical Center
Program Director: .

John D Rosin, MD

Greater Baltimore Medical Center

6701 N Chartes St

BaltimoreMD 21204
Length: 1 Year(s); Total Positions:2 (PGY1:0)
ADC 10; AA 470; OPV 1,625
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MARYLAND cont'd

Bethesda
Suburban Hospital Program
Suburban Hospital
Program Director:
William H Dickson, MD
Suburban Hospital
8600 O!d Georgetown Rd
BethesdaMD 20014 °
Length: 1 Year(s); Total Positions: 1 (PGY1:0)
ADC 353; AA 307; OPV 328

MASSACHUSETTS

Burlington
Lahey Clinic Foundation Program '

Lahey Clinic Foundation
Program Director:

David J Schoetz, Jr, MD

Lahey Clinic Foundation

41 Mall Rd

Buriington MA 01805
Length: 1 Year(s); Total Positions: 2 (PGYI 0)
ADC 40; AA 1,010; OPV 15,121

_ MICHIGAN
Detroit
Henry Ford Hospital Program

Henry Ford Hospital
Program Director:

Thomas A Fox, Jr, MD

Henry Ford Hospital

2799 W Grand Bivd

Detroit MI 48202 :
Length: 1 Year(s); Total Posltions: 1 (PGY1:0)
ADC 22; AA 337, OPV 4,496 i

Grand Rapids
P Ferguson Hospital Program

Ferguson Hospital ¢
Program Director:

W Patrick Mazier, MD

Ferguson Clinic

72 Sheldon Bivd, SE

Grand Rapids M1 - 49503
Length: 1 Year(s); Total Positions:0 (PGY?:0)
ADC 83; AA 4,000; OPV 16,973 ’

Royal Oak

William B, Hospital Prog
William Beaumont Hospital

Program Director:

William L Beauregard, MD

William Beaumont Hospital !

3601 W 13 Mile Rd

Royal Oak M! 48072
Length: 1 Year(s); Total Positions:1 (PGY1:0)
ADC 17; AA 812; OPV 913

MINNESOTA

Minneapolis
University of Minnesota Program

University of Minnesota Hospital and Clinics

VA Med Ctr (Minneapalis)
Program Director:

Stanley M Goldberg, MD

University of Minnesota Hospitals

Box 450, Mayo Memorlal Bidg

Minneapolis MN 55455
Length: 1 Year(s), Total Poshtions:3 (PGY1:0)
ADC 45; AA 1,750; OPV 10,240

Rochester
Mayo Gi School of Medicine Prog
Mayo Graduate School of Mediclne-Mayo Clinic
Rochester Methodist Hospital
St Marys Hospital of Rochester
Program Director:
Bruce G Wolff, MD
Dept of Colon, Rectal and General Surgery
Mayo Clinic '
Rochester MN 55905
Length: 1 Year(s), Total Positions:2 (PGY1:0)
ADC 44; AA 2,139; OPV 29,044

MISSOURI
St Louis
P Washington University Program

Jewish Hosp of St Louis at Washington Univ Med Ctr

Program Director:

Robert D Fry, MD

Jewish Hospital of St Louis

216 S Kingshighway

St Louis MO 63110
Length: 1 Year(s); Total Positions: 0 (PGYI 0)
ADC 30; AA 700; OPV 5,000

NEW JERSEY

‘Plainfield

UMD N J-Rutgers Medical School Program
Muhlenberg Hospital
John F Kennedy Medical Center
Program Director:
Eugene P Salvati, MD
Muhlenberg Hospital
1010 Park Ave ’
Plainfield NJ 07060
Length: 1 Year(s); Total Positions:3 (PGY1:0)
ADC 19; AA 850; OPV 150

NEW YORK

Buffalo -
G I Hospital Corporation Program

Buffalo General Hospital Corp

Program Director:

Amariit Singh, MD

Buffalo General Hospital

50 High St, Suite 903

BuffaloNY 14203
Length: 1 Year(s); TotalPosmons 1 (PGYI 0)
ADC 7; AA 242; OPV 585

East Meadow
Nassau County Medical Center Program
Nassau County Medical Center
Program Director: . .
Jack W Mc Etwain, MD
Nassau County Medicat Center
4277 Hempstead Tumpike
East Meadow NY 11714
Length: 1 Year(s); TotalPositions: 1 (PGY1:0)
ADC 0; AAQ; OPVO

OHIO
Cleveland
Cleveland Clinic Foundation Program
Cleveland Clinic Foundation
Program Director:
Victor W Fazio, MD '
lan C Lavery, MD :
Cleveland Clinic Foundation
9500 Euciud Ave
ClevelandOH 44106
Length: 1 Year(s), Total Posiions: 4 (PGY1:0)
ADC 38; AA 1,337; OPV 8,697

Cotumbus
Grant Medical Center Program
Grant Medical Center
Program Director:
William R C Stewart, MD -
Grant Medical Center
300 E Town St
Columbus OH 43215
Length: 1 Year(s), TotalPositions:2 (PGY1:0)
ADC 25; AA 744; OPV 7,800 .

PENNSYLVANIA

Allentown
Allentown Hospitals Program

Lehigh Valley Hospital Ctr

Allentown Hospital
Program Director:

Indru T Khubchandani, MD

Lehigh Valley Hospital Ctr

1200 S Cedar Crest Bivd

Allentown PA 18105
Length: 1 Year(s); Total Positions: 2 (PGY1: 0)
ADC 20; AA 1,200; OPV 10,000

Sacred Heart Hosplital Program
Sacred Heart Hospital
Program Director:
Guy L Kratzer, MD
Sacred Heart Hospital
421 Chew St
Allentown PA 18102
Length: 1 Year(s); Total Positions:1 (PGY1:0)
ADC 9; AA 322; OPV 4,700 <
Erie
Saint Vincent Health Center Rrogram_
Saint Vincent Health Center
Program Director:
Frank J Theuerkauf, Jr, MD
Saint Vincent Health Center
22 W 25th St
EriePA 16544

Length: 1 Year(s); Total Positions: 2 (PGY1:0) .

ADC 18; AA 1,021; OPV 155 .

Philadelphia
Thomas Jeﬂe_rson Universlity Program
Thomas Jefferson University Hospital

- Program Director:

Gerald Marks, MD

Thomas Jefferson University Hospital

1118 11th St

Philadelphia PA 19107
Length: 1 Year(s); TotalPositions: 1 (PGY1:0)
ADC 0; AAO; OPV O

TEXAS

Dallas
Baylor University Medical Center Program

Baylor University Medical Center
Program Director:

Wallace Bailey, MD

Baylor University Medical Center

3500 Gaston Ave

Dallas TX 75246
Length: 1 Year(s), Total Positions:2 (PGY1:0)
ADC 0; AAQ;: OPV O

Presb Hospital of Dallas Prog

Presbytenan Hosp-tal of Dallas

Dallas Cnty Hosp Dist-Parkland Mem Hosp
Program Director:

Philip Huber, Jr, MD

Deptof Surgery, UTHSCD

5323 Harry Hines Bivd

Dallas TX 75235 ) ’
Length: 1 Year(s); Total Positions:1 (PGY1:0)
ADC 1,279; AA 68,592; OPV 1,733 Co.

Houston
University of Texas at Houston Program
Hermann Hospital ’
Program Director:
H Rendolph Bailey, MD
Professional Bldg
250 Hermann
Houston TX 77030
Length: 1 Year(s); Total Positions:2 (PGY1:0)
ADC 50; AA 2,000; OPV 5,000
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University of Alabama Hospitals

VA Med Ctr (Birmingham)
Program Director:

W Mitchell Sams, Jr, MD

Univ of Alabama Medical Center

619 S 19th St

Birmingham AL 35233
Length: 3 Year(s); Total Positions:6 (PGY1:0)
ADC 7; AA 122; OPV 39,919

‘ARIZONA

Tucson
University of Arizona Program

University Medical Center

Kino Community Hosp {Tucson Hosps Med

Educ Program)

Veterans Administration Medical Center (Tucson)
Program Director:

Peter JLynch, MD *

Univ of Arizona Health Sciences Center

1501 N Campbell

TucsonAZ 85724
Length: 3 Year(s); Yotal Positions:5 (PGY1:0)
ADC 1; AA 60; OPV 11,250

ARKANSAS
Little Rock
University of Arkansas for Medical Sciences Program
University of Arkansas for Medical Sciences
VA Med Ctr (Little Rock)
Program Director:
Jere D Guin, MD
Univ of Arkansas College of Medicine
4301 W Markham
Little Rock AR 72205
Length: 3 Year(s); Total Positions:8 (PGY1:2)
ADC 46; AA 0; OPV 12,532

CALIFORNIA

Los Angeles
Los Angeles County-U S C Medical Canter Progrum

Los Angeles County-U S C Medical Center
Program Director:

Thomas H Rea, MD

Los Angeles County-U S C Medical Center

1200 N State St

Los Angeles CA 90033

Length: 3 Year(s); Total Positions: 10 (PGY1 0)

ADC 4; AA 108; OPV 10,000

Martin Luther King, Jr-Drew Medical Center Program
-Martin Luther King, Jr-Drew Medical Center
Program Director:
A Paul Kelly, MD
Martin Luther King, Jr-Drew Medical Center
12021 S Wilmington Ave
Los Angeles CA 90059
Length: 3 Year(s); Total Poalﬁona 6 (PGY1:0)
ADC 0; AA 0; OPV 7,000

UCL A/West Los Angeles Veterana ‘Administration
Medical Center (W ) Pt
U C L A Medical Center
West Los Angeles Veterans Admin Med Ctr
{Wadsworth Div)
Program Director:
Ronald M Reisner, MD
U C L A School of Medicine
Div of Dermatology
Los Angeles CA 90024
Length: 3 Year(s); Total Positions: 15 (PGY1:0)
ADC 125; AA 260; OPV 26,900 '

ided PGY1 = Positions Open to
ADC AverageDally Census; AA = Annual Admissions; O

&F

icants with No Previous Graduate Medical Training
Annual Outpatient Visits

VA Med Ctr (Long Beach) .
Program Director:
Ronald Barr, MD
University of California (Irvine)
Dept of Dermatology
Irvine CA 92717
Length: 3 Year(s). Total Positions:9 (PGY1:0)
ADC 8; AA 300; OPV 25,000

.

Sacramento
University of Celifornia (Davis) Program
Univ of California (Davis} Med Ctr, Sacramento
Veterans Administration Medical Center (Martinez)
Program Director:
Edward C Gomez, MD
Univ of California (Davis) Med Ctr, Dept of Dermatology
© 4301 X St
Sacramento CA 95817
Length: 3 Year(s), Total Positions: 6 (PGY1:0)
ADC 1; AA 50; OPV 8,354

San Diego
University of California (San Diego) Program
U C $ D Medical Center
* VA Med Ctr (San Diego)
Program Director:
irma Gigli, MD
University Hospital
225 Dickinson St
San Diego CA 92103
Length: 3 Year(s); Total Positions:6 (PGY1: 0)

-ADC 9; AA 285; OPV 10,000

P> Naval Hospitel (San Diego) Program

Naval Hospital {San Diego)
Program Director:

Capt William M Burrows, Jr, MD

Naval Hospital

Code 43, Dept of Dermatology

_SanDiegoCA 92134 '

Length: 3 Year(s); Total Positions:0 (PGY1:0)
ADC 6;°AA 319; OPV 40,115

San Francisco
Letterman Army Medical Center Program
Letterman Army Medical Center
Program Director:
Col Detlef K Goette, MD
Letterman Army Medical Center, Box 172
Dept of Dermatology
San Francisco CA 94129
Length: 3 Year(s); Total Positions: 0 (PGY1:0)
ADC 1; AA 31; OPV 19,463

University of Celifornla (San Francisco) Program
Med Ctr at the Univ of California San Francisco
San Francisco General Hospital Medical Center
VA Med Ctr (San Francisco)

Program Director:

Bruce U Wintroub, MD .
Univ of Californla (San Francisco) Medical Center
400 Parnassus Ave, Rm A-328
SanFrancisco CA 94143
Length: 3 Year(s); Total Positions: 11 (PGY1:0)
ADC 10; AA 278; OPV 13,650
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ALABAMA Orange Stantord
Birmingham ) University of California (irvine) Program Stanford University Program
University of Alabama Medical Center Progrum University of California (irvine) Medical Center Stanford University Hospital

Pacific Presbyterian Medical Center

Veterans Administration Medical Center (Palo Alto)
Program Director: '

Eugene M Farber, MD

Stanford University School of Medicine

Dept of Dermatology

Stanford CA 94305
Length: 3 Year(s); Total Positions: 15 (PGY1:0)
ADC 21; AA 465; OPV 21,258

Torrance -
Los Angeles County-Harbor-U C L A Medical
Center Program
Los Angeles Cnty-Harbor-U C L A Med Ctr
Program Director:
Amold W Gurevitch, MD
Los Angeles County-Harbor-U C L A Medical Center
1000 W Carson St
Torance CA 90509
Length: 3 Year(s); Total Positions:4 (PGY1:0)
ADC 1; AA 36; OPV 6,300

COLORADO .
Aurora
Fitzsimons Army Medical Center Program
Fitzsimons Army Medical Center
Program Director:
Col J Ramsey Mellette, MD
Fitzsimons Army Medical Center
Dermatology Service
AuroraCO 80045
Length: 3 Year(s); Total Positions:6 (PGY1:0)
ADC 0; AA 30; OPV 20,000 ’

Denver
Uni y of C. do P
Unwersny of Colorado Health Sciences Center
Denver General Hospital’
Veterans Administration Medical Center (Denver}
Program Director:
William L Weston, MD
University of Colorado Medical Center
4200 E 9th Ave, Box B1 53
Denver CO 80262
,Length: 3 Year(s); Total Positions: 6 (PGY1 0)
ADC 4; AA 93; OPV 15,000

. CONNECTICUT
New Haven -
Yale-New Haven Medical Center Program

Yale-New Haven Hospita!
VA Med Citr (West Haven)

- Program Director:

Aaron B Lemner, MD
Yale Univ School of Medicine; Dept of Dermatology
333 Cedar St
New HavenCT 06510
Length: 3 Year(s); Total Positions:7 (PGY1:0)
ADC 8, AA 233, OPV 12,671

D.C.
Washmgton ) '
Washington University Prog
George Washington University Hospital
Program Director:
Mervyn L Elgart, MD
George Washington University Hospita!

2150 Pennsylvania Ave, N W

Washington DC 20037
Length: 3 Year(s); Total Positions: 3 (PGY1: 1)
ADC 5; AA 162; OPV 18,570

YShared-Schedule Positions Avallabie




v

D. C. contd
Washington cont'd ’

Howard University Program
Howard University Hospital
District of Columbia General Hospital
‘VA Med Ctr (Washington, D C)
Program Director:
Harotd R Minus, MD
Howard University Hospital, Dept 01 Dermatology
2041 Georgia Ave, N W
Washington DC 20060
Length: 3 Year(s), Total Positions:8 (PGY1:0)
ADC9; AA 41; OPV 7,101

Walter Reed Army Medical Center Program
Walter Reed Army Medical Center .
Program Director:
Col O G Rodman, MD

Walter Reed Army Medical Center, Dept of Dermatology

6825 16th St;NW

Washington DC 20307
Length: 3 Year(s); Total Positions:9 (PGY1:0)
ADC 4; AA 120; OPV 36, 000

Washi Hospital Center Prog
Washlng\on Hospital Center
George Washington University Hospital
Progrem Director: -
Thomas P Nigra, MD
Washington Hospitat Center
110 lrving St, NW, 2B-44
WashingtonDC 20010
Length: 3 Year(s); Total Positions: 4 (PGY1 0) -
ADC 7; AA 150; OPV 7,500

FLORIDA
Miami : '
University of Miami Program

Jackson Memorial Hospital

Veterans Administration Medical Center (Miami)
Program Director:
_ Neal S Penneys, MD

University of Miami School of Medicine

P O Box 016250 (R-250)

Miami FL 33101
Length: 3 Year(s), Total Positions: 12 (PGY1:0) '
ADC 33; AA 400; OPV 30,000

Miami Beach
Mount Sinal Medical Cemer of Greater Miaml Program
Mount Sinai Medical Center of Greater Miami
Program Director:
Phillip Frost, MD :
Mount Sinai Medical Center of Greater Miami
4300 Atton Rd
Miami Beach FL 33140 .
Length: 3 Year(s);  Total Positions: 7 (PGY1:0)
ADC 10; AA 193; OPV 21,000

Tampa
University of South Florida Program
Tampa General Hospital
James A Haley Veterans Hospital
Program Director:
Neil A Fenske, MD
Univ of South Florida School of Medicine
12901 N 30th St
TampaFL 33612
Length: 3 Year(s), Total Positions:5 (PGY1:0)
ADC 5; AA 50; OPV 18,200

tion Not P d PGY1 = Positions Open to A

ADc Average Dally Census; AA = Annual Admissions; O

GEORGIA
Atlanta
Emory University Program
Grady Memorial Hospital
. Emory University Hospital
Veterans Administration Medical Center (Atlanta)
Program Director:
Marilynne Mc Kay, MD
Emory University School of Medicine
207 Woodruff Memorial Bldg
Atlanta GA 30322
Length: 3 Year(s); Total Positions: 10 (PGY1:0)
ADC 15; AA 400; OPV 30,400

Augusta
Medical College of Georgia Program
Medical Coltege of Georgia Hospital and Clinics
Dwight David Eisenhower Army Medical Center
University Hospital )
Veterans Administration Medical Center (Augusta)
Program Director:
J Graham Smith, Jr, MD
Medical College of Georgia, Dept of Dermatology
1521 Pope Ave
AugustaGA 30912
Length: 3 Year(s), Totel Positions: 8 (PGY1:0)
ADC 1; AA 46; OPV 26,880

ILLINOIS

Chlcago
Cook County Hoapﬁal Program

Cook County Hospital
Program Director:

Darryl M Bronson, MD

Cook County Hospital

1835 W Hammison St

Chicago IL 60612 :
Length: 3 Year(s), Total Positions:8 (PGY1:0)
ADC 6; AA 250; OPV 25,000

Northwestern University Medical School Program

Northwestern Memorial Hospital

Children's Memorial Hospital

Veterans Administration Lakeside Medical Center
Program Director:

Henry H Roenigk, Jr, MD

Northwestemn University Medical School, Dept

of Dermatology '

303 E Chicago Ave

ChicagoIL 60611
Length: 3 Year(s), Total Positions: 8 (PGY1:0)
ADC 15; AA 360; OPV 25,000

Rush-Presbyterian-St Luke's Medical Center Program
Rush-Presbyterian-St Luke's Medical Center
Program Director:’
Frederick D Malkinson, MD
Rush-Presbyterian-St Luke’s Medical Cen\er
1753 W Congress Pkwy
ChicagoIL 60612
Length: 3 Year(s), Total Positions: 4 (PGY1:0)
ADC 2; AA 25; OPV 11,000

University of lilinols Program
University of lllinois Hospital
Edward Hines Jr Veterans Administration Hospital
Foster G Mc Gaw Hospital
Veterans Administration Westside Medical Center
Progrsm Director:
Lawrence M Solomon, MD
+ University of lllinois Hospital”  *
840 S Wood St
ChicagoIL 60612
Length: 3 Year(s). Total Positions:9 (PGY1:0)
ADC 15; AA 350; OPV 27,000

P University of Chicago Program
University of Chicago Medical Center
Program Director:
Allan L Lorincz, MD -
Box409
5841 S Maryland Ave
Chicago IL 60637
Length: 3 Year(s), Total Positions: 0 (PGY1:0)
ADC 10; AA 232; OPV 6,892

INDIANA
Indianapolis
Indiana University Medical Center Program
Indiana University Hospitals
Richard L Roudebush VA Med Ctr
William N Wishard Memorial Hospital
Progrem Director:
Arthur L Norins, MD
Indiana University Med Ctr, Regenstrief Hith Ctr 524
1001 W Tenth St
Indianapolis IN 46202
Length: 3 Year(s); Total Positions: 6 (PGY1:0)
ADC 5; AA 250; OPV 15,500

JOWA

lowa City
University of lowe Program

University of lowa Hospitals and Clinics
Program Director:

John 8 Strauss, MD

University of lowa Hospitals and Cllnlcs

Dept of Dermatology

lowa City IA 52242
Length: 3 Year(s); Total Positions: 12 - (PGY1:0)
ADC 7; AA 283; OPV 19,141

KANSAS .

Kansas City
University of Kansas Medical Center Progmm

Univ of Kansas College of Hith Sciences and Hosp
Program Director:

James Kalivas, MD

University of Kansas Medical Center

39th and Rainbow Bivd

Kansas City KS 66103 :
Length: 3 Year(s), TotalPositions:3 (PGY1:0)
ADC 2; AA 47, 0PV 5,842

‘ KENTUCKY
Louisville :
University of Louisville Program

Humana Hospital-University

Veterans Administration Medical Center (Louisville)
Program Director:

Jeffrey P Callen, MD

- Univ of Louisville Health Sciences Center

Div of Dermatology

Louisville KY 40292
Length: 3 Year(s); Total Positions: 6 (PGY1:0)
ADC 11; AA 150; OPV 18,000

LOUISIANA
New Orieans
Tulane L
Tulane Umversﬂy Hospital
Charity Hospital of Louisiana at New Orteans
Louistana State University Hospital
Progrsm Director:
Larry E Millikan, MD
Tulane Unlv School of Medicine, Dept of Dermatology
1430 Tulane Ave
New Orieans LA 70112
Length: 3 Year(s), Total Positions:8 (PGY1:0)
ADC 2; AA 63; OPV 20,293

State Unf y Prog|

icants with No Previous Graduate Medical Training  skShared-Stchedule Positions Available , .
= Annual Qutpatient Visits
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MARYLAND
Baltimore
Johns Hopkins University Prog
Johns Hopkins Hospital

Francis Scott Key Medical Center

Good Samaritan Hospital pf Maryland
Program Director:

Thomas T Provost, MD

Johns Hopkins Medical Institutions

600 N Wolfe St

Baltimore MD 21205
Length: 3 Year(s); Total Positions: 8 (PGY1:0)
ADC 19; AA 210; OPV 22,000

University of Maryland Program

University of Maryland Medical System
Program Director: '

Joseph W Bumnett, MD

University of Maryland Medical System

22 S Greene St

Baltimore MD 21201
Length: 3 Year(s); Totaf Positions:6 (PGY1:0)
ADC 4; AA 200; OPV 21,000

Bethesda
National institutes of Healm Clinical Center Program
National Institutes of Health Clinical Center
Program Director:
Stephen | Katz, M D, PhD
. National Institutes of Health
Bldg 10, Rm 12 N 238
BethesdaMD 20892 . .
Length: 1 Year(s); TotalPositions:4 (PGY1:0)
ADC 1; AA 25; OPV 3,600

Naval Hospital (B da) Prog
Naval Hospital (Bethesda)
Program Director:
CaptHarry L Parlette, 3rd, MD
Naval Hospital (Bethesda)
Dept of Dermatology
BethesdaMD 20814
Length: 3 Year(s); Total Positions:8 (PGY1:0)
ADC 3; AA 47; OPV 24,684

MASSACHUSETTS

Boston )
Boston University/Tufts University Program

University Hospital

Baston City Hospital

New England Medical Center
Program Director:

Barbara A Gilchrest, MD

David S Feingold, MD

University Hospital, Dept of Dermatology

75ENewtonSt

BostonMA 02118
Length: 3 Year(s); Total Positions: 11 (PGY1:0)
ADC 1;AA78; 0PV 34,679

P> Harvard Medical School Progrsm
Massachusetts General Hospital
Beth Israel Hospital
Brigham and Women's Hospnal
" Children’s Hospital
Lahey Clinic Foundation
Program Director:
Thomas B Fitzpatrick, MD
Massachusetts General Hospital, Dept of Derrnatobgy
Fruit St
BostonMA - 02114
Length: 3 Year(s);, Total Positions: 0 (PGY1 0)
ADC 12; AA 209; OPV 20,000

P Information Not Provided PGY1 = Positions Open to A

ADC = Average Daily Census; AA = Annual Admissions; Ol

MICHIGAN

Ann Arbor
University of Michigan Program

University of Michigan Hospitals

VA Med Ctr (Ann Arbor)
Program Director:

JohnJ Voorhees, MD -

Univ of Michigan Medical School

Rm C2064 Outpatient Bidg

Ann Arbor Mt 48109

Length: 3Year(s); Total Positions: 17 (PGY1:0)

ADC 50; AA 1,094; OPV 31,087

Detroit

. Henry Ford Hospital Program

Henry Ford Hospital
Program Director:
Edward A Krull, MD \
Henry Ford Hospital, Dept of Dermatology
2799 W Grand Bivd
Detroit Mi 48202

Length: 3 Year(s); Total Positions: 15 (PGY1:0)

ADC 16; AA 370; OPV 51,200

Weyne State Univeraity Program
Harper-Grace Hospitals-Harper Division
Children’s Hospital of Michigan
Detroit Receiving Hosp and Univ Hith Ctr
Hutzel Hospital
VA Med Ctr (Alten Park)

Program Director:

Ken Hashimoto, MD
University Health Center
4201 St Antoine

Detroit Ml 48201

Length: 3 Year(s); Total Positions:8 (PGY1:0)

ADC 10; AA 661; OPV 22,337

MINNESOTA

Minneapolis ’
University of M P

Unnversnty of Minnesota Hospnal and Clinics

Hennepin County Medical Center

St Paul-Ramsey Medical Center

VA Med Ctr (Minneapotis)
Program Director:

William C Gentry, Jr, MD

University Hospital, Box 98

420 Delaware St, S E

Minneapolis MN 55455

Length: 3 Year(s); Total Positions: 15 (PGY1: 1)

ADC9; AA 177, 0PV 29,672

Rochester :
Mayo School of Medicine Prog

Mayo Graduate School of Medicine-Mayo Clinic

Rochester Methodist Hospital

St Marys Hospital of Rochester
Program Director:

Sigfrid A Muller, MD

Mayo Graduate School of Medicine

200 First St, SW

Rochester MN 55905

Length: 3 Year(s), Total Positions: 15 (PGY1:0)

ADC 30; AA 677; OPV 36,895

MISSOURI

Columbia
University of Missourt Medical Center Progrsm

Univ of Missouri-Columbia Hosp and Clinics

Harry S Truman Memorial Veterans Hospital
Prograsm Director:

Philip C Anderson, MD

University of Missouri Medical Center

1 Hospital Dr, M/173

Columbia MO 65212

Length: 3 Year(s); Total Positions:8 (PGY1:2)

ADC 1; AA 100; OPV 15,688

St Louis
Hospital Group Prog
Barnes Hospital
Program Director:
Arthur Z Eisen, MD
Washington Univ Schoo! of Medicine, Div of Dennatology
660 S Euclid Ave
StLouisMO 63110
Length: 3 Year(s); Total Positions: 12 (PGY1:0)
ADC 11; AA 336; OPV 22,375

NEW HAMPSHIRE
Hanover :
Dartmouth-Hitchcock Medical Center Program

Dartmouth-Hitchcock Medical Center
Veterans Admin Med and Reg Office Ctr
Program Director:
Steven K Spencer, MD
Dartmouth-Hitchcock Medicat Center *
2 Maynard St
Hanover NH 03756
Length: 3 Year(s); TotalPositions:6 (PGY1: 0)
ADC 14; AA 350; OPV 14,566

NEW JERSEY

Newark .
UMD N J-New Jersey Medical School Program

U M D N J-University Hospital

VA Med Ctr (East Orange)
Program Director:

Robert A Schwartz, MD -

U M D N J-New Jersey Medical School

100 Bergen St

Newark NJ 07103
Length: 3 Year(s); Total Positions: 3 (PGY1:0)
ADC 1; AA 99; OPV 15,700

NEW MEXICO
Albuquerque
University of New Mexico Program .
University of New Mexico Hospital-B CM C
VA Med Ctr (Albuquerque)
Program Director:
Eduardo Tschen, MD
. Univ of New Mexico School of Medicine
Dept of Dermatology
Albuguerque NM 87131 )
Length: 3 Year(s); Total Positions:5 (PGY1:0)
ADC 2; AA 30; OPV 10,100

NEW YORK
Buffalo .
State University of New York at Buffalo Graduate
Medical-Dental Education Consortium Program

Buffalo General Hospital Corp :

Children’s Hospital of Buftalo

Erie County Medical Center

Veterans Administration Medical Center (Buflalo)
Program Director:

Frederick Helm, MD

S UNY at Buffalo, Dept of Dennatology

50 High St, Rm 609

BuffaloNY 14203
Length: 3 Year(s), TotalPositions:9 (PGY1 0)
ADC 74; AA 83; OPV 19,210

Col Uni .
Presbyterian Hospnai In the City of New York
St Luke’s-Roosevett Hospital Center

Program Director:
Leonard C Harber, MD
Columbia University College of Physicians and Surgeons
630 W 168th St
New York NY 10032

Length: 3 Year(s); Total Positions: 12 (PGY1:0)

ADC 22; AA 250; OPV 17,500

phcants with No Previous Graduate Medical Training *SMmdSchedub Positions Avallable
= Annual Outpatient Visits
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NEW YORK cont'd
New York cont'd '

Mount Sinal School of Medicine Prog

Mount Sinai Hospital

Beth Israel Medical Center

Veterans Administration Medical Center (Bronx)
Program Director:

Raul Fleischmajer, MD

Mount Sinai Medical Center

1 Gustave L Levy PI

New York NY 10029 .
Length: 3 Year(s); Total Positions: 10 (PGY1:0)
ADC 11; AA 150; OPV 32,000

New York Medicai College Program ~
Metropolitan Hospital Center
Bayley Seton Hospital
Lincoln Medical and Mental Health Center
Westchester County Medical Center (Valhalla)
Program Director: :
Edward H Mandel, MD
Metropolitan Hospita! Center, Dept of Dermatology
1901 First Ave
New York NY 10029
Length: 3 Year(s), TotalPositions:9 (PGY1:0)
ADC 6; AA 153, OPV 25,000 - )

New York University Medical Center Program
Bellevue Hospital Center
New York University Medical Center
VA Med Ctr (Manhattan)
Program Director:
Irwin M Freedberg, MD
New York University Medical Center
550 First Ave
New York NY 10016
Length: 3 Year(s); Total Positions: 20 (PGY1:0)
ADC 52; AA 824; OPV 41,995 ’

P-New York Hospital Program
New York Hospital
Program Director:
George W Hambrick, Jr, MD
New York Hospital
525 E 68th St
New York NY 10021
- Length: 3 Year(s); Total Posttions: 0 (PGY1 0)
ADC 9; AA 120; OFV 18,500

New York (Bronx)
Albert Einstein College of Medicine Program
Bronx Municipal Hospital Center

Jack D Weiler Hosp of Albert Einstein Coll of Medicine
Montefiore Med Ctr-Henry and Lucy Moses Hosp lesaon

North Central Bronx Hospltal
Program Director:
Michael Fisher, MD

Albert Einstein College of Medicine, Dept of Dermatology

1300 Morris Park Ave,

New York (Bronx) NY 10461
Length: 3 Year(s); Total Positions: 10 (PGY1: 0)
ADC 8; AA 153; OPV 35,600

New York (Brooklyn)
S UN Y Downstate Medical Center Program
Kings County Hospital Center
Brookdale Hospital Medical Center
State Univ Hosp-Downstate Med Ctr
Veterans Administration Medical Center (Brooklyn)
Program Director: (
Alan R Shalita, MD
S UNY Downstate Medical Center
450 Clarkson Ave
New York (Brooklyn) NY 11203
Length: 3 Year(s); Total Positions: 13 (PGY1:0)
ADC 18; AA 210; OPV 21,000

Rochester .
Strong M ial Hospital of the University of
Rochester Program

Strong Mem Hosp of the Univ of Rochester
Program Director:

Lowell A Goldsmith, MD
_ Strong Memorial Hospital, Dept of Dermatology
601 Eimwood Ave
Rochester NY 14642
Length: 3 Year(s); Total Positions:5 (PGY1:0)
ADC 4; AA 50; OPV 7,500 '

NORTH CAROLINA
Chapel Hill
North Carotina Memorial Hospital Prog
North Carolina Memorial Hospital .
Program Director:

Clayton E Wheeler, Jr, MD

North Carolina Memorlal Hospital

Manning Dr

Chapel Hit NC 27514
Length: 3 Year(s); Total Positions: 10 (PGY1:0)
ADC 3; AA 119; OPV 16,500

Durham
Duke University Program

Duke University Medical Center

Veterans Administration Medical Center (Durham)
Program Director:

Sheldon R Pinnetl, MD

Duke University Medical Center

P O Box 3135

DurhamNC 27710
Length: 3 Year(s); Total Positions:9 (PGY1:0)
ADC 8; AA 600; OPV 22,000

OHIO
Cincinnati .
University of Cinclnnati Hospital Group Prog
Univ of Cincinnati HospntaI-Unlversny Hospltal
Program Director:

James J Nordiund, MD .
University of Cincinnati Medical Center
Mail Location 592
-CincinnatiOH 45267
Length: 3 Year(s), Total Positions:9 (PGY1:0)
ADC 9; AA 300; OPV 19,956

Cleveland
Case Westemn Reserve University Program
University Hospitals of Cleveland
VA Med Ctr (Cleveland)
Program Director:
Barry C Lamkin, MD
University Hospitals of Cleveland
2074 Abington Rd
Cleveland OH 44106
Length: 3 Year(s); Total Pasitions: 10 (PGY1 0)
ADC 5; AA 150; OPV 20,070
[ d Clinic Foundation Prog
Cleveland Clinic Foundation
Program Director:
Philip L Ballin, MD
Cleveland Clinic Foundation
9500 Euclid Ave .
Cleveland OH 44106 )
Length: 4 Year(s), Total Positions: 15 (PGY1:3)
ADC 9; AA 280; OPV 26,977

Cleveland Metropolitan I-Highland View
Hospital Program

Cleveland Metropolitan Gen-Highland View Hosp
Program Director:

Jerome R Pomeranz, MD

Cleveland Metropolitan General Hospital

3395 Scranton Rd

ClevelandOH 44109 _
Length: 3 Year(s); Total Positions: 8 (PGY1:0)
ADC 0; AA 42; OPV 11,171

Columbus .
Ohio State University Program
Ohio State University Hospital
Program Director:
Chartes Camisa, MD
Ohio State University, Div of Dermatology
4731 UHC, 456 Clinic Dr :
Columbus OH 43210
Length: 3 Year(s); Total Positions:5 (PGY1: 0)
ADC 4; AA 120; OPV 13,000

Dayton )
Wright State University Program
Wright State University School of Medlclne
Children's Medical Center’ '
Good Samaritan Hospital and Health Center
St Elizabeth Medical Center
U S A F Medical Center (Wright-Patterson)
Veterans Administration Medical Ceénter (Dayton)
Program Director:
Dwight D Smith, MD
Wright State Univ Sch of Med, Dept of Dermatology
POBox927 -
Dayton OH 45401
Length: 3 Year(s); Total Positions: 6 (PGY1 0)
ADC 10; AA 360; OPV 15,000 . -

OKLAHOMA - ™ °

Oklahoma City '
University of Oklah Health Sct

Oklahoma Memoriat Hospital and.Clinics

Oktahoma Chitdren’s Memoria! Hospital

VA Med Ctr (Oklahoma City)
Program Director: \

Mark A Everett, MD

Univ of Oklahoma Health Sciences Center *

619N E 13th St

Oklahoma City OK 73104
Length: 3 Year(s); Total Positions: 6 (PGY1:0)
ADC 3; AA 109; OPV 23,500 '

-

- OREGON .

Portland .
Oregon Health Sciences Unlverslty Progmm

Oregon Health Sciences University Hospital

Veterans Administration Medical Center (Portland)
Program Director: ’

Frank Parker, MD

Oregon Health Sciences University

3181 S W Sam Jackson Park Rd )

Portland OR 97201 '
Length: 3 Year(s); Total Positions:9 (PGY1:0)
ADC 8; AA 240; OPV 10,000

PENNSYLVANIA
Danville .
Gelsinger Medical Center Program R
Geisinger Medicat Center
Program Director:
O Fred Miller, 3rd, MD Ly
Geisinger Medical Center .
Dept of Dermatology Iy
Danville PA 17822 . . .
Length: 3 Year(s); Total Positions:6 (PGY1:0)
ADC 1; AA 50; OPV 23,000

Hershey
Milton S Hershey Medical Center of the Pennsylvanla :

. State University Program

Milton S Hershey Med Ctr of the Penn State Univ
Program Director: .

Donald P Lookingbill, MD .

-Milton S Hershey Medicat Center

500 University Dr

Hershey PA 17033
Length: 3 Year(s); Total Posltions: 3 (PGY1:0)
ADC 1; AA 34; OPV 6,000

123
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PENNSYLVANIA cont'd

¥ FIOg)

Hahnemann University Hospital
Program Director:
Henry C Maguire, Jr, MD
Hahnemann University School of Medicine
Broad and Vine
Philadelphia PA 19102
Length: 3 Year(s); Total Positions:3 (PGY1:0)
ADC 10; AA 375; OPV 12,500

Philadelphia
' Uni

Temple University Program

Temple University Hospital

Skin and Cancer Hospital of Philadelphia
Program Director:

Frederick Urbach, MD

Temple University Hospital

3322 N Broad St

Philadelphia PA 19140
Length: 3 Year(s), Total Positions: 6 (PGY1:0)
ADC 3; AA 100; OPV 16,612

Thomas Jefterson Univeraity Program
Thomas Jefferson Unlversny Hospital
Program Director:
Herbert A Luscombe, MD
Thomas Jefferson University Hospital
11th and Wainut Sts, Suite 4-251
Philadelphia PA 19107
Length: 3 Year(s); TotalPositions:3 (PGY1:0)
ADC 3; AA 40; OPV 8,500
Uni y of P yivania P
Hospltal of the University of Pennsylvama
Children’s Hospital of Philadelphia
Graduate Hospital
Pennsylvania Hospital
VA Med Ctr (Philadelphia)
Program Director:
James J Leyden, MD
Univ of Pennsylvania School of Medicine
230 Med Educ Bidg, 36th & Hamilton
Philadelphia PA 19104’
Length: 3 Year(s),; Total Positions: 11 (PGY1: 0)
ADC 10; AA 198; OPV 22,341

Pittsburgh
Hospitals of the Univeraity Health Cemer of
Pittsburgh Program
Children’s Hospital of Pittsburgh
Presbyterian-University Hospital of Pittsburgh
VA Med Ctr (Pittsburgh)
Western Pennsylvania Hospital
Program Director:
William H Eaglstein, MD
Falk Clinic, 6th FI
3601 Fifth Ave
Pittsburgh PA * 15213
Length: 3 Year(s); Total Positions: 10 (PGY1:0)
ADC 6; AA127; OPV 18,015

PUERTORICO

San Juan
University Hospital Program

University Hospital
Program Director:

Jorge L Sanchez, MD

University Hospital, Puerto Rico Med Ctr

Rio Piedras Station

SanJuan PR 00921
Length: 3 Year(s); Total Positions:8 (PGY1:0)
ADC 8; AA 150; OPV 20,000

P Information Not Provided PGY1 = Positions Open to A
ADC = Average Daily Census; AA = Annual Admissions; O

RHODE ISLAND

Providence
Brown University Program

Roger Williams General Hospital

Memorial Hospital

Rhode Istand Hospital

VA Med Ctr (Providence)
Program Director:

Charles J McDonald, MD

Roger Williams General Hospital

825 Chalkstone Ave

Providence Ri 02908
Length: 3 Year(s); Total Positions:9 (PGY1:0)
ADC 20; AA 450; OPV 20,234

SOUTH CAROLINA
Charleston )
Medical L ity of South C. Prog
MU S C Medical Center
VA Med Ctr (Charleston)
Program Director:

John C Maize, MD

Medical University of South Carolina

171 Ashley Ave

Charleston SC 29425
Length: 3 Year(s). Total Positions: 6 (PGY1 o
ADC 6; AA 210; OPV 12,500

TENNESSEE

University of T P

University of Tennessee Medlcal Center

Baptist Memorial Hospital

Regional Medical Center at Memphis

Veterans Administration Medical Center (Memphis)
Progrsm Director:

E William Rosenberg, MD

University of Tennessee Medical Center

800 Madison Ave

Memphis TN 38163
Length: 3 Year(s), Total Positions:6 (PGY1:0)
ADC 11; AA 249, 0PV 9,271

Nashville
fanderbiit University P
Vanderbilt University Hospltal
Metropolitan Nashville General Hospttal -
Veterans Administration Medical Center {Nashville)
Program Director:
Lloyd E King, Jr, Md, PhD
Vanderbilt University School of Medicine
1161 21st Ave
Nashville TN 37232
Length: 3 Year(s); TotalPositions: 6 (PGY1:0)
ADC 4; AA 120; OPV 12,000

TEXAS
Dallas .
University of Texas Southwestern Medical
School Program

Dallas Cnty Hosp Dist-Parkland Mem Hosp .

Children’s Medical Center |

Veterans Administration Medical Center (Dallas)
Program Director:

Paul R Bergstresser, MD

Univ of Texas Health Science Center at Dallas

5323 Harry Hines Blvd

Dallas TX 75235
Length: 3 Year(s). Total Positions: 9 (PGVl : 0)
ADC 2; AA 100; OPV 11,001

Galveston
University of Texas Medical Branch Hospitals Program
University of Texas Medical Branch Hospitals
Program Director:
Edgar B Smith, MD
Univ of Texas Medical Branch Hospitals
Dept of Dermatology
Galveston TX 77550
Length: 3 Year(s); Total Positions: 7 (PGY1:0)
ADC 3; AA 128; OPV 14,081

Houston
Baylor College of Medicine Program
Harris Cnty Hosp Dist-Ben Taub Community Hosp
Methodist Hospital v
Veterans Administration Medical Center (Houston)
Program Director:
John E Wolf, Jr, MD
Baylor College of Medicine, Dept of Dennatology
-1200 Moursund
Houston TX 77030
Length: 3 Year(s); Total Positions: 10 (PGY1:0)
ADC 13; AA 376; OPV 19,317

University of Texas at Houston Program
University of Texas Medical School at Houston
Hermann Hospital
Univ of Texas-M D Anderson Hosp and Tumor Institute
Program Director:
Robert E Jordon, MD
Univ of Texas Medical School, Dept of Dermatology
. 6431 Fannin, MSMB 1.202 '
Houston TX 77030 .
Length: 3 Year(s). Total Positions: 6 (PGY1:0)
ADC 4; AA 100; OPV 10,000

Lubbock
Texas Tech University Program

Texas Tech Univ Hith Sciences Ctr at Lubbock
Program Director: '

Kenneth H Neldner, MD

Texas Tech University Health Sciences Center

Dept of Dermatology

Lubbock TX 79430 !
Length: 3 Year(s), Total Positions:4 (PGY1:0)
ADC 38; AA 0; OPY 9,218

San Antonio
Brooke Army Medical Center Progrsm
Brooke Army Medical Center
Program Director:
Cal Charles W Lewis, MD
' Brooke Army Medical Center, Dermatology Service
Fort Sam Houston
San Antonio TX 78234
Length: 3 Year(s); Total Positions: 11 (PGY1: 0)
ADC 3; AA 70; OPV 40,000

University of Texas at San Antonio Program

Med Ctr Hosp (of Bexar Cnty Hosp Dist)

Audie L Murphy Mem Veaterans Hosp (San Antonio)
Program Director:

D E vander Ploeg, MD

Univ of Texas at San Antonio, Div of Dermatology

7703 Floyd Curi Dr

San Antonio TX 78284
Length: 3 Year(s); Total Positions:3 (PGY1:0).
ADC 3; AA 110; OPV 13,600

- Wilford Hall U S A F Medical Center Program

Wilford Hall U S A F Medical Center
Program Director:
Col Richard L Spietvogel, MD
Wilford Hall U S A F Medical Center, Dept Dermatology
LackiandAF B
San Antonio TX 78236
Length: 3 Year(s); TotalPositions:9 (PGY1:0)
ADC 5; AA 160; OPV 40,000

plicants with No Previous Graduate Medneal Training Y Shared-Schedule Positions Available
= Annual Outpatient Visits
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VIRGINIA
Charlottesville .
University of Virginla Program

University of Virginia Hospitals
Program Director: '

Peyton E Weary, MD

University of Virginia Medical Center

Dept of Dermatoiogy, Box 134

Charlottesville VA 22908
Length: 3 Year(s); Total Positions: 6 (PGY1 0)
ADC 2; AA 98; OPV 10,645

Richmond .
Virginia C ith University M C V Prog
Medical College of Virginia Hospital
Hunter Holmes Mc Guire V A Med Ctr (Richmond)
Program Director:
. W Kenneth Blaylock, MD
Medical College of Virginia Hosp, Dept of Dermatology
1101 E Marshall St, Box 164
Richmond VA 23298
Length: 3 Year(s); Total Positions:6 (PGY1: 0)
ADC 8; AA 400; OPV 20,000

WASHINGTON

Seattle
University of W gton Prog

University Hospital.
Program Director:

George F Odlarid, MD

University Hospital

1959 N E Pacific Ave

Seattlo WA 98195
Length: 3 Year(s); Total Positions: 6 (PGY1:0)
ADC 0; AA 0; OPV 12,285

WEST VIRGINIA

Morgantown ,
West Virginia University Program
/ West Virginia University Hospmals
Program Director:

Wiliam A Weiton, MD

West Virginia University Medical Center

Dept of Dermatology

Morgantown WV 26506
Length: 3 Year(s); Total Positions:2 (PGY1:0)
ADC 1; AA 45; OPV 4,000 ’

WISCONSIN

Madison
Unl y of Wi in Prox

Umversnty of Wisconsin Hospltal and Clinics

Marshfield Clinic-St Joseph's Hospital

Wm S Middleton Memorial Veterans Hospital
Program Director: *

Derek J Cripps, MD

University of Wisconsin Hospita! and Clinics

600 Hightand Ave

Madison Wl 53792 .
Length: 3 Year(s); Total Positions:6 (PGY1:0)
ADC 6; AA 200; OPV 37,682

Milwaukee
Medical College of Wlsconsln Program
Milwaukee County Medical Complex
Clement J Zablocki VA Med Ctr
Froedtert Memorlal Lutheran Hospital
Program Director:
Thomas J Russell, MD
Froedtert Memorial Lutheran Hospital, Dw
of Dermatology
9200 W Wisconsin Ave
Milwaukee Wi 53226
Length: 3 Year(s); Total Positions:6 (PGY1:0)
ADC 3; AA 101; OPV 9,522 .

blntormaﬂon Not Provided PGY1 = Positions Open to g)
ADC = Average Dally Census; AA = Annual Admissions; O

V =

UNITED STATES AIR FORCE

_ TEXAS
San Antonio
Wilford Hall U S A F Medical Center Program
Wilford Hall U S A F Medical Center
Program Director:
Col Richard L Splelvogel, MD
Wilford Hall U S A F Medical Center, Dept Dermatology
Lackland AF B
San Antonio TX 78236 )
Length: 3 Year(s); Total Positions:9 (PGY1:0)
ADC 5; AA 160; OPV 40,000

. UNITED STATES ARMY

CALIFORNIA

San Francisco
Lettarman Army Medical Center Program

Letterman Army Medical Center
Program Director: ’

Col Detlef K Goette, MD

Letterman Army Medical Center, Box 172

Dept of Dermatology

San Francisco CA 94129
Length: 3 Year(s); Total Positions: 0" (PGY1:0)
ADC 1; AA 31; OPV 19,463 '

)

COLORADO

Aurora ’ . .
Fitzsimons Army Medical Center Program

Fitzsimons Army Medicat Center
Program Director:

Col J Ramsey Mellette, MD

Fitzsimons Army Medical Center

Dermatology Service )

AuroraCO 80045
Length: 3 Year(s); Total Positions:6 (PGY1:0)
ADC 0; AA 30; OPV 20,000

D.C.
Washington
Walter Reed Army Medical Center Program
Walter Reed Army Medical Center
Program Director: '
Col O G Rodman, MD
Walter Reed Army Medical Oenten Dept of Dermatology
6825 16th St, NW
Washington DC 20307
Length: 3 Year(s); Total Positions: 9 (PGY1 0)
ADC 4; AA 120; OPV 36,000

TEXAS
San Antonio
Brooke Army Medical Center Program
Brooke Army Medical Center
Program Director:
Col Charles W Lewis, MD -
Brooke Army Medical Center, Dermatoiogy Service
Fort Sam Houston .
San Antonio TX 78234
Length: 3 Year(s); Total Positions: 11 (PGY1:0)
ADC 3 AA 70; OPV 40,000

UNITED STATES NAVY

CALIFORNIA
San Diego
P Naval Hospital (San Diego) Program
Naval Hospital (San Diego)
Program Director:
Capt William M Burrows, Jr, MD -
Naval Hospital
Code 43, Dept of Dermatology
SanDiegoCA 92134
Length: 3 Year(s); Total Positions: 0 (PGY1 0) -
ADC 6; AA 319; OPV 40,115

plicants with No Previous Graduate Medical Training s Shared-Schedule Positions Available
Annual Outpatient Visits

MARYLAND

Bethesda ,
Naval Hospital (Beth ) Prog:

Naval Hospital (Bethesda)
Program Director: .

Capt Harry L Partette, 3rd, MD

Naval Hospital (Bethesda)

Dept of Dermatology

BethesdaMD 20814
Length: 3 Year(s); Total Positions: 8 (PGY1:0)
ADC 3; AA 47; OPV 24,684

FEDERAL-OTHER

National Institutes of Haalth Clinical Center Program
National Institutes of Health Clinical Center
Program Director:
Stephen | Katz, MD, PhD .
National Institutes of Health
Bidg 10,Am 12N 238
BethesdaMD 20892
Length: 1 Year(s); Total Poalﬂona 4 (PGY1:0)
ADC 1; AA 25; OPV 3,600 )
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ALABAMA
Birmingham
University of Alabama Medical Center Program
University of Alabama Hospitals
Baptist Medical Center-Montclair
- Children's Hospital of Alabama
Cooper Green Hospital
" VA Med Ctr (Birmingham)
Program Director:
Emily Omura, MD
Univ of Alabama In Birmingham
619 S 19th St
Birmingham AL 35294
Length: 1 Year(s), Total Positions:1 (PGY1:0)
ADPWH 3,032; ARH 10,800; GPPS 2,000; PS 1,000

CALIFORNIA

Stanford )
Stantford University Program

Stanford University Hospital
Program Director:

Brian J Nickaloff, M D, PhD

Stanford University Medical Center

Dept of Dermatology f

Stanford CA 94305
Length: 1 Year(s); Total Positions: 1 (PGY1:0)
ADPWH 1,500; ARH 2,000; GPPS 7,500; PS 1,000

COLORADO

Denver | ’

Uni ity of C: Yorado Progi ‘
University of Colorado Health Sciences Center
Denver Generat Hospital :

Program Director:

Loren £ Golitz, MD

Denver General Hospital, Dept of Dermatopathology '

777 Bannock St

Denver CO 80204
Length: 1 Year(s); Total Positions:2 (PGY1:0)
ADPWH 6,000; ARH 10,000; GPPS 3,500; PS 500

CONNECTICUT
New Haven
Yale-New Haven Medical Center Program
Yale-New Haven Hospital
Program Director:
Kurt S Stenn, MD
Yale University School of Medicine
333 Cedar St
New HavenCT 0651 0 .
Length: 1 Year(s); Total Positions: 1 (PGY1:0)
ADPWH 2,548; ARH 6,396; GPPS 5,000; PS 725
D.C.
Washington '
Armed Forces Institute of Pathology Program
Armed Forces Institute of Pathology
Walter Reed Army Medical Center
Program Director:
James H Graham, MD
Armed Forces Institute of Pathology
Dept of Dermatopathology
WashingtonDC 20306
Length: 1 Year(s); Total Positions:4 (PGY1:0)
ADPWH 2,500; ARH 9,897; GPPS 2,000; PS 4,000

DERMATOPATHOLOGY

ILLINOIS

Chicago
P University of Chicago Program

University of Chicago Medical Center
" Michasl Reese Hospital and Medical Center
Program Director:

Allan L Lorincz, MD

David F Fretzin, MD

University of Chicago Medical Center

5841 S Maryland Ave

ChicagoiL 60637
Length: 1 Year(s): Total Positions:0 (PGY1:0)
ADPWH 2,906; ARH 4,647; GPPS 1,000; PS 300

INDIANA

tndianapolis
Indiana University Medical Center Program

Indiana University Hospitals

Richard L Roudebush VA Med Ctr

William N Wishard Memonial Hospital
i Program Director:

Arthur L Norins, MD

N

Indiana University Medical Center, Dept of Dermatology

Regenstrief Health Ctr, 1001 W 10th
Indianapolis IN 46202
Length: 1 Year(s); Total Positions: 1 (PGY1:0)
ADPWH 2,000; ARH 500; GPPS 300; PS 100

MARYLAND

Baltimore '
Johns Hop University Prog

Johns Hopkins Hospital

Francis Scott Key Medical Center
Program Director:

Evan R Farmer, MD -

Johns Hopkins Medical Institutions, Div

of Dermatopathology

600 N Wolfe St

Baltimore MD 21205
Length: 2 Year(s); Total Positions: 1 (PGY1:0)
ADPWH 2,000; ARH 19,000; GPPS 1,000; PS 2,500

MASSACHUSETTS

Boston
M N a 1 Hosphal Prog

Massachusetts General Hospital
Program Director:

Martin C Mihm, MD

Warren Building

275 Chartes St

BostonMA 02114
Length: 2 Year(s); Total Positions: 1 (PGY1: 0)
ADPWH 6,000; ARH 1,575; GPPS 1,000; PS 1,150

MINNESOTA

Minneapolis
University of Minnesota Program

University of Minnesota Hospital and Clinics

VA Med Ctr (Minneapolis)
Program Director:

Robert W Goltz, MD

Valda N Kaye, MD

Louis P Dehner, MD

University of Minnesota Hospitals

420 Delaware St, SE

Minneapolis MN 55455
Length: 1 Year(s); Total Positions: 1 (PGY1:0)
ADPWH 0; ARH 0; GPPS 0; PS 0

Rochester

Mayo Grad School of Medicine P
Mayo Graduate School of Medlclne-Mayo Clinic
Rochester Methodist Hospital
St Marys Hospital of Rochester

. Program Director:

Sigfrid A Muller, MD

Mayo Graduate Schoot of Medicine

200 First St, SW

Rochester MN 55905
Length: 1 Year(s); Total Positions: 1 (PGY1:0)
ADPWH 9,356; ARH 1,510; GPPS 4,975; PS 6,750

MISSOURI .

St Louis
W gton L ity Prog
Barnes Hospital
_ Program Director:

Daniel J Santa Cruz, MD
Washington University School of Medicine
Bames Hospital Plaza
StLouisMO 36110
Length: 1 Year(s); Total Positions: 1 (PGY1:0)
ADPWH 2,000; ARH 1,000; GPPS 6,000; PS 1,000

NEW YORK
New York
New York University Medical Center Program
Bellevue Hospital Center
New York University Medical Center
VA Med Ctr (Manhattan)
Program Director:
A Bemard Ackerman, MD
New York University Medical Center
530 First Ave
New York NY 10016
Length: 2 Year(s); Total Positions: 4 (PGY1 0)
ADPWH 3,602; ARH 85,367; GPPS 3,000; PS 9,999

New York Hospltal/Comell Medical Center Program
New York Hospital
Memorial Sloan-Kettering Cancer Center
Rockfeller University Hospital
Program Director:
N Scott Mc Nutt, MD
New York Hospital, Div of Dermatopathology
535 E 68th St
New York NY 10021 .
Length: 2 Year(s); Total Positions:2 (PGY1:0)’
ADPWH 7,550; ARH 10,000; GPPS 4,500; PS 4,500

NORTH CAROLINA
Durham - o
Duke University Program

Duke University Medical Center

Veterans Administration Medical Center (Durham)
Program Director:

Bernard F Fetter, MD

Duke University Medical Center

Box 3712
. DurhamNC 27710
Length: 1 Year(s); Total Positions: 1 (PGY1: 0)
ADPWH 1,613; ARH 300; GPPS 540; PS 112

OHIO

Cincinnati

. University of Cinci Hospital Group Prog

Univ of Cincinnati Hospital-University Hospital

Veterans Administration Medical Center (Cincinnati)
Program Director:

Daniel F Richfield, MD

University of Cincinnati Medical Center

Mail Location 592

CincinnatiOH 45267 ,
Length: 1 Year(s); Total Positions: 1 (PGY1:0)
ADPWH 1,200; ARH 39,400; GPPS 2,000; PS 2,000

blnformaﬂcm NotProvided PGY1 = Positions Open to Applicants wnh No Previous Graduate Medical Training *Shared—Sd'iedule Positions Available

ADPWH = Accessions Derm-Path. Within Hospital; ARH = Accessions Referred to Hospital; GPPS = Gross Photos Patlents or S

:PS = Pt graphs of Sp
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"OHIO cont'd .

Cleveland
Cleveland Clinic Foundation Program
" Cleveland Clinic Foundation

Program Directoi:

Wilma F Bergfeld, MD

Cleveland Clinic Foundation

9500 Euclid Ave

Cleveland OH 44106
Length: 1 Year(s), Total Positions:1 (PGY1:0)
ADPWH 3,900; ARH 700; GPPS 0; PS 9,999

: OKLAHOMA
Oklahoma City
University of Oklah Health Sct
Oklahoma Memorial Hospital and Clinics
Oktahoma Children's Memorial Hospital
VA Med Ctr (Oklahoma City) '
Program Director:
Mark A Everett, MD
Univ of Okla Hith Science Ctr, Dept of Dermatopathology
619 NE 13th St
Oklahoma City OK 73104
Length: 1 Year(s); Total Positions:1 (PGY1:0)
ADPWH 2,200; ARH 13,800; GPPS 720; PS 1,350

Center Program

PENNSYLVANIA

Philadelphia
University of Pennsylvania Program

Hospital of the University of Pennsylvanih

Children's Hospital of Phitadetphia

VA Med Ctr (Philadelphia)
Program Director:

Margaret G Wood, MD

Hospital of the University of Pennsylvania

3400 Spruce St

Philadelphia PA 19151
Length: 1 Year(s); Total Positions:2 (PGY1:0)
ADPWH 1,397; ARH 35,348; GPPS 1,360; PS 855

Pittsburgh
Hospitals of the University Health Center of
Pittsburgh Program

Presbyterian-University Hospital of Pittsburgh
Program Director:

Edward Abell, MD -

Univ of Pittsburgh School of Medicine,

. Dept Dermatopathology

3601 Fifth Ave

Pittsburgh PA 15213 .
Length: 2 Year(s); Total Positions: 1 (PGY1:0)
ADPWH 2,480; ARH 10,930; GPPS 3,100; PS 400

_ SOUTH CAROLINA
Charleston S
Medical L ity of South Carolina Program

M U S C Medical Center
Program Director:

John C Maize, MD

Medical University Hospital

171 Ashley Ave

Charleston SC 29403
Length: 1 Year(s); Total Positions: 1 (PGY1 0)
ADPWH 1,143; ARH 4,925; GPPS 200; PS 1,000

TEXAS

Datlas
University of Texas Southwestern Medical
School Program

Dallas Cnty Hosp Dist-Parkland Mem Hosp

Robert G Freeman M D P A Laboratory
Program Director:

Robert G Freeman, MD

Dept of Pathology

5323 Harry Hines Bivd

Dallas TX 75235
Length: 2 Yeas(s); Total Positions:2 (PGY1:0)
ADPWH 1,500; ARH 40,000; GPPS 500; PS 750

VIRGINIA

Richmond )
Virginia C: Ith Uni y M C V Prog

Medical College of Virginia Hospital
Program Director:

James W Patterson, MD

‘Medical College of Virginia

Box 407, MC V Station

Richmond VA 23298
Length: 1 Year(s); Total Positions: 1 (PGY1:0)
ADPWH 3,608; ARH 2,836; GPPS 544; PS 792

' FEDERAL-OTHER

D.C.

Washington
Armed Forces Institute of Pathology Program

Armed Forces Institute of Pathology

Walter Reed Army Medical Center
Program Director:.

James H Graham, MD -

Armed Forces Institute of Pathology

Dept of Dermatopathology

.WashingtonDC 20306

Length: 1 Year(s); Total Positions:4 (PGY1:0)
ADPWH 2,500; ARH 9,897; GPPS 2,000; PS 4,000

' ' ACCREDITED PROGRAMS IN EMERGENCY MEDICINE

ARIZONA
Tucson
University of Arizona Program
University Medical Center
Kino Community Hosp (Tucson Hosps Med
Educ Program)
Program Director:
Kenneth V Iserson, MD
Univ of Arizona Health Sciences Center
Sect of Emergency Medicine
Tucson AZ 85724
Length: 2 Year(s), Total Positions: 16 (PGY1:4)

ARKANSAS
Little Rock
Unlversity of Arkansas for Medical Sclences Program
University of Arkansas for Medical Sciences
Arkansas Chikiren’s Hospital
VA Med Ctr (Littie Rock)
Program Director:
J Ryland Mundie, MD
Univ of Arkansas for Medical Sciences
4301 W Markham, Slot 584
Little Rock AR 72205
Length: 3 Year(s); Total Positions: 16 (PGY1:4)

P Information Not Provided PGY1 = Positions Open to Applicants with No Previous Graduate Medical Training - Shared- Schedule Positions Available
- ADPWH = Accessions Derm-Path. Within Hospltal ARH = Acoasslons Referred to Hospital; GPPS = Gross Photos Patients or Spe

EMERGENCY MEDICINE

CALIFORNIA
Bakersfield -
Kem Medical Center Program
Kemn Medical Center

Program Director:

Thomas B Purcell, MD
Kem Medical Center
" 1830 Flower St
Bakersfield CA 93305
Length: 2 Year(s); TotalPositions: 16 (PGY1:0)

Fresno
University of California (San Francisco) Program
Valley Medical Center of Fresno
Program Director:
Robert Knopp, MD
Valley Medical Center of Fresno
445 S Cedar Ave
FresnoCA 93702 ) ’
Length: 2 Year(s), Total Positions: 13 (PGY1:0)

Loma Linda
Loma Linda University Program
Loma Linda University Medical Center
Riverside Gen Hosp-Univ Med Ctr
Program Director:
Donald S Minesinger, MD
Loma Linda University Medical Center
11234 Anderson St
Loma Linda CA 92354
Length: 3 Year(s); Total Positions: 16 (PGY1: 5)

. Los Angeles

Los Angeles County-U S C Medical Center Program
Los Angeles County-U S C Medical Center
Program Director:
Gerald P Whelan, MD .
Los Angeles County-U S'C Medical Center
1200 N State St, Box 1944
Los Angeles CA 90033

-Length: 3 Year(s), Total Positions: 52 (PGY1:16)

Martin Luther King, Jr-Drew Medical Center Program
Martin Luther King, Jr-Drew Medical Center
Program Director:
Subramanium Balasubramanium, MD
Martin Luther King, Jr-Drew Medical Center
12021 S Wilmington Ave-
Los Angetes CA 80059
Length: 3 Year(s); Total Positions: 36 (PGY1:12)

N .
graphs of Specimens

; PS = Pt

127



128 ACCREDITED PROGRAMS IN EMERGENCY MEDICINE

CALIFORNIA contd
Los Angeles cont'd

U C L A Hospital and Clinics, Center for the Health
Sciences Program

U C L A Medical Center
Program Director: '

Jerry Hoffman, MD

U C L A Medical Center, Dept of Emergency Medicine
- 10833 Le Conte Ave

Los Angeles CA 90024
Length: 2 Year(s); Total Positions: 18 (PGY1:2)

Oakland
Highland General Hospital Program
Highland General Hospital
Program Director:
RAobert H Dailey, MD
Highland General Hospital
1411 E31st St
Oakiand CA 94602 .
Length: 2 Year(s); Total Positions: 16 (PGY1:2)

San Diego
Naval Hospital {San Diego) Program
Naval Hospital (San Diego)
Program Director:
Martin Griglak, MD
Naval Hospital
Dept of Emergency Medicine
SanDiegoCA 92134
Length: 2 Year(s); Total Positions:8 (PGY1:0)

Torrance
Los Angeles County-Héarbor-U C L A Medical
Center Program
Los Angetes Cnty-Harbor-U C L A Med Ctr
Program Director:
Robert S Hockberger, MD
Los Angetes County-Harbor-U C L A Medical Center
1000 W Carson St .
Torrance CA 90509 ’
Length: 3 Year(s): Total Positions: 27 (PGY1:9)

COLORADO
Denver
P Denver General Hospital Program
Denver General Hospital
Porter Memorial Hospital
St Anthony Hospital Systems
St Joseph Hospital
Program Director:
Peter Rosen, MD
Denver General Hospital-E M S
777 Bannock St
DenverCO 80204 .
Length: 3 Year(s); Total Positions: 0 (PGY1:0)

DELAWARE
Newark
the Medical Center of Delaware Program
the Medical Center of Delaware
Program Director:
James K Bouzoukis, MD
the Medical Center of Delaware, Wilmington Hospital
P O Box 1668 ' .
Wilmington DE 19899
Length: 3 Year(s); Total Positions: 18 (PGY1:6)

P int ion NotF

D.C.
Washington
hil [l

Georgetown University/George W g
Joint Program

Georgetown University Hospita!

George Washington University Hospital
Program Director:

Robert Shesser, MD

Thomas Stair, MD .

George Washington University Hospital

' 2140 Pennsylvania Ave, N W

Washington DC 20037

Length: 2 Year(s); Total Positions: 14 (PGY1:2)

Howard Univeraity Program
Howard University Hospital
Program Director:
Horace C Laster, MD
Howard University Hospital
2041 Georgia Ave, N W
WashingtonDC 20060
Length: 3 Year(s); Total Positions: 18 (PGY1:6)

FLORIDA

Jacksonville
Jacksonville Health Education Program

Univ Hosp {Jacksonville Hith Educ Program}
Program Director:

David Vukich, MD

Jacksonville Health Educ Prog, Dept of

Emergency Medicine

655 W 8th St

Jacksonville FL 32209
Length: 2 Year(s), Total Positions:32 (PGY1:0)

Orlando
Orlando Reglonal Medical Centar Program
Oriando Regional Medical Center
Program Director:
Raymond C Ramage, MD
Orlando Regional Medical Center
1414 S Kuhl Ave
Orlando FL 32806 :
Length: 3 Year(s); Total Positions:0 (PGY1:0)

GEORGIA
Atlanta
Emory University Program
Grady Memorial Hospital
Program Director:
Corey M Slovis, MD
Grady Memorial Hospital
80 Butler St, SE
Atlanta GA 30303
Length: 2 Year(s); Total Positions: 12 (PGY1:3)

ILLINOIS
Chicago
Nor Univeralty Medical School Program
Northwestern Memorial Hospital
Chiidren’s Memorlal Hospital
Evanston Hospital
Program Director:
David Zuti, MD
Northwestern Univ Medical School, Sect of
Emergency Medicine
233 E Superior St
ChicagolL 60611
Length: 2 Year(s), Total Positions: 22 (PGY1:6)

University of Chicago Program
University of Chicago Medical Center
Program Director:
Robert W Strauss, MD
Univ of Chicago Medica! Center, Dept of
Emergency Medicine
5841 S Maryland Ave, Box 448
ChicagoIL 60637
Length: 2 Year(s); Total Positions: 18 (PGY1:0)

University of lilinois Program )

Mercy Hospital and Medical Center

fllinois Masonic Medical Center

Lutheran General Hospital
Program Director:

Harold A Jayne, MD

Mercy Hospital and Medical Center

Stevenson Expressway at King Dr

ChicagoIL 60616 :
Length: 3 Year(s); Total Positions: 36 (PGY1:12)

Oak Lawn
Christ Hospltal Program
Christ Hospital
Program Director:
Bemard J Feldman, MD
Peter O Fried, MD
Christ Hospital
4440 W 95th St
Oak LawniL 60453 .
Length: 3 Year(s); Total Positions: 19 (PGY1:6)

Peoria
Saint Francis Medical Center Program
Saint Francis Medical Center
Program Director:
Rick Miller, MD
Salint Francis Medical Center
530 N W Glen Oak
Peoriall. 61637

" Length: 3 Year(s); Total Positions: 12 {PGY1: 4)

INDIANA
Indianapolis .
Methodist Hospital of Indiana P
Methodist Hospital ot Indiana
Program Director:
Robert L Prosser, Jr, MD |
Methodist Hospital of Indiana
1604 N Capital Ave '
Indianapolis IN 46202
Length: 3 Year(s); Total Positions: 18 (PGY1:6)

KENTUCKY
Lexington . o
P> University of Kentucky Medical Center Program
Univ Hosp-Albert B Chandler Med Ctr
Program Director:
H David Robertson, MD
Emergency Medicine Dept
800 Rose St, H-134
Lexington KY 40536
Length: 3 Year(s); Total Positions: 0 (PGY1:0)

PGY1 = Positions Open to Applicants with No Previous Gradua{e Medical Training Y Shared-Schedule Positions Available
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KENTUCKY cont'd

Louisville
University of Louisville Program
Humana Hospital-University
Norton Hospital
Program Director:
Salvatore Vicario, MD
Humana Hospital-University
. 550 S Jackson St
Louisville KY 40202
Length: 3 Year(s); Total Positions: 22 (PGY1:7)

LOUISIANA
New Orleans
Charity Hospital of L lana-L $ UD Prog
Charity Hospital of Louisiana-L S U Division’
Program Director:

Kathleen C Hubbefl, MD
Charity Hospital of Louisiana-L. S U Div, Emergency
Med Dept
1532 Tulane Ave, Rm W-10
New Orleans LA 70140
Length: 2 Year(§); Total Positions: 27 (PGY1:0)

MARYLAND
Baltimore
Johns Hopkins L y Prog|
Johns Hopkins Hospital
Francis Scott Key Medical Cemer
Program Director:
Keith T Sivertson, MD
Johns Hopkins Hospital
600 N Wolfe St “
Baltimore MD 21205
Length: 2 Year(s), Total Positions: 12 (PGY1:0)

MASSACHUSETTS

Worcester
W City Hospital Prog

Worcester City Hospital

Baystate Medical Center
Program Director:

Robert J Stine, MD

Worcester City Hospital

26 Queen St

Worcester MA 01610
Length: 2 Year(s); Total Positions: 14 (PGY1:0)

MICHIGAN
Detroit
Henry Ford Hospital Program
Henry Ford Hospital
Program Director:
Lydia Baltarowich, MD
Henry Ford Hospital
2799 W Grand Bivd
Detroit Ml 48202
Length: 3 Year(s); Total Positions: 24 (PGY1:8)

Mount Carmel Mercy Hospital Program
Mount Carmel Mercy Hospital
Program Director:
Gloria Kuhn, DO
Mount Carmel Mercy Hospital
6071 W Outer Dr
Detroit M 48235
Length: 3 Year(s); Total Positions: 17 (PGY1: 6)

Wayne State University Program
Detroit Receiving Hosp and Univ Hith Ctr
Children’s Hospital of Michigan
Harper-Grace Hospitals-Grace Division
Program Director:
Brooks F Bock, MD
Detroit Receiving Hospital, Emergency Dept
4201 St Antoine
Detroit Ml 48201
Length: 3 Year(s); - Total Positions: 18 (PGY1:6)

Grand Rapids
Butterworth Hospital Program -
Butterworth Hospital
Program Director:
Gwendolyn L Hoffman, MD
Butterworth Hospital
100 Michigan Ave, NE
Grand Rapids MI 49503
Length: 3 Year(s); Total Positions: 18 (PGY1:6)

Lansing .
Michigan State University P
Edward W Sparrow HospltaJ
Ingham Medical Center
Program Director:
Michael R Clark, MD
Edward W Sparrow Hospital
P O Box 30480 -
Lansing Ml 48909

" Length: 3 Year(s); Total Positions: 16 (PGY1:4)

Royal Oak
William B Hospital Prog
wiliam Beaumont Hospital
William Beaumont Hospital-Troy
Program Director:
Judith E Tintinalli, MD
William Beaumont Hospital
3601 W 13 Mile Road
Royal Oak Ml 48072
Length: 3 Year(s), Total Positions: 18 (PGY1:6)

. MINNESOTA
Minneapolis
Hennepin County Medical Center Program
Hennepin County Medical Center
Programi Director:
Joseph E Clinton, MD
Hennepin County Medical Cemer
701 Park Ave, S
Minneapolis MN 55415
Length: 3 Year(s); Total Positions: 12 (PGY1:4)

MISSOURI
Kansas City
University of Missouri at Kansas City Program
Truman Medical Center
Program Director:
William A Robinson, MD
Truman Medical Center
2301 Hoimes St
Kansas City MO 64108
Length: 3 Year(s); Total Positions: 18 (PGY1:6)

NEW JERSEY
Summit
C University P
Overlook Hospital
Morristown Memoriat Hospital
Program Director:
John Kealy, MD
Morristown Memorial Hospital
100 Madison Ave
Moristown NJ 07960
Length: 2 Year(s); Total Positions: 12 (PGY1:4)

NEW YORK
New York
Metropolitan Hospital Center Program
Metropolitan Hospital Center
Westchester County Medical Center (Valhalla)
Program Director:
Ralph Altman, MD
Metropolitan Hospital Center
1901 First Ave
New York NY 10029
Length: 3 Year(s); Total Positions: 10 (PGY1:0)

New York (Bronx)
Albert Einstein College of Medicine Program
Bronx Municipal Hospital Center
Program Director:
Paul Gennis, MD
Jacobi Hospital
Pelham Pkwy S and Eastchester Rd
New York (Bronx) NY 10461
Length: 2 Year(s); Total Positions: 12 (PGY1:0)

New York (New Hyde Park)
Long Island Jewish Medical Center Program
Long Island Jewish Medical Center
Queens Hospital Center
Program Director:
Thomas Kwiatkowski, MD
Long Island Jewish Medical Center
Dept of Emergency Medicine
New York (New Hyde Park}) NY 11042
Length: 2 Yean(s); Total Positions: 12 (PGY1:0)

New York (Bronx)
New York Medical College Program
Lincoln Medical and Mental Health Center
Program Director:
Jos! Gemsheimer, MD
Lincoin Medical and Mental Health Center
234 E149th St.
New York (Bronx) NY 10451
Length: 2 Year(s); Total Positions: 13 (PGY1:0)

NORTH CAROLINA

Charlotte
Charlotte Memorial Hospital and Medical
Center Program

Charlotte Memorial Hospital and Medical Center
Program Director:

Robert W Schafermeyer, MD

Charlotte Memoriat Hospnal and Medlcal Center

P O Box 32861

Charlotte NC 28232
Length: 3 Year(s), Total Positions: 14 (PGY1:4)

»Int tion Not Provided PGY1 = Positions Open to Applicanits with No Previous Graduate Medical Tralning s Shared-Schedule Positions Avallable '
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NORTH CAROLINA cont'd

Greenville
East Carolina University Program
Pitt County Memorial Hospltal
Program Director:
V Gail Ray, MD
Pitt County Memorial Hospital
P O Box 6028
Greenville NC 27834

Length: 3 Year(s);, Total Positions: 12 (PGY1:4)

Winston-Salem
Bowman Gray School of Medicine Program
Forsyth Memorial Hospital
North Carolina Baptist Hospitat
Program Director:
Frederick W Glass, MD
Bowman Gray Schoo! of Medicine
300 S Hawthome Rd
Winston-Salem NC 27103
Length: 3 Year(s); Total Positions: 12 (PGY1: 4)

OHIO
Akron
Akron City Hospital Program
Akron City Hospital

Children's Hospital Medical Center of Akron
St Thomas Hospital Medica! Center
Program Director:
John V Weigand, MD
Akron City Hospital
525 E Market St
Akron OH 44309
Length: 3 Year(s); Total Positions: 18 (PGY1:6)

Akron General Medical Center Program

Akron General Medical Center

Barberton Citizens Hospital

Children’s Hospital Medical Center of Akron
Program Director:

James Dougherty, MD

Akron General Medical Center

400 Wabash Ave

Akron OH 44307
Length: 3 Year(s); Total Positions: 15 (PGY1 5)

Cincinnati
University of Cincinnati Hospltnl Group Program
Univ of Cincinnati Hospital-University Hospital
Program Director:
RichardC Levy, MD *
University of Cincinnati Medical Center
Mail Location 769
Cincinnati OH 45267
Length: 3 Year(s); Total Positions:32 (PGY1:8)

Cleveland

Mount Sinai Medical Center of Cleveland Program
Mount Sinai Medical Center of Cleveland

Program Director:
Jonathan Glauser, MD
Mount Sinai Medical Center of Cleveland
University Circle .

~ Cleveland OH 44106
Length: 3 Year(s); Total Positions: 18 (PGY1:6)

Columbus
Ohlo State University Program
Ohio State University Hospital
Columbus Children’s Hospital
Riverside Methodist Hospital
Program Director:
Douglas Rund, MD
Ohio State University Hospital
410 W 10th Ave
Columbus OH 43210
Length: 3 Year(s), Total Positlons: 12 (PGY1: 4)

Dayton
Wright State University Program
Children's Medical Center
Good Samaritan Hospital and Health Center
Greene Memorial Hospital
Kettering Medical Center
Miarmi Valley Hospital
St Elizabeth Medical Center
Program Director:
Glenn C Hamilton, MD
Wright State University School of Medicine
P O Box 927
Dayton OH 45401
Length: 3 Year(s); Total Positions: 24 (PGY1:8)

Toledo
8t Vincent Medical Center/Toledo Hospital Program
' St Vincent Medical Center
Toledo Hospital
Program Director:
Frank E Foss, MD
St Vincent Medical Center
2213 Cherry St
ToledoOH 43608 _
Length: 3 Year(s); Total Positlons: 30 (PGY1:7)

OKLAHOMA
Oklahoma City

Health Sci Center Prog|
Oklahoma Memorial Hospital and Clinics
Oklahoma Children’s Memorial Hospnal
Program Director:
Steven Barrett, MD
Univ of Oklahoma Heatth Sciences Center
P O Box 26307
Oklahoma City OK 73126
Length: 2 Year(s); Total Positions: 12 (PGY1:0)

Uni ity of Oklah

"OREGON

_ Portland

Oregon Health Sci University Prog

Oregon Health Sciences University Hospital
Program Director:

John Moorhead, MD

Oregon Health Sciences University

3181 S W Sam Jackson Park Rd

Portland OR 97201
Length: 2 Year(s); Total Positions: 10 (PGY1:0)

PENNSYLVANIA

Danville
Gelsinger Medical Center Program

Geisinger Medical Center
Program Director:

John Skiendzielewski, MD

Geisinger Medical Center

Dept of Emergency Medicine

Danville PA 17821
Length: 3 Year(s); Total Positions: 18 (PGY1:6)

Philadelphia
Medical College of Pennsylvania Program
Medical College of Pennsylvania and Hospital
Frankford Hospital
West Park Hospital
Program Director:
David K Wagner, MD
Medical College of Pennsylvania
3300 Henry Ave
Philadeiphia PA 19129
Length: 3 Year(s); Total Positions:27 (PGY1:9)

Th Jeft University Prog|
Thomas Jefferson University Hospital
Methodist Hospital

Program Director:

Joseph A Zeccardi, MD

Thomas Jefferson University Hospital .
11th and Walnut Sts .
Philadeiphia PA 19107

Length: 3 Year(s); Total Positions: 18 (PGY1:6)

Pntsburgh

F 9
Allegheny General Hospital
Program Director:
Emily Jean S Lucid, MD
Allegheny General Hospital
320 E North Ave '
Pittsburgh PA 15212

_Length:SYea:(s); Total Positions: 18 (PGY1:6)

University of Pittsburgh Prog|
Mercy Hospital of Pittsburgh
Presbyterian-University Hospital of Pittsburgh
Westemn Pennsylvania Hospital

Program Director:

Paul M Paris, MD

- Univ of Pittsburgh School of Medicine
113 Lothrop Hall
Pittsburgh PA 15261

Length: 3 Year(s); Total Positions: 18 (PGY1: 6)

PUERTO RICO
San Juan
University of Puerto Rico Program
University Hospital
San Juan Municipal Hospital
Program Director:
Benito Colon-Soto, MD
Univ of Puerto Rico School of Medicine
P O Box C M, Caparra Heights Sta
SanJuanPR 00936
Length: 3 Year(s); Total Positions: 18 (PGY1:8)

SOUTH CAROLINA
Columbia :
Richland Memorial Hospital-University of South Carolina
S of Medicine P
Richland Mem Hosp-Unlv of South Carolina Sch of Med

Program Director:

James | Raymond, MD

Richland Memorial Hospital

3301 Harden St

Columbia SC 29203 .
Length: 3 Year(s); Total Positions: 16 (PGY1: 4)

P Information Not Provided PGY1 = Positions Open to Applicants with No Previous Graduate Medical Training vrShared-Schedule Positions Available
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TEXAS
El Paso .
Texas Tech University Program
Texas Tech U Hith Sci Ctr at El Paso-R E Thomason
Gen Hosp o '
Program Director: .
Brian K Nelson, MD
Texas Tech University Health Sciences Center
' 4800 Alberta Ave
ElPaso TX 79905
Length: 3 Year(s); Total Positions:8 (PGY1:0)

’
Fort Hood
Damall Army Community Hospital-Program
Damall Army Community Hospital
Program Director:
Margaret J Knapp, MD
-Damall Army Community Hospital
Dept of Emergency Medicine
FortHood TX 76544
Length: 3 Year(s), . Total Positions: 18 (PGY1:4)

San Antonio
Brooke Army Medical Center Program
_ Brooke Army Medical Center
Program Director:
Capt Carey D Chishoim, MD
Brook Army Medical Center, Dept of
Emergency Medicine
Fort Sam Houston
San Antonio TX 78234
Length: 2 Year(s); Total Positions: 16 (PGY1: 0)

VIRGINIA
Norfolk
Virginia Graduate School of Medicine Program
Med Ctr Hosps-Norfolk Gen Hosp Division
Program Director:
Dennis F Koziol, MD
Norfolk General Hospital
600 Gresham Dr
Norfolk VA 23507
Length: 2 Year(s);, Total Positions: 12 (PGY1:0)

WASHINGTON
Tacoma
Madigan Army Medical Center Program
Madigan Army Medical Center
Program Director:
Matthew M Rice, MD .
Madigan Army Medical Center, Dept of
Emergency Medicine .
Box 382
Tacoma WA 98431
Length: 2 Year(s); Total Positions: 16 (PGY1:0)

WISCONSIN
Milwaukee
Medical College of Wisconsin Program
Milwaukee County Medical Complex
Mount Sinai Medical Center
Program Director:
Bruce M Thompson, MD
Milwaukee County Medical Complex
8700 W Wisconsin Ave
Milwaukee Wi 53226
Length: 2 Year(s);, Total Positions: 16 (PGY1:0)

P> Information Not Provided PGY1 = Positions Open to Applicants with No Previous Graduate Medical Training v Shared-Schedule Positions Available ,‘ -

{

UNITED STATES ARMY

[

TEXAS
Fort Hood
Damali Army Ci ity Hospital P
Damall Army Community Hospital
Program Director:
Margaret J Knapp, MD
Damall Army Community Hospital
Dept of Emergency Medicine
FortHood TX 76544
Length: 3 Year(s); Total Positions: 18 (PGY1:4)

’

San Antonio .
Brooke Army Medical Center Program
Brooke Army Medical Center
Program Director:
Capt Carey D Chisholm, MD
Brook Army Medical Center, Dept of
Emergency Medicine
Fort Sam Houston -
San Antonio TX 78234
Length: 2 Year(s), Total Positions: 16 (PGY1:0)

WASHINGTON
Tacoma

- Madigan Army Medical Center Program

Madigan Army Medical Center
Program Director:
Matthew M Rice, MD
Madigan ‘Army Medical Center, Dept of
Emergency Medicine
Box 382
Tacoma WA 98431 )
Length: 2 Year(s), Total Positions: 16 (PGY1:0)

UNITED STATES NAVY

CALIFORNIA
San Diego
Naval Hospital (San Diego) Program
Naval Hospital (San Diego)
Program Director: .
Martin Griglak, MD
Naval Hospital .
Dept of Emergency Medicine
San DiegoCA 92134
Length: 2 Year(s), Total Positions: 8 (PGY1:0)
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FAMILY PRACTICE
ALABAMA ’ . Montgomery Scottsdale
Anniston ) gomery Family P Prog dale Memorial Hospital Program
Anni Family Practice P Jaokson Hospital and Clinic Scottsdale Memorial Hospital
Northeast Alabama Regional Medncal Center Baptist Medical Center ' Program Director:
Program Director: Program Director: Jack E Cook, MD
C Neal Canup, MD J Kirven Brantley, MD - Dept of Family Practice
Northeast Alabama Regional Medical Center Montgomery Family Practice Program 7301 E 4th St, Suite 22
P O Box 2208 . 1720 Park Place Scottsdale AZ 85251
Anniston AL 36202 Montgomery AL 36106 : Length: 3 Year(s); Total Positions: 18 (PGY1: 6)
Length: 3 Year(s); Total Positions: 13 (PGY1:4) Length: 3 Year(s); Total Positions: 12 (PGY1: 4) OPV 13,216
OPV 35,176 . OPV 14,000 .
: Tucson
8irmingham Selma University of Arizona Program -
Carraway Methodist Medical Center Program University of Alabama Medical Center (Seima Dallas . University Medical Center
Carraway Methodist Medical Center County) Program " Program Director:
Program Director: . Selma Medical Center Hospital Craig Mc Clure, MD
Johnnie W Stevens, MD ’ . Vaughan Regional Medical Center Family Practice Program, Family Practice Office
Dept of Family Practice ’ Program Director: 1450 N Cherry Ave
3001 N 27th St Donald C Overstreet, MD ! TucsonAZ 85719
Birmingham AL 35207 Dept of Family Practice Length: 3 Year(s); Total Positions:20 (PGY1: 6)
Length: 3 Year(s); TotalPositions: 12 (PGY1: 4) " 429 Lauderdale St i OPV 19,000
OPV10,000 . : SelmaAL 36701
Length: 3 Year(s), Total Positions: 12 (PGY1:4) ARKANSAS
Medical Center East Program ’ OPV 11,626 . El Dorado
Medical Center East Area Health Education Center (South
Program Director: i University Arkansas) Program*
John Buckingham, MD ' University of Alabama Medical Center Union Medical Center
Medical Center.East (Tuscaloosa) Program . Wamer Brown Hospital
50 Medical Park Dr, E ' Univ of Ala Coll of Comm Hith Sci-D C H Reg Med Ctr Program Director:
Birmingham AL 35235 . Program Director: , Berry L Moore, Jr, MD
Length: 3 Year(s); Total Positions: 12 (PGY1:4) Samuel E Gaskins, MD Area Health Education Center (South Arkansas)
OPV 5,200 : Family Practice Program 430 W Faulkner '
. . ) . P O Box 6331 ElDorado AR 71730
University of Alabama Medical Cénter Program * University AL 35486 . Length: 3 Yeer(s); Total Positions: 12 {PGY1: 4)
University of Alabama Hospitals Length: 3 Year(s); Total Positions: 36 (PGY1:12) OPV 6,000
Program Director: : OPV 32,000 .
David C Campbell, MD
Univ of Alabama Medical Center Fayetteville
930 20th St S, University Station ) . ARIZONA Aroa Health Education Center (Northwest) Program
- Birmingham AL 35204 Phoenix Washington Regional Medical Center
Length: 3 Year(s); Total Positions: 18 (PGY1: 6) Good Samaritan Medical Center Program Springdale Memorial Hospitel
0PV 12,000 Good Samaritan Medical Center Program Director:
Program Director: Jamses K Patrick, MD
e Robert A Price, MD Univ Arkansas for Medical Sciences, Area Health
Gadsden : Good Samaritan Medical Center ‘ Educ Crr
Gadsden Family Center Program 1111 E Mc Dowell Rd - 241 W Spring St
Baptist Memorial Hospital : PhosnixAZ 85006 Fayettevilo AR 72701
Program Director: . . Length: 3 Year(s); Total Positions:24 (PGY1: 8) Length: 3 Year(s); Total Positions: 12 (PGY1: 4)
Arnold C Williams, M D, JD . OPV 17,000 OPV 13,000 :
Family Practice Center
gi::;::dxiar ;;’;03 " Phoenix Baptist Hospital and Medical Center Program Fort Smith
Length: 3 Year(s); TotalPositions: 12 (PGY1: 4) Pg::;m;mspnal and Medical Genter Area Heaith Education Cantor (Fort Smith) Urivershy of
OPV 17,500 : ansas Program
' : A Douglas Chervenak, DO St Edward Mercy Medical Center
. : N - Phoenix Baptist Hospital and Medical Center Sparks Regional Medical Center’
Huntsville - 6036 N 19th Ave, #404 Program Director:
University of Alabama Medical Center -  PhoenixAZ 85015 Herbert T Smith, MD
(Huntsville) Program _ Length:3 Year(s); Total Positions: 18 (PGY1:6) Dept of Famity Practice
Huntsvilk'e Hospital OPV 14,000 ] 100'S 14th St
Program Diractor: - : FortSmith AR 72901
Jeftrey G Garber, MD St Joseph's Hospital and Medical Center Program Length: 3 Yearis), Total Positions: 14 (PGY1: 4)
Ambulatory Care Center : St Joseph’s Hospital and Medical Center OPV13.000
201 Govemors Center Program Director: ' N
Huntsville AL 35801 Don McHard, MD
Length: 3 Year(s); Total Positions: 36 (PGY1:12). Dept of Family Practice Jonesboro
OPV 34,000 P O Box 2071 Area Health Education Center (Nonheut) Program
Phoenix AZ 85001 St Bemnards Regional Medical Center
Mobile - . Length:3 Year(s): Total Positions: 12 (PGY1:4) PT:::‘S?:““NHMD
University of South Alabama P OPV'9,000 Robert O Lane:ence MD
Unlverslty of South Alabama Medlcal Center ) Famity Practics Tra.l;ﬂng Program
Progrsm Director: ’ 223 E Jackson
Jim L Wiison, MD : Jonesboro AR 72401
Univ of South Alabama, Dept of Family Practice . .
2451 Fiingham St : . Ic.)spr:lggl 3 Year(s); Total Posmona 12 (PGY1:4)

Mobile AL 36617 - _ .
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 15,000

)lnfonnatlon Not Provided PGY1 = Pgsitions Open to Applicants with No Prevvous Graduate Medical Training  JrShared-Schedule Positions Avallable
OPV = Annual Outpatient Visits
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ARKANSAS cont'd

Little Rock

University of Arkansas for Medical Sciences Program

University of Arkansas for Medical Sclenoes

VA Med Ctr (Little Rock)
Program Director:

Steven W Strode, MD

University of Arkansas Hospital

4301 W Markham, Slot 530

Little Rock AR 72205
Length: 3 Year(s); Total Positions: 24 (PGY1:8)
OPVO

Pine Bluff
Area Heaith Education Center (Pine Bluff) Program
Jefferson Regional Medical Center
Program Director:
William H Freeman, MD
Family Practice Program
1421 Cherry St
Pine Bluff AR 71601 .
Length: 3 Year(s);, Total Positions: 18 (PGY1: 6)
OPV 15,000 '

CALIFORNIA

Bakersfield
Kem Medical Center Program

Kem Medical Center
Program Director:

Navinchandra M Amin, MD

Kern Medical Center, Dept of Famlly Practice

1830 Flower St

Bakersfield CA 93305
Length: 3 Year(s), Total Positions: 12 (PGY1:4)
OPV 13,222

Camp Pendleton
Naval Hospltal (Camp Pendleton) Progrem
Naval Hospital (Camp Pendieton)
Program Director:
Cdr Lary H Johnson, MD
Naval Hospital
Dept of Family Practice
Camp Pendleton CA 92055
Length: 3 Year(s), Total Positions: 30 (PGY1:11)
OPV 49,257 )

Fairfield
David Grant U S A F Medical Center Program
David Grant U S A F Medical Center
Program Director:
Col Terry H Goff, MD
David Grand U S A F Medical Center, Dept
Family Practice
TravisAFB
Falrfield CA 94535
Length: 3 Year(s); Total Positions: 27 (PGY1: 9)
OPV 33,000

Fontana
Kalser Foundation Hospital Program
Kaiser Foundation Hospital (Fontana)
Program Director:
. Irvin S Roger, MD
Family Practice Center
9965 Slerra Ave
Fontana CA 92335
Length: 3 Year(s), Total Positions: 18 (PGY1:6)
OPV 80,000

Fort Ord
Sllas B Hays Army Community Hospital Program
Silas B Hays Army Community Hospital
Program Director:
Thomas C Hoffer, MD
Silas B Hays Army Community Hospital
USAMEDDAC
FortOrdCA 93941
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPYV 46,250

Fresno
University of California (San Francisco) Program A
Valley Medical Center of Fresno
Program Director:
H J Blossom, MD
Dept of Family Practice
445 S Cedar Ave
FresnoCA 93702
Length: 3 Year(s), Total Positions:24 (PGY1:8)
OPV 120,000

Glendale
Glendale Adventist Medical Center Program
Glendale Adventist Medical Center
Program Director:
William D Putnam, MD
Family Practice Tralning Program
801 S Chevy Chase
Glendale CA 91205 )
Length: 3 Year(s), Total Positions: 24 (PGY1:8)
OPVO

Long Beach
Memorial Medical Center of Long Beach Program
Memorial Medical Center of Long Beach
Program Director:
Richard W Nixon, MD
Memorial Medical Center of Long Beach
2701 Atlantic Ave
Long BeachCA 90806
Length: 3 Year(s), Total Positions: 18 (PGY1:6)
OPV 15,000

Los Angeles
Kaiser Permanente Medical Center Program
_ Kalser Permanente Medical Center (Los Angeles)

" Program Director:

Irving Rasgon, MD

James Hare, MD

Kaiser Foundation Hospital

4867 Sunset Bivd

Los Angeles CA 90027
Langm 3Yaar(s);, Total Poslﬂons 18 (PGY1:6)
OPV 28,174

Martin Luther King, Jr-Drew Medical Center Program
Martin Luther King, Jr-Drew Medical Center
Program Director:
Emest Y T Yen, MD
Charles R Drew Postgraduate Medical Schoot
1621 E120thSt
Los Angeles CA 80059
Length: 3 Year(s); Total Positions: 18 (PGY1: 5)
OPV 20,000

U CL A Hospitals and Clinics, Center for the Health
Sclences Program [

U C L A Medical Center
Program Director:

Peter Chopivsky, MD

U CL AMedical Center

RmBH134

Los Angsles CA 90024
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 17,200

University of Southern California/California Medical
Canter-Los Angeles Program

California Medical Center-Los Angeles
Program Director:

K M Wakefield, MD

California Hospital Fafnity Health Center

1338 S Hope St

Los Angetes CA 90015
Length: 3 Year(s); Total Poslﬂons- 16 (PGY1 6)
OPVO

Martinez

] Merrithew Memorial Hospltal and Clinics Program

Merrithew Memorial Hospital and Clinics
Program Director:

Jay Alken, MD

Contra Costa County Medical Services

2500 Alhambra Ave

Martinez CA 94553
Length: 3 Year(s), Total Positions: 20 (PGY1:6)
OPV 290,906

Merced
Merced Family Practice Program

Merced Community Medical Center
Program Director:

J Edward Hughell, MD

Merced Community Medical Center

- 301 E 13th St, P O Box 231

Merced CA 95340 . .
Length: 3 Year(s), Total Positions: 15 (PGY1:5)
OPV 48,000

Modeslo
ic G | Hospttal Prog
Scenic General Hospital
Program Director:
Norman B Kahn, Jr, MD
Scenic General Hospital, Family Practice Center
900 Scenic Dr
Modesto CA 95350
Length: 3 Year(s); Total Positions: 20 (PGY1:6)
OPV 14,000

Northridge
Northridge Hospital Medical Conter Program
Northridge Hospital Medical Center
Program Director: !
Myron C Greengold, MD
Northridge Hospital Medical Center
18406 Roscoe Bivd
Northridge CA 91325
Length: 3 Year(s), Total Positions: 19 (PGY1:6)
OPV 17,000

Orange
Univeralty of California (Irvine) Program

Unlverslty of California (irvine) Medlcal Center
Program Director:

Michael D Prislin, MD

University of California (Irvine) Medicat Center

101 CityDr, S

Orange CA 92668
Length: 3 Year(s); Total Positions: 32 (PGY1: 10)
OPV 26,752

Redding
University of California (Davis) Program C
Shasta General Hospita)
Mercy Medical Center
Unlv of California (Davis) Med Ctr, Sacramento
Program Director:
Perry A Pugno, M D, MPH
Family Practice Center
2615 Hospital Lane
Redding CA 96001
Length: 3 Year(s); Total Positions: 12 (PGY1:4)
OPV 12,000 :

Ppinformation Not Provided PGY1 = Positions Open to Apphcents with No Previous Graduate Medical Training *Shared-Sd\edule Positions Avallable

OPV = Annual Outpatient Visits




134 . ACCREDITED PROGRAMS IN FAMILY PRACTICE
CALIFORNIA cont'd San Pedro Whittier
San Pedro Peninsula Hospita! Program P University of Scuthern California Program
Rlvemlde San Pedro Peninsula Hospital Prasbyterian Intercommunity Hospital
ide G | Hospital-L ity Medical Program Director: Los Angsles County-U § C Medical Center
Center Program Phyllis R Monroe, MD Program Director:

Riverside Gen Hosp-Univ Med Ctr
Program Director:
Y Paul Aoyagi, MD
Riverside General Hospital-University Medical Center
9851 Magnolia Ave
Riverside CA 92503
Length: 3 Year(s); Total Pasitions: 21 (PGY1:7)
OPV 10,000
Sacramento
University of Celifomie (Davis) Program A
Univ of California (Davis) Med Ctr, Sacramento
Program Director:
Klea D Bertakis, M D, MPH
Univ of California (Davis) Medical Center
2221 Stockton Bivd, Rm 2121
Sacramento CA 95817
Length: 3 Year(s); Total Positions: 27 (PGY1:9)
OPV 20,000 ' ’

Salinas
Natividad Medical Center Program

Natividad Medical Center
Program Director:

John E Midtling, MD

Natividad Medical Center

Box 1611

Salinas CA 93902 )
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 58,667 .

San Bemardino

San Berardino County Medical Center Program
San Bemardino County Medical Center

Program Director:
David Phillips, MD
San Bemardino County Medical Center
780 E Gilbert St
San Bemnardino CA 92415 ,

_ Length: 3 Year(s); Total Positions: 60 (PGY1:20)
OPV 114,494

San Diego ‘
University Hospital, U C Medical Center Program

U C'S D Medical Center
Program Director:

Charles E Boult, MD

U C'S D Medical Center, H-809

225 Dickinson St

San DiegoCA 92103
Length: 3 Year(s); Total Poslﬂons 18 (PGY1 6)
OPV 11,500

.

San Francisco
San F i | Hospital Medical Center
{University of Calitornla) Program ¥
San Francisco General Hospital Medical Canter
Program Director:
Peter S Sommers, MD
San Francisco General Hospital, Bidg 80, Ward 83
1001 Potero Ave
San FranciscoCA 94110
Length: 3 Year(s), Total Positions: 33 (PGY1: 11)
OPV 15,268

San Jose ]
San Jose Hospita! and Health Center Program
San Jose Hospital and Health Center
Program Director:
william C Fowkes, MD
Family Health Center
25N 14th St, Suite 1020
SanJose CA 95112
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 12,000

Paul L Bower, MD

Family Practice Center

1300 W 7th St

San Pedro CA 90732
Length: 3 Year(s), Total Positioris: 12 (PGY1:4)
OPV 8,800 : '

Santa Monica

. Santa Monica Hospltal Medical Canter Program

Santa Monica Hospital Medical Center
Program Director:

Charles E Payton, MD

Santa Monica Hospital Medical Center, Dept of

Family Pract

1225 Fifteenth St

SantaMonicaCA 90404
Length: 3 Year(s); Total Positions: 23 (PGY1:8) °
OPV 24,000

Santa Rosa
University of Califomla (San anclsco) Program B
Community Hospital
Program Director:
Franklyn D Domfest, MD
Community Hospital
3325 Chanate Rd -
SantaRosaCA 95406
Length: 3 Year(s), Total Positions: 28 (PGY1:9)
OPV 40.21 3

Stockton
San Joaquin General Hospihl Program
San Joaquin General Hospital
Program Director:
Garfield C Pickell, MD
San Joaquin General Hospital, Dept of Famny Practice
PO Box 1020
Stockton CA 95201 .
Length: 3 Year(s); Total Positions: 18 (PGY1: 6)
OPV 18,368 °

Torrance
PLos Angeles County-Harbor-U C L A Medical
Canter Program
. Los Angeles Cnty-Harbor-U C L A Med Ctr
St Mary Medical Center
Program Director:
Fred Matthies, MD
C/O Harbor-U C L. A Family Health Center
1001 W Carson, Suite E
Tomance CA 90502
Length: 3 Year(s); Total Positions:0 (PGY1:0)
OPV 9,600

Ventura

‘Ventura County Medicai Canter Program

Ventura County Medical Center
Program Director:

Fran S Larsen, MD

Ventura County Medical Center-

3291 Loma Vista Rd

VenturaCA 93003
Length: 3 Year(s), Total Positions: 35 (PGY1:12)
OPV 138,536

. L Robert Martin, MD _

Presbyterian intercommunity Hospital

12401 E Washington Bivd

Whittier CA 90602
Length: 3 Year(s); Total Positions: 0 (PGY1:0)
OPV 10,000

COLORADO

Denver '
Mercy Medical Center Program %

Mercy Medical Center
Program Director:

Curtis C Stine, MD

Mercy Medical Center Family Practice Program

16th at Mitlwaukee

Denver CO 80206
Length: 3 Year(s), Total Positions: 24 (PGY1:8)
OPV 18,000

St Joseph Hospital Program
St Joseph Hospital
Program Director:
Martin Kiernan, MD
St Joseph Hospital, Dept of Family Practloe
1201 E 17th Ave, #200
Denver CO 80218
Length: 3 Year(s); Total Poslﬂons 12 (PGY1:4)
OPV 7,800
University of Colorado Program A
University of Colorado Health Sciences Center
Denver General Hospital
Rose Medical Center
Program Director:
Larmy A Green, MD
Univ of Colorado Schoo! of Medicine, Dept of
Family Medicine
1180 Clermont St
Denver CO 80220

. Length:3 Year(s); Total Positions: 24 (PGY1:8)

OPV 16,000

Fort Collins
Uni ity of C: do Prog B.

Poudre Valley Hospital

University of Colorado Health Sciences Center
Program Director:

James F Seeton, MD

Fort Cofiins Famlly Practice Bidg

1224 Doctors Lane

Fort Collins CO 80524
Length: 3 Year(s); Total Positions: 12 (PGY1:4)
OPV 10,000 ‘

Grand Junction
University of Colorado Program C
St Mary's Hospital and Medical Center
Program Director:
L Edward Elinwood, M D, PhD
St Mary's Family Practice Center .
2333 N 6th St
Grand Junction CO 81501 .
Length: 3 Year(s); Total Positions: 12 (PGY1:4)
OPV 10,500

1

Greeley :
North Colorado Medical Center Program
North Colorado Medical Center
Program Director:
Joseph Ferguson, MD
North Colorado Medical Center
1801 16th St
Greetey CO 80631
Length: 3 Year(s), Total Positions: 14 (PGY1 6)
OPV 13,250

P Information Not Provided PGY1 = Positions Open to Applicarits wnh No Previous Graduate Medical Traunlng % Shared-Schedule Positions Available

OPV = Annual Outpatient Visits
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COLORADO cont'd

Pueblo
Southemn Colorado Family Medicine P

St Mary-Corwin Hosp Reg Med and Hith Ctr
Program Director:

David D Smith, MD

Southemn Colorado Family Medicine

1008 Minnequa Ave

Pueblo CO 81004
Length: 3 Year(s); Total Positions: 16 (PGY1:4)
OPV 16,000

CONNECTICUT

Hartford )
Uniy y of C tout P

St Francls Hospital and Medlcal Center
Program Director:

Katherine C Krause, MD

Asylum Hill Family Medicine Office

123 Sigourmney St

Hartford CT 06105
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 15,000

Middletown .
Middiesex Memorial Hospital Program
Middlesex Memorial Hospital ’
Program Director:
Dewees H Brown, MD
 Middlesex Memorial Hospnal Family Practice Group
90 S Main St
Middletown CT 06457
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 14,213

Stamford
St Joseph Hospltal Program
St Joseph Hospital
Program Director:
Michael L Adler, MD
St Joseph Hospital
128 Strawberry Hill Ave.
Stamford CT 06904
Length: 3 Year(s); Total Positions: 14 (PGY1:4)
OPV 8,203

DELAWARE

Newark
the Medical Center of Delaware Program

the Medical Center of Delaware
Program Director:

Dene T Walters, MD

Family Practice Office

Box 765
. Wilmington DE 19899
Length: 3 Year(s), Total Positions: 18 (PGY1:6)
OPV 15,744

Wilmington '
Temple University Program B % °
St Francis Hospital
Program Director:
Kent A Sallee, MD
St Francis Hospital, Family Practice Center
7th and Clayton Sts
Wilmington DE 19805
Length: 3 Year(s), Total Positions: 15 (PGY1:5)
OPV 9,041 .

printormation Not Provided PGY1 = Posttions Open to Applicants with No Previous Graduate Medical Training  #Shared-Schedule Positions Avallable

OPV = Annual Outparlenr Visits

D.C.

Andrews AF B
Malcolm Grow U S A F Medical Center Program
. Malcolm Grow U S A F Medical Center
Program Director:

Lt Col Eric R Baugh, MD

Malcolm Grow U S A F Medical Center

Andrews AF B

WashingtonDC 20331
Length: 3 Year(s), Total Positions: 27 (PGY1: 9)
OPV 490,000

Washington
G [

g y/Pi Hospital Prog
Providence Hospital
Program Director:
Marjorie A Bowman, M D, MPA
Lincoln Family Medicine Center
3001 Bladensburg Rd, NE
WashingtonDC 20018
Length: 3 Year(s), Total Positions: 18 (PGY1:6)

- OPV 12,000

Howard Unlversny Hospﬂal
Program Director:
Henry W Williams, MD
Howard University Hospital
2041 Georgia Ave, N W, Suite 2107
WashingtonDC 20060
Length: 3 Year(s), Total Positions: 25 (PGY1:8)
OPV 74,717

FLORIDA

Daytona Beach
Halifax Hospital Medical Center Program

Halifax Hospital Medical Center
Program Director:

Tariq Siddiqui, MD

Halifax Hospital Medical Center

P O Box 1990

Daytona Beach FL 32015
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 105,611

EglinAFB
U S A F Regional Hospital (Eglin) Program
. US AF Reglonal Hospital (Eglin)
Program Director:
Lt Col Kenneth F Wainner, MD
U S AF Regional Hospital
Dept of Family Practice
ElgnAFBFL 32542
Length: 3 Year(s), Total Positions: 18 (PGY1:8)
OPV 340,475 .

Gainesville -
University of Florida Program

Alachua General Hospital
Program Director:

R Whitney Curry, Jr, MD

Famity Practice Training Program

8255 W 4th Ave

Gainesville FL 32601
Length: 3 Year(s); Total Positions: 19 (PGY1:6)
OPV 24,000

Jacksonville
Jacksonville Health Education Program B
Univ Hosp {(Jacksonville Hith Educ Program)
Program Director:
John Grisnlk, MD
Jacksonvlille Health Educ Prog, Dept of Family Practice
655 W 8th St
Jacksonville FL 32209
Length: 3 Year(s), Total Positions: 18 (PGY1:6)
OPV 32,400 .

Naval Hospitat (Jack ille) Prog|
Naval Hospital (Jacksonville}
Program Director:
Capt Charles R Mc Laughlin, MD
Naval Hospital
Dept of Family Medicine
Jacksonville FL 32214
Length: 3 Year(s); Total Positions: 31 (PGY1:11)
OPV 39,875

StVincent’'s Medical Center Progmm

- St Vincent’s Med Ctr (Jacksonvilie Hith Educ Program)
Program Director:

Merrill A Anderson, MD

Dept of Family Practice

2708 St Johns Ave

Jacksonville FL 32205

‘Length: 3 Year(s), Total Positions: 24 (PGY1:8)

OPV 24,719

Miami .
[ y of Miami Program w ' '

Jackson Memorial Hospital .
Program Director:

Lynn P Carmichael, MD

Jackson Memorial Hospital

1611 N W 12th Ave

Miami FL 33138
Length: 3 Year(s); Total Positions:36 (PGY1:12)
OPV 36,819

Ortando
Florida Hospital Program
Florida Hospital
Program Director:
Ted Hamiiton, MD
Florida Hospital
601 E Rollins .
Oriando FL 32803
Length: 3 Year(s); Total Positions: 36 (PGY1: 12)
OPV 25,000

Pensacola
Naval Hospital (P ia) Prog

Naval Hospital (Pensacola)
Program Director:

D Vertrees Hollingsworth, MD

Naval Hospital

Dept of Family Practice

PensacolaFL 32512
Length: 3 Year(s); Total Positions: 29 (PGY1:11)
OPV 29,000

St Petersburg
Bayfront Medical Center Program.
Bayfront Medical Center
Program Director:
Charles E Aucremann, MD
Bayfront Medical Center
7016thStS
St Petersburg FL 33701
Length: 3 Year(s); Total Positions: 21 (PGY1:7)
OPV 15,000
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FLORIDA cont'd

Tallahassee
Tall Family P\ P

Tallahassee Memorial Regional Meducal Center
Program Director:

Donald A Zom, MD

Dept of Family Practice

1301 Hodges Dr

Taliahassee FL 32308
Length: 3 Year(s); Total Positions: 25 (PGY1: 8)
OPV 17,473

GEORGIA
Atlanta
P Morehouse School of Medicine Program
Southwest Hospital and Medical Center
Program Director:
Thomas Carswell, MD
Southwest Professional Building
505 Fairbum Rd, SW
Atlanta GA 30331
Length: 3 Year(s), Total Positions: 0. (PGY1 0)
OPVO
Augusta
Medical College of Georgia Program
Medical College of Georgia Hospital and Clmlcs
University Hospital
Program Director:
Paul Fomey, MD
Medical College of Georgia, Dept of Family Medu:ne
St Sebastian Way and University Dr
AugustaGA 30912
Length: 3 Year(s); Total Positions: 24 (PGY1:8)
OPV 20,800 ’

Columbus .
the Medical Center Program %

the Medical Center ’
Program Director:

Howard G Vigrass, MD

the Medical Center

710 Center St, P O Box 951

Columbus GA 31994 .
Length: 3 Year(s); Total Positions: 36 (PGY1:12)
OPV 34,000 ’

Fort Benning
Martin Army Community Hospital Program
Martin Army Community Hospital
Program Director:
Wayne G Stanley, MD
‘Martin Army Community Hospital, Dept of
Family Medicine
Atn: HSXB-J-RT
Fort Benning GA 31905
Length: 3 Year(s); . Total Positions: 27 (PGY1: 9)
OPV 46,564

Fort Gordon
. Dwight David Eisenhower Army Medical Center Program

Dwight David Eisenhower Army Medical Center

Program Director:
Maj John J Lammie, MD
Dwight David Eisenhower. Medical Center
Dept of Family Practice i

. Fort Gordon GA 30905
Length: 3 Year(s); Tota!l Positions: 28 (PGY1:9)
OPV 72,000 ' )

Macon
Mercer Uni School of Medicine Program
Medical Center of Central Georgia ’
Program Director:
T Walter Treadwell, Jr, MD
Dept of Family Medicine
784 Spring St
Macon GA 31201
Length: 3 Year(s); TotalPoslitions:24 (PGY1:8)
OPV 7,800 :

Rome
Floyd Medical Center Program
Floyd Medical Center
Program Director:
Robert E Smith, MD
Floyd Medical Center
302 Tumer Mc Call Bivd
Rome GA 30161
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 18,000 ’

Savannah
Memorial Medical Center Program
Memorial Medical Center
Program Director:
Richard S Graft, MD
Memornial Medical Center
P O Box 23106
Savannah GA 31403

_Length: 3 Year(s), Total Positions: 12 (PGY1:4)

OPV7,712

IDAHO
Boise .
Family Practice Program of Idaho
St Alphonsus Regional Medical Center
St Luke’s Regional Medical Center
Veterans Administration Medica! Center (Bmse)

" Program Director:

John J Mohr, MD

Family Practice Medical Center

777 N Raymond

Boise D 83704
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 21,804

ILLINOIS

Belleville )

Bellevlite Famlly Practice Program
St Elizabeth's Hospital -
Memorial Hospital

Program Director:

J Paul Newell, MD

Belleville Family Practice Center

300 W Lincoln St

Belleville IL 62220
Length: 3 Year(s); Total Positions: 12 (PGY1 4)
OPV 15,000

Berwyn
Mac Neal Memorial Hospital Program
Mac Neal Memorial Hospital
Program Director: -
Kenneth F Kessel, MD
Family Practice Center
3231 S Eudlid Ave
BerwynIL 60402
Length: 3 Year(s); Total Positions: 23 (PGY1: 7)
OPV 16,000

Carbondale
Southem lllinois L B
Memorial Hospital of Carbondale
Program Director:
Penny K Tippy, MD .
Memorial Hospital of Carbondale ‘
404 W Main St
Carbondale IL 62901
Length: 3 Year(s); Total Positions: 12 (PGY1:4)
OPV 13,994

Chicago
Cook County Hospital Program
Cook County Hospital
Program Director:
Margaret M Dolan, MD
~. Dept of Family Medicine .
621 S Winchester
Chicagoil 60612
Length: 3 Year(s); Total Positions: 38 (PGY1:12)
OPV 58,000

Iaed Park Hospital Prog
Jackson Park Hospital
Program Director:
Vincent A Costanzo, MD
Jackson Park Hospital
7501 Stony Island Ave
Chicagoil 60649 -
Length: 3 Year(s); Total Posltions: 12 (PGY1:4)
OPV 7,000

(ad vy
Resurrection Hospital
Program Director:
Thomas C Tomasik, MD
Professional Building
7447 W Telcott
ChicagoIL 60631

" Length: 3 Year(s); Total Poshtions: 15 (PGY1:5)

OPV 10,800

Rush/Christ Famlly Practice Program
Rush-Presbyterian-St Luke's Medical Center
Christ Hospital ’

Program Director:

Erich E Brueschke, MD
Rush-Presbyterian-St Luke’s Medical Center
1753 W Congress Pkwy
ChicagoIL 60612
Length: 3 Year(s); Total Positions: 27 (PGY1 8)
OPV 16,000

St Elizabeth’s Hospital Program
St Elizabeth’s Hospital '
‘Program Director:
- Martin Gonzalez, MD
St Elizabeth’s Hospital
1431 N Claremont Ave
Chicago L 60622
Length: 3 Year(s); Total Positions: 12 (PGY1:4)
OPV 10,000

St Joseph Hospital Program
St Joseph Hospital
Program Director:
Roger A Nosal, Md, PhD
St Joseph Hospital
2900 N Lake Shore Dr
ChicagoIL 60657
Length: 3 Year(s). Total Positions: 18 (PGY1:6)
OPV 18,000

P Information Not Provided PGY1 = Positions Open to Apphcants with No Prav»ous Graduate Medical Training *Shared-Sd\edule Positions-Available

OPY = Annual Outpatient Visits
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ILLINOIS cont'd Park Ridge Springfield

Chicago cont'd ) Lutheran General Hospital Program . Southem lllinois University Program A
Lutheran General Hospitat . St John's Hospital ~
StMary of N h Hospital Center Prog Program Director: Memorial Medical Center
St Mary of Nazareth Hospital Center Leighton B Smith, MD ! Program Director:
- Program Director: Lutheran General Hospital-9 Daniel K O'Brien, MD
Bruce C Becker, MD 1775 Dempster St ’ Southem lllinois University School of Medicine
St Mary of Nazareth Hospital Center Park RidgeIL 60068 P O Box 3926
2233 W Division St Length: 3 Year(s), Totel Positions: 18 (PGY1:6) Springfield IL 62708
ChicagoIL 60622 OPV 16,000 Length: 3 Year(s); Total Positions:24 (PGY1: B)
Length: 3 Year(s); Total Positions: 24 (PGY1:8) : OPV 24,000
OPV 11,500 Peoria
University of iifinois School of Medicine at Peoria INDIANA
dishC Hospital Program Program A Beech Grove
Swedish Covenant Hospital Methodist Medical Center of lllinois - StFrancis Hospital Center Program
Program Director: ) Program Director: St Francis Hospital Center
Walten | Baba, Md, PhD Dean R Bordeaux, MD Program Director: '
Swedish Covenant Hospital, Dept of Family Practice Methodist Medical Center of lllinois Richard Feidman, MO
5145 N California Ave 120N E Glen Oak Ave, Suite 100 Family Practice Center
ChicagoIL 60625 ' PeorialL 61603 1500 Albany St, Suite 807
Length: 3 Year(s);, Total P°="'°"= 18 (PGY1:6) Length: 3 Year(s); Total Positions: 23 (PGY1: 8) . BeachGroveIN 46107
OPV 13,054 , OPV24,428 Length: 3 Year(s); Total Positions: 18 (PGY1:6)
. : OPV 12,500
University of lilinols Program B y of lilinols School of Medicine at Peoria .
Ravenswood Hospital Medical Center Program B . o
PNS’“;“:‘I'I‘CW" VD ' Saint Francis Medical Center E vansvnlle; -
oyd Callaway, Program Director: . sHospital
Ravenswood Hospital Medical Center, Dept of :gen,y R m MD p De':c;";f;;‘;sr""a'
Famiy Practice Saint Francis Medical Center mwga,,m M Adye. MD
4550 N Winchester 530 N E Glen Oak Ave Deaconess HZs;':ital
ChicagoIL 60640 PeoralL 61637 600 Mary St
Length: 3 Year(s); Total Positions: 12 (PGY': 4) Length: 3 Year(s); Total Positions: 18 (PGY1: 6) Evansvlr"‘; IN 47747 )
OPVoO OPV 13,655 Length: 3 Year(s); Total Positions: 12 (PGY1:4)
OPV 10,600 ’
Decatur Quincy
D Famlly Practice Prog ’ . Southem illinois Univeraity Program C StMary’s Medical Center Program
St Mary's Hospital St Mary Hospital St Mary's Medical Center
Decatur Memoria! Hospital Blessing Hospital Program Director:
Program Director: ' ! Program Director: ) Raymond W Nichoison Jr, MD
Albert Ripani, Jr, MD Terry G Amold, MD St Mary’s Medical Center
Decatur Family Practice Center ‘ Quincy Family Practice Cneter ' 801 St Mary's Dr, Suite 001
1314 N Main, Suite 201 1246 Broadway . EvansvileIN 47715
DecaturIL 62526 Quincy IL 62301 Length: 3 Year(s); Total Positions: 15 (PGY1:5)
Léngth: 3 Year(s); Total Positions: 12 (PGY1:4) Length: 3 Year(s); Total Positions: 12 (PGY1: 4) OPV 14,460
OPV 10,695 o OPV 18,000 .
. ' . Fort Wayne
Hinsdale . Rockford ‘ Fort Wayne Medical Education Program
Hinsdale Hospial Prog ' Rocktord Medical E ion Foundation Prog! Lutheran Hospital of Fort Wayne
Hinsdale Hospital ) Rockford Memorial Hospital o Parkview Memorial Hospital
Program Director: . St Anthony Hospital Medicat Center StJoseph’s Hospital of Fort Wayne
Timothy E Neufeld, MD Swedish American Hospital Program Director: -~
Hinsdale Hospital ) Program Director: Jerry L'Stucky, MD \
135N Oak St . . Le Baron P Johnson, MD Lahrman Bidg, Suite 304
Hinsdale IL 60521 ‘ Dept of Family Medicine 2414 E State St '
Length: 3 Year(s); Total Positions: 27 (PGY1:9) - 1601 Parkview Ave ’ FortWayne N 46805
OPV 17,500 Rockford IL 61107 Length: 3 Year(s); Total Positions: 24 (PGY1:8)
- Length: 3 Year(s); Total Positions:27 (PGY1:9) OPV 18,687
La Grange OPV 25,200
P ity Momorial G 1 Hospita! Prog ‘ ‘ . Gary
Community Menorial General Hospital . ScottAFB Methodist Hospital of Gary Program v
Program Director: o . U S AF Medical Center (Scott) Program Methodist Hospital of Gary
William J Nelson, MD U'S A F Medical Center (Scott) Program Director:
Dept of Family Medicine Program Director: David E Ross, MD
1323 Community Memorial Dr ’ . Lt Col E Charies Robacker, MD Methodist Hospital of Gary
LaGrangelL 60525 U'S A F Medica! Center (Scott), SGHF 600 Grant St
Length: 3 Year(s), Total Positions: 12 (PGY1:4) Dept of Family Practice . GaryIN 46402
OPV 10,000 Scott AFBIL 62225 Length: 3 Year(s); Totai Positions: 12 (PGY4:3)
' Length: 3 Year(s); Total Positions: 21 (PGY1:7) OPV 57,489
Oak Park OPV 24,000
West Suburban Hospital Medical Center Progrsm ' Indianapolis
Waest Suburban Hospital Medical Center N ) ’ . Community Hospital of Indi Jis Prog
Program Director: . - Community Hospital of Indnanapohs
A L Burdick, Jr, MD Program Director:
Family Practice Center John R Diaz, MD
1010 Lake St . Community Hospital of Indianapolis
Oak Park IL 60301 . " 5502 E 16th St
Length: 3 Year(s); Total Positions: 18 (PGY1:6) . Indianapolis IN 46218
OPV 20,000 " Length:3Year(s); TotalPositions:18 (PGY1:6)
OPV 10,000 ' ’

blnfonnaﬂon Not Provided PGY1= Posmons Open to Applicants with No Previous Graduate Medical Tralning  JrShared-Schedule Positions Available .
OPV = Annual Outpatient Visits \
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INDIANA cont'd
Indianapolis cont'd

Indiana University Medical Center Program

Indiana University Hospitals

Richard L Roudebush VA Med Ctr

Witliam N Wishard Memorial Hospital
Program Director:

A A Fischer, MD

Indiana University Hospitals

1100 W Michigan St

Indianapolis IN 46223
Length: 3 Year(s); Total Positions: 15 (PGY1:5)
OPV 8,000

Methodist Hospital of Indiana Prog!
Methodist Hospital of Indiana
Program Director:
Alvin J Haley, MD
Family Practice Center
1633 N Capitol Ave
Indianapolis IN 46202
Length: 3 Year(s); Total Positions: 25 (PGY1:8)
OPV 22,953

St Vincent Family Practice Program

St Vincent Hospital and Health Care Center
Program Director:

John R Dugan, MD

St Vincent Hospital and Health Care Center

2001 W 86th St

Indianapolis IN 46260
Length: 3 Year(s); Total Positions: 18 (PGY1: 6)
OPV 9,700

Muncie
Ball Memorial Hospital Program
Ball Memorial Hospital
Program Director:
Ross L Egger, MD
Dept of Family Medicine
2300 W Gilbert St
Muncie IN 47303
Length: 3 Year(s); Total Positions: 23 (PGY1:6)
OPV 15,168 . . ..

South Bend
Memorial Hospital of South Bend Program
Memorial Hospital of South Bend
Program Director:
Robert E Fenstermacher, MD .
Memorial Hospital of South Bend
707 N Michigan St, #502
South Bend IN 46601
Length: 3 Year(s); Total Poslﬂons 18 (PGY1:6)
OPV 11,930

St Joseph's Medical Center of South Bend Program
St Joseph's Medical Center of SouthBend .
Program Director:
Michael Conroy, MD
St Joseph's Medical Center of South Bend
811 E Madison St, Box 1935 -
SouthBend IN 46634
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 16,500

Terre Haute
Union Hospital Program
Union Hospital
Program Director:
James R Buechler, MD
Dept of Family Medicine
1513N61/2 St .
Terre Haute IN 47807 R
Length: 3 Year(s); Total Positions: 12 (PGY1:4)
OPV 12,000

IOWA

Cedar Rapids
Cedar Rapids Program

Mercy Hospital .

St Luke's Methodist Hospital
Progrem Director:

Carl R Aschoff, MD .

St Luke's Methodist Hospital

1026 A Ave,NE

Cedar Rapids IA 52402
Length: 3 Year(s); Total Positions: 22 (PGY1: 8)
OPV 34,654

Davenport
Mercy/St Luke's Hosphals Program
Mercy Hospital
St Luke's Hospital .
Progrem Director:
Kim P Petersen, MD
Family Medical Center
516 W 35th St
Davenport IA 52806
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 14,000

Des Moines
Broadlawns Medical Center Program -
Broadlawns Medical Center
Program Director:
Loran F Parker, MD
Broadlawns Medical Center
18th and Hickman Rd
Des Moines A 50314
Length: 3 Year(s); Total Positions: 30 (PGY1:10)
OPV 154,822

lowa Luth } ital Prog
lowa Lutheran Hospital
Program Director:
Harold Moessner, MD
lowa Lutheran Hospital
University at Penn
Des Moines IA 50316
Length: 3 Year(s), Total Positions: 20 (PGY1:6)
OPV 28,700

fowa City
Uni ity of lowa Prog
University of lowa Hospitals and Clinics
Mercy Hospital
Program Director:
Chanles E Driscoll, MD
University of lowa Hospitals and Clinics
Family Practice Training Program
lowaCityIA 52242
Length: 3 Year(s); Total Positions: 24 (PGY1: a)
OPV 24,000

Mason City
St Joseph Mercy Hospital Program
St Joseph Mercy Hospital
Program Director:
Richard E Munns, MD
Family Practice Center
101 S Taylor St
Mason City JA 50401
Length: 3 Year(s); Total Positions: 15 (PGY1:5)
OPV 36,713 . .
Sioux City A
Slouxiand Medical Education Foundation Program
St Luke's Regional Medical Center
Marian Health Center
Program Director:
Gerald J Mc Gowan, MD
Siouxiand Medical Education Foundation
2417 Pierce St
Sioux CityIA 51104
Length: 3 Year(s), Total Positions: 19 (PGY1:6)
OPV O

Waterioo
Black Hawk Area Medical Education
Foundation Program

Schoitz Medical Center

Allen Memorial Hospital

St Francis Hospital
Program Director:

Karl E Jauch, MD

Family Practice Center

441 E San Marnan Dr

Waterloo IA 50702
Length: 3 Year(s); Totsl Positions: 18 (PGY1: 6)
OPV 26,000

, KANSAS
Kansas City
University of Kansas Medical Center Program
Univ of Kansas College of Hith Sciences and Hosp
Bethany Medical Center
Program Director:
James G Price, MD
Dept of Family Practice
39th and Rainbow Bivd
Kansas City KS 66103
Length: 3 Year(s), Total Positions: 37 (PGY1:12)
OPV 32,000

Salina '
Smoky Hill Family Practice Program
Asbury Hospital
St John's Hospital
St Joseph Medical Center
Progrem Director:
John C Listerman, MD
Smoky Hill Famity Practice Center
130 W Clafiin, P O Box 1757
SalinaCA 67401
Length: 3 Year(s); Total Positions: 12 (PGY1:4)
OPV 10,000

Wichita
St Francis Reglonal Medical Center Program
St Francis Regional Medical Center
Program Director:
John H Danby, MD
Family Practice Center
905 N Emporia
WichitaKS 67214
Length: 3 Year(s); TotalPositions: 18 (PGY1:6)
OPV 12,000

Univeralty of Kanses (Wichita) Program
St Joseph Medical Center
Program Director:
E J Chaney, MD
Robert K Purves Family Practice Center
1131 S Clifton
Wichita KS 67218
Length: 3 Year(s); Total Positions: 21 (PGY1:7)
OPV 36,000

Wesley Medical Center/Univeraity of Kansas
(Wichita) Program

Waesley Medical Center
Program Director:

R Alan Sather, MD

Family Practice Center

3243 E Murdock, Suite 303

WichitaKS 67208
Length: 3 Year(s); Total Positions: 24 (PGY1:8)
OPV 17,000

P information Not Provided PGY1 = Positions Open to Applicants with No Previous Graduate Medical Training *Shared-Schedule Positions Available

OPYV = Annual Outpatient Visits
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KENTUCKY

Covington
St Elizabeth Medical Center Program

St Elizabeth Medical Center
Program Director:

Richard A Allnutt, MD

Dept of Family Medicine

900 Medical Village Dr

Edgewood KY 41017
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 43,794

Lexington
Unlversity of Kentucky Medical Center Program
. Univ Hosp-Albert B Chandler Med Ctr
Central Baptist Hospita!
Program Directot:
‘E C Seeley, MD
University of Kentucky Medical Center
Dept of Family Pracfice
Lexington KY 40536
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 16,000

Louisville
University of Louisville ngram *

Humana Hospital-University

St Anthony Hospital

Veterans Administration Medical Center (Louisville)
Program Director:

Elizabeth B Dedman, MD

Univ of Louisville School of Medicine

Dept of Family Medicine

Louisville KY 40292

Length: 3 Year(s); Total Positions: 24 (PGY1: a) ’

OPV 37,170

Madisonvilie
Trover Clinlc Foundation Program

Regional Medical Center of Hopklns County
Program Director:

Robert B Cloar, MD

Trover Clinic Foundation

Clinic Drive

Madisonville KY 42431
Length: 3 Year(s); Total Positions: 18 (PGY1 6)
OPV 27,450

LOUISIANA
Baton Rouge
Loul State ity Program B
Earl K Long Memorial Hospital
Program Director:

Charfes R Sias, MD

Ear K Long Memorial Hospital
5825 Airiine Hghwy

Baton Rouge LA 70805

Length: 3 Year(s); Total Positions: 30 (PGY1:10) -

OPV 15,034

Bogalusa
Loutsiana State University Program C
Washington-St Tammany Charity Hospital
Eari K Long Memonial Hospital
Riverside Medical Center
Program Director:
Sanford W Tuthill, MD
Washington-St Tammany Charity Hosp, Dept
Family Medicine
400 Memphis St, Box 40
Bogalusa LA 70427
Length: 3 Year(s); Total Positions: 12 (PGY1:4)
OPV 53,798 -

Lake Charles
Louisiana State University Program D

Dr Walter Ofin Moss Regional Hospital «
Program Director:

Eli Sorkow, MD

Dr Watter Olin Moss Regional Hospital

1000 Walters St

Lake Charles LA 70605
Length: 3 Year(s); Total Positions: 21 (PGY1:7)
OPV 102,167

Monroe
Louisiana State University (Shreveport) Program B
E A Conway Memorial Hospital
Program Director:
Scott A Freeland, MD
E A Conway Memorial Hospital
PO Box 1881
Monroe LA 71201
Length: 3 Year(s); Total Positions:24 (PGY1:8)
OPV 86,646

New Orleans
Louisiana State University Program A
Charity Hospital of Louisiana-L S U Division
Hotel Dieu Hospltal
Program Director:
David W Euans, MD:
L S U Medical Center, Dept of Family Med'cme
1825 Cleveland Ave
New Orleans LA 70112
Length: 3 Year(s); Total Positions: 24 (PGY1:8)
OPV 67,600 ' ~

Shreveport

Louisiana State Uni ity (Sh port)
Louisiana State University Hospital
Schumpert Medical Center

Program Director:
Michael B Harper, MD )
Louisiana State University Medical Center
P O Box 33932
Shreveport LA 71130

Length: 3 Year(s); Total Positions: 24 (PGY1: 8)

P

A

- OPV 140,696
MAINE
Augusta
Maine/O sth Family Practice Prog

Kennebec Valley Medical Center

Mid-Maine Medical Center
Program Director:

Danlel K Onion, MD

Family Medicine Institute

12 E Chestnut St

Augusta ME 04330
Lengm 3 Year(s); Total Positions: 18 (PGY1 6)
OPV 19,911

Bangor
Eastern Maine Medical Center Program
Eastern Maine Medical Center
Program Director:
John A McPhail, MD
Eastem Maine Medical Center
417 State St
Bangor ME 04401
Length: 3 Year(s); Total Positions: 23 (PGY1:8)
OPV 20,283

Lewiston
Central Maina Medical Center Program
Central Maine Medical Center
Program Director:
Waiter R Peterlein, MD
Central Maine Medical Center
76 High St
Lewiston ME 04240
Length: 3 Year(s); Total Positions: 12 (PGY1: 4)
OPV 12,000 '

Portland -

Maine Medical Center/Mercy Hospital Program
Maine Medical Center
Mercy Hospital

Program Director:

John L Randall, MD

Maine Medical Center

22 Bramhall St

Portland ME 04102
Length: 3 Year(s); Total Positions: 12 (PGY1 4)
OPV10,600

MARYLAND

Baltimore .
Franklin Square Hospital Program

Franklin Square Hospital
Program Director:

Willlam Reichel, MD

Frankiin Square Hospital

9000 Franklin Square Dr -

Baltimore MD 21237
Length: 3 Year(s); Total Positions: 27 (PGY1:9)
OPV 12,353

Univeralty of Marytand Program
University of Maryland Medical System
Union Memorial Hospital
Program Director:
C Eari Hill, MD
Univ of Maryland Family Health Center
120 S Greene St .
Baltimore MD 21201 -
Length: 3 Year(s); Total Positions: 39 (PGY1:13)
OPV 17,770

Chevery
Prince George's General Hospital and Medical
Center Program
Prince George's Gen Hosp and Med Ctr
Program Director:
Samuel W Alleyne, MD
Prince George's General Hospital and Medical Center
Family Health Center
Cheverly MD " 20785
Length: 3 Year(s); Total Positions: 12 (PGY1:4)
OPV 12,000

MASSACHUSETTS
Fitchburg '
Univarsity of Massachusetts Coordinated
Program (Fitchburg) )
Burbank Hospital

b Program Director:

Robert A Babineau, Sr, MD

Dept of Family Practice

47 Ashby State Rd

Fitchburg MA 01420
Length: 3 Year(s); Total Positions: 12 (PGY1:4)
OPV 24,705

Worcester
University of Massachusetts Coordinated
Program (Worcester)
University of Massachusetts Hospttal
Worcester Hahnemann Hospital
Program Director:
Daniel H Lasser, MD
Univ of Massachusetts Medical School
55 Lake Ave, N
Worcester MA 01605 .
Length: 3 Year(s); Total Positions: 36 (PGY1:12)
OPV 50,000

)Informaﬂon Not Provided PQY1 = Positions Open to Applicants with No Previous Graduate Medical Tmlnmg “ Shared-Schedule Positions Available

OPV = Annual Outpatient Visits




140 ACCREDITED PROGRAMS IN FAMILY PRACTICE
MICHIGAN Grosse Pointe Saginaw : .
Ann Arbor Bon Secoura Hospital Program Saginaw Cooperative Hospitals Prog
L y of Michigen Prog Bon Secours Hospital Saginaw General Hospital
University of Michigan Hospitals Program Director: - : St Luke's Hospltal
Chetsea Community Hospital Archie W Bedell, MD St Mary's Hospital
Program Director: Bon Secours Hospital . Program Director:
Terence C Davies, MD 468 Cadieux Rd Lamry S Kelly, MD
University of Michigan Hospitals Grosse Pointe Ml 48230 Dept of Family Medicine
1018 Fuller St Length: 3 Year(s); Total Positions: 18 (PGY1:6) 1000 Houghton
Ann Arbor Ml 48109 ' OPV 25,000 Saginaw M1 48602
Length: 3 Year(s), Total Positions: 18 (PGY1:6) Length: 3 Year(s);  Total Positions: 24 (PGY1:8)
OPV 22,000 Kalamazoo OPV 19,000 .
Southwestem Michigan Area Health Education . :
Dearbom Center Program ) Southfield
d Hospital Prog! Borgess Medical Center Providence Hospital Program
Oakwood Hospital Bronson Methodist Hospital Providence Hospital
Program Director: Program Director: Program Director: :
John M Battle, MD Douglass A Haddock, MD Murray N Deighton, MD .
Oakwood Hospital Kalamazoo Family Medicine Providence Medical Bidg, Family Practice Center
18101 Oakwood Bivd 1521 Gull Rd 22250 Providence Dr
DearbornMi 48124 Kalamazoo Mi 49001 Southfield Ml 48075
Length: 3 Year(s); Total Positions: 18 (PGY1:6) Length: 3 Year(s); Total Positions: 18 (PGY1: 6) Length: 3 Year(s), Total Positions: 18 (PGY1: 6)
OPV 12,000 OPV 12,000 OoPV48914 - ’
Detroit Lansing Troy
St John Hospital Program dward W § Hospital Prog Wayne State University/Willlam Beaumont Hosplm-
St John Hospital Edward W Sparrow Hospnal . Troy Program
Program Director: Program Director: William Beaumont Hospital-Troy
Christopher Goldsby, MD William P Gifford, MD Program Director:
St John Hospital Edward W Sparrow Hospital Hans J Koek, MD
22101 Moross Rd 1222 E Michigan Ave William Beaumont Hospital-Troy
Detroit MI 48236 . LansingMI 48912 44201 Dequindre
Length: 3 Year(s); Total Positions: 12 (PGY1:4) Length: 3 Year(s); Total Positions: 22 (PGY1:6) Troy Mi 48098
OPV 9,314 - OPV 29,444 Length: 3 Year(s); Total Positions: 12 (PGY1:4)
OPV 20,000 .
Wayne State Uni y/Harper-Grace # itals Hutzel P> Michigan State Univeraity Program . ’
Hospital Program ’ St Lawrence Hospital
Harper-Grace Hospitals-Harper Divislqn Program Director: Duluth MINNESOTA
Harper-Grace Hospitals-Grace Division Edward Kowaleski, MD Duluth Graduate Medleul u jon Councll Pr
Hutzel Hospital Family Practice Center St Luke's Hospital
Program Director: 1210 W Saginaw Miller-Dwan Medical Center
Robert J Toteff, MD Lansing Ml 48915 StMary's Medical Center
Dept of Family Medicine Length: 3 Year(s); Total Positions:0 (PGY1:0) Program Director:
4201 St Antoine, Suite 4 J OPV 15,000 James R Blackman, MD
DetroitMI 48201 N
Length: 3 Year(s); Total Positions: 23 (PGY1:7) Marquette g:éu:‘h::‘":'fe?m Center
OPV 24,000 : Marquette General Hospital Prog _ DuluthMN 55805 -
Marquette General Hospital Length: 3 Year(s), Total Positions: 24 (PGY1 8)
Flint ' Program Director: ’ OPV 15,000
St Joseph Hospital Program % John Lehtinen, MD
St Joseph Hospitat Dept of Family Medicine Minneapolis
Progra.m DIWn 141 AIW Fair Ave Hennepin County Medical Center Program
Lewis E Simoni, MD Marquette MI 49855 R H n Gounty Medical Center
St Joseph Hospital Length: 3 Year(s); -Total Positions: 15 (PGY1:5) Program Director:
-302 Kensington Ave OPV 13,000
FlintMI 48502 ﬁ:an';;:ch:us:n r’::e[;eal Cem r
Length: 3 Year(s); Total Positions: 36 (PGY1:12) Midland ’ " 701 Park Ave, sty °
OPV 28,813 Midland Hospital Centor Program Minneapolis MN 55415
’ Midland Hospital Center Length: 3 Year(s); Total Positions: 36 (PGY1:12)
Grand Rapids Program Director: } OPV 21,000
Grand Rapids Family Practice Program Robert J Lachance, MD .
Saint Mary’s Hospital Midland Hospital Center : 1 y of Minnesota Prog
Blodgett Memorial Medical Center 4005 Orchard Dr L Unlvemny of Minnesota Hospttal and Clinics
Butterworth Hospitat Midland Ml 48640 . Bethesda Lutheran Hospital
Program Director: Length: 3 Year(s); Total Positions: 18 (PGY1:6) . Carondelet Community Hosps-St Mary's Hosp Division
Chartes E Morrill, MD . OPV 22,000 } Fairview and Deaconess Hospital
Grand Rapids Family Practice Program Methodist Hospital
200 Jefferson, S E Pontiac North Memorial Medical Center
Grand Rapids MI 49503 Pontiac General Hospital Program “StJohn’s Hosptal
Length: 3 Year(s); Total Posttions: 24 (PGY1 8) Pontiac General Hosphtal . Program Director:
OPV29.134 - Program Director: JohnE Sutherland, MD
Paul T Wemer, MD o 6-240 Phillips-Wangensteen Bidg
Pontiac General Hospital 516 Delaware St, SE
*Seminole at W Huron } Minneapolis MN 55455
Pontiac Ml 48053 Length: 3 Year(s). Totai Positions: 132 (PGY1:44)
Length: 3 Year(s); TotalPositions: 15 (PGY1:5) OPV 65,802
OPV 10,322

P Information Not Provided  PGY1 = Posltions Open to Applicants with No Previous Graduate Medical Tralning Y Shared-Schedule Positions Avallable

OPV = Annual Outpatient Visits.
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MINNESOTA contd

Rochester
Mayo Grad Schoo! of Medicine P
Mayo Graduate Schoo! of Med:cane—Mayo Clinic
Rochester Methodist Hospital
St Marys Hospital of Rochester
Program Director:
Robert E Nesse, MD
Mayo Graduate School of Mednclne
200 First St, SW !
Rochester MN 55905
Length: 3 Year(s); Total Positions: 18 (PGY1: 6)
OPV 53,168

St Paul
St Paul-Remsey Medical Center Program

St Paul-Ramsey Medical Center
Program Director:

Vincent R Hunt, MD

St Paul-Ramsey Medical Center

640 Jackson St

StPaulMN 55101 . .
Length: 3 Year(s); Total Positions: 24 (PGY1:8)
OPV 20,000

MISSISSIPPI
Jackson

University of Mississippi Mod|cal Center Program ~ '

University Hospita!

Hinds General Hospita)

Mississippi Baptist Medical Center
Program Director:

W R Giltis, MD

University of Mississippi Hospital

2500 N State St .

JacksonMS 39216
Length: 3 Year(s); Total Poslﬂons 38 (PGY1:14)
OPV 18,000

MISSOURI
Columbia
University of Missouri Modlcal Center Program
Univ of Missouri-Columbia Hosp and Clinics
Program Director:
Jack M Cotwill, MD
Univ of Missouri-Columbia School of Medicine
Dept of Fam & Comm Med, M 228
ColumblaMO 65212 '
Length: 3 Year(s); Total Posltions: 36 (PGV1 12)
OPV 45,000

‘Kansas City
Baptist Medical Center Progrem
Baptist Medical Center
Program Director:
W Jack Steimach, MD
Baptist Medical Center
6601 Rockhilt Rd
Kansas City MO 64131
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 20,156 .

StMary’s Hospital Program
St Mary's Hospital .
Program Director:
John H Renner, MD
Family Practice Training Program
2900 Battimore
‘Kansas City MO 64108
Length 3 Year(s); Total Positions: 12 (PGY1: 4)
OPV 14,000

Lincoin

University of Missourl at Kensas City Program
Truman Medical Center
Program Director:
Paul A Witliams, MD .
Truman Medical Center
7900 Lee's Summit Rd
Kansas City MO 64139
Length: 3 Year(s); Total Positions: 24 (PGY1:8)
OPV 30,289 .

St Louis
Lutheran Medical Center Program
Lutheran Medical Center
Program Director:
John C Colla, M D, PhD
Lutheran Medical Center
3535 S Jefferson
StLouisMO 63118

* Length: 3 Year(s); Total Positions: 12 (PGY1:4)

OPV 23,000

StJohn’s Mercy Medical Center Program
St John's Mercy Medical Center
Program Director:
Thomas A Johnson, Jr, MD
St John's Mercy Medical Center
615 S New Baflas Rd
StLouisMO 63141
Length: 3Year(s); Total Positions: 18 (PGY1:6)
OPV 21,500

NEBRASKA

Lincoln Medical Education Foundation Prog
Bryan Memorial Hospital
Lincoln General Hospital
St Elizabeth Community Health Center
Program Director:
A Dean Gilg, MD
Lincoln Area Health Education Foundation
4600 Valley Rd
LincolnNE 68510
Length: 3 Year(s); Total Positions: 18 (PGY{:6)
OPV 10,560

Omaha
Crelghton University Program
St Joseph Hospital
Progrem Director: |
Eugene J Barone, MD
Health Professions Center, Suite 4710
601 N 30th St
OmahaNE 68131
Length: 3 Year(s), TotalPositions: 27 (PGY1:7)
OPV 21,000

University of ka Prog
University of Nebraska Hospital and Clinics
Nebraska Methodist Hospita!

Program Director:
Daniel Haim, MD
Unlversity of Nebraska Hospital and Clinics
42nd St and Dewey Ave
OmahaNE 68105

Length: 3 Year(s); Total Positions: 36 (PGY1:12)

OPV 35,694

NEVADA
Reno
University of Nevada Program

Washoe Medical Center

Veterans Administration Medical Center (Reno)
Program Director:

" R W Hanke, MD

Univ of Nevada School of Medicine, Dept Family ahd

Comm Med
Edna Brigham Clinical Science Bldg
RenoNV 89557

"Length: 3 Year(s);, Total Positions: 12 (PGY1:4)

OPV 8,000

NEW JERSEY

Edison
John F Kennedy Medical Center Program

John F Kennedy Medical Center
Program Director:

Samus! F D’Ambola, MD

John F Kennedy Medical Center

Dept of Family Practice

EdisonNJ 08818
Length: 3 Year(s), Total Positions: 21 (PGY1:7)
OPV 13,500

Flemington
Hunterdon Medical Center Program
Hunterdon Medical Center
Program Director:
John A Zapp, MD
Hunterdon Medical Center
Route 31
Flemington NJ 08822
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 60,469

Hoboken
St Mary Hospitat Program
St Mary Hospital
Program Director:
Altan H Bruckheim, MD
St Mary Hospital
308 Willow Ave
HobokenNJ 07030
Length: 3 Year(s); Total Positions: 27 (PGV1 9)
OPV 20,500

Montclair
Mountainside Hospital Program
Mountainside Hospital
Program Director:
Alfred R Dardis, MD
Family Practice Center
799 Bloomfield Ave
VeronaNJ 07044
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 8,747

Mount Holly
rial Hosphtal of gton County Prog
Memorlal Hospltal of Burlington County
Program Director:
S Scott Paist, MD
Memorial Hospital of Burfington County.
175 Madison Ave
Mount Holly NJ 08060
Length: 3 Year(s);, Total Positions: 14 (PGY1:6)
OPV 46,000

New Brunswick -
UMD N J-Rutgers Medical School Program %
St Peter's Medical Center
Program Director:
Altred F Tallia, MD
UM D N J-Rutgers Medical School ‘
CN18
New Brunswick NJ 08903
Length: 3 Year(s); Total Positions: 21 (PGY1:7)
OPV 10,000

Paterson
StJoseph's Hospital and Medical Centar Program *
St Joseph's Hospital and Medical Center
Program Director:
Robert Eidus, MD
St Josaph's Hospital and Medical Center
* 703 Maln St
PatersonNJ 07503
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 15,000

P information Not Provided PGY1 = Positions Open to Applicants with No Previous Graduate Medical Training % Shared-Schedule Positions Avaliable

OPV = Annual Outpatient Visits
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NEW JERSEY cont'd NEW YORK Kingston
Albany Mid-Hudson Family Health Services Institute Program
Phillipsburg Albany Medical Center Program % Kingston Hospital
Warren Hospital Program % Albany Medical Center Hospital Benedictine Hospital
Warren Hospital St Peter's Hospital Program Director:

Program Director:

John C Brogan, MD

Warren Hospital

185 Roseberry St

Philipsburg NJ 08865
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPVO :

Somerville
. Somerset Medical Center Program
Somerset Medical Center
Program Director:
Carl F Meier, MD
Somerset Medical Center
110 Rehill Ave *
Somerville NJ 08876 :
Length: 3 Year(s); TotalPositions: 21 (PGY1:7)
OPV 17,000

Summit
Overlook Hospital Program
Overlook Hospital
Program Director:
Donald H Wernsing, MD
Overloock Hospital, Dept ol Family Practice
193 Morris Ave
SummitNJ 07901
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 17,000

Voorhees

Waest Jorsey Health Sy [« Prog
Waest Jersey Health System-Eastern Division
Program Director:
S Thomas Carter, Jr, MD
Woest Jersey Health System-Eastemn Division
Evesham Ave
Voorhees NJ 08043
Length: 3 Year(s); Total Positions: 18 (PGY1: 6)
OPV 15,000

Woodbury
Thomas Jafferson University Program D
Underwood-Memornial Hospital
Program Director:
Michael Rogers, MD
Underwood-Memorial Hospital
Thomas Jefterson University
Woodbury NJ 08096
Length: 3 Year(s); Total Positions: 12 (PGY1: 4)
OPV 4,000

NEW MEXICO

Albuquerque
University of New MexIico Program w#

University of New Mexico Hospital-B CMC
Program Director:

Berthold E Umiand, MD .

Univ of New Mexico, Dept of Family Medicine

2400 Tucker Ave, NE

Albuquerque NM 87131
Length: 3 Year(s); Total Poslitions: 25 (PGY1:8)
OPV 18,000 '

N NotP
OPV = Annual Outpatient Visits

Program Director:

Chartes B Eaton, MD

Dept of Family Practice

1 Clara Barton Dr

Atbany NY 12208
Length: 3 Year(s), Total Positions: 18 (PGY1:6)
OPV 8,000

Bay Shore
Southside Hospital Program
Southside Hospital
Program Director:
Richard Bonanno, MD
Southside Hospital
Montauk Hwy
Bay Shore NY 11706
Length: 3 Year(s); Total Positions: 24 (PGY1:8)
OPV 20,000

Buftalo
State University of New York at Buffalo Graduate
Medical-Dental Education Consortium Program A %
Buftalo General Hospital Corp
Program Director:
David M Holden, MD
SUNY at Buffalo School ot Medicine
1001 Humboldt Pkwy
Buffalo NY 14208
Length: 3 Year(s). Total Positions: 24 (PGY1:8)
OPV 25,000

State University of New York at Buffalo Graduate
Medical-Dental Education Consortium Program B
Millard Fillmore Hospitals
Program Director:
David M Holden, MD
S UNY at Buftalo School of Medncune Dept of
Family Med
1001 Humboldt Pkwy
BuffaloNY 14208
Length: 3 Year(s); Total Positions:8 (PGY1:4)
OPVO

Glen Cove
Community Hospital at Glen Cove Program
Community Hospital at Glen Cove
Program Director:
Arthur d Cohen, MD
Community Hospital at Glen Cove
St Andrews Ave
Glen Cove NY 11542
Length: 3 Year(s); Total Positions: 15 (PGY1:5)
OPV 10,000

Johnson City
Wilson Hospltal (Division of United Health Servloes)
‘Program &

Wilson Hospital (Div of United Health Services) .
Program Director:

James T Crosby, MD

Family Health Center of Wilson Hospital

67 Broad St
- Johnson City NY 13790
Length: 3 Year(s): Total Positions:21 (PGY1:7)
OPV 18,000

Norman N Burg, MD

Family Practice Center

MT DRt 11, Sawkill Rd

Kingston NY 12401
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 27,946 )

New York (Bronx)
Bronx Program In Urban Family Medicine %
Bronx-Lebanon Hospital Center
Program Director: *
Neil Stephen Calman, MD
Family Practice Program
' 1276 Fulton Ave
New York (Bronx) NY 10456
Length: 3 Year(s); Total Positions:6 (PGY1:6)
OPVO :

New York (Brooklyn)
Brookdale Hospital Medical Center Program
Brookdale Hospital Medical Center
Program Director:
Seymour Falkow, MD
Brookdale Hospital Medical Center
Linden Bivd and Brookdale Plaza
New York (Brooklyn) NY 11212
Length: 3 Year(s), Total Positions: 12 (PGY1:4)
OPV 12,000 ,

New York (Jamaica)
Cathofic Medical Center of Brooklyn and
Queens Program

Catholic Medical Center of Brooklyn and Queens

Mary Immaculate Hosp (Catholic Med Ctr, Inc)
Program Director:

John S Hong, MD

Catholic Medical Center

88-25 153rd St

New York (Jamaica) NY 11432
Length: 3 Year(s); Total Positions: 15 (PGY1:5)
OPV 6,000

Jamaica Hospital Program
Jamaica Hospital
Program Director:
Marc Maller, MD
Jamaica Hospital
89th Ave and Van Wyck Expressway
New York (Jamaica) NY 11418
Length: 3 Year(s); Total Positions: 12 (PGY1: 4)
OPV 9,300

New York (Brooklyn)
Lutheran Medical Center Program
-Lutheran Medical Center
Program Director:
Michael Stehney, MD
Lutheran Medical Center
150 55th St
New York (Brooklyn) NY 11220
Length: 3 Year(s); Total Positions: 12 (PGY1 4)

OPV 9,000

New York (Bronx)
Montefiore Medical Center Program
Montefiore Med Ctr-Henry and Lucy Moses Hosp Division
North Central Bronx Hospital
Program Director:
- Janet Townsend, MD
Montefiore Medical Center, Dept of Family Medicine
3412 Balnbridge Ave
New York (Bronx) NY 10467
Length: 3 Year(s), . Total Posiﬁons 18 (PGY1: 6)
OPV 40,000

d PGY1 = Positions Open to Applicants with No Previous Graduate Medical Training “Shared-Scheduts Positions Available
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‘NEW YORK cont'd
PN

New York (Brooklyn)
S UN Y Downstate Medical Center Program
" Kings County Hospita! Center

State Univ Hosp-Downstate Med Ctr
Program Director:

Richard Sadousky, MD

Downstate Medical Center

470 Clarkson Ave, Box 67 .

New York (Brooklyn) NY 11203
Length: 3 Year(s); Total Positions: 13 (PGY1:4)
OPV 10,000

Niagara Falls
Niagara Falls Memorial Medical Center Program
Niagara Falls Memorial Medical Center
Program Director:
Melvin B Dyster, MD
Niagara Falls Memorial Medical Center
621 Tenth St
Niagara Falis NY 14302
Length: 3 Year(s); Total Positions: 12 (PGY1:4)
OPV 8,902 '

Oceanside

South N Ci ities Hospital Prog!
South Nassau Communities Hospital

Program Director:

Scott D Kirsch, MD

South Nassau Communities Hospital

2445 Oceanside Rd

Oceanside NY 11572
Length: 3 Year(s), Total Positions: 15 (PGY1:5)
OPV 8,500 )

Patchogue

Brookhaven Memorial Hospital Medical Center Program

Brookhaven Memorial Hospital Medical Center
Program Director:

David M Bikoff, MD

Brookhaven Memorial Hospital Medical Center

101 Hospital Rd \

Patchogue NY 11772
Length: 3 Year(s), Total Positions: 18 (PGY1: 6)
OPV 18,552

Syracuse

. SUNY Upstate Medical Center/St Joseph's Hospital

Heatlth Center Program %

St Joseph'’s Hospital Health Center

University Hospital of Upstate Medical Center
Program Director:
" John P Desimone, MD

StJoseph's Hospital Health Center

301 Prospect Avé

Syracuse NY 13203
Length: 3 Year(s); Total Positions: 36 (PGY1:12)
OPV 24,408

‘

Utica
St Elizabeth Hospital Program w
St Elizabeth Hospital
Program Director:
‘Reynold S Golden, MD
St Elizabeth Hospital
2209 Genesee St
UticaNY 13501
Length: 3 Year(s); Total Positions: 17 (PGY1:6)
OPV 13,000

Yonkers {
St Joseph’s Medical Center Program
St Joseph's Medical Center

. Program Director:

Joseph Halbach, MD

St Joseph's Medical Center

127 S Broadway

Yonkers NY 10701
Length: 3 Year(s); Total Positions: 21 (PGY1:7)
OPV 17,800 ' '

NORTH CAROLINA

Asheville '
Mountain Area Health Education Canter Program

Memorial Mission Hospltal
Program Director:

P Richard Olson, MD

Mountain Area Health Education Center

491 Biltmore Ave

Asheville NC 28801
Length: 3 Year(s), Total Positions: 18 (PGY1:6)
OPV 16,660

Rochester Charlotte
University of Roch /L ";' d Hospital of Roch Ch Memorial Hospital and Medical
Program * Center Program

Hightand Hospital of Roohestef « Charlotte Memorial Hospital and Medical Center
Program Director: Program Director:

Peter Franks, MD

Jacob W Holler Family Medicine Center

885 South Ave

Rochester NY 14620
Length: 3 Year(s); Total Positions: 36 (PGY1:12)
OPV 33,000

Schenectady
St Clare's Hospital of Schenectady Program
St Clare’s Hospital of Schenectady
Program Director:
Henry E Damm, MD
St Clare's Hospital of Schenectady
600 Mc Clellan St
Schenectady NY 12304
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 16,536

Stony Brook
SUNY at Stony Brook Program A
Univ Hosp-S U N Y at Stony Brook Hith Scl Ctr
Program Director:
Anthony Valdini, MD
SUNY at Stony Brook Health Sciences Center
Dept Family Practice
Stony Brook NY 11794
Length: 3 Year(s); Total Positions: 15 {PGY1:5)
OPV 10,000

J Lewis Sigmon, Jr, MD
Charlotte Memorial Hospital and Medical Center
Box 32861
Charlotte NC 28232 .
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 12,000

Durham
Duke University Program
Duke University Medical Center
Durham County General Hospital
Program Director: '
E Harvey Estes, Jr, MD
Dept of Family Medicine
407 Crutchfield St
Durham NC 27704 .
Length: 3 Year(s), Total Positions: 39 (PGY1:13)
OPV 25,000

Fayetteville

Duke University/Fayetteville Area Health Education

Center Program

Cape Fear Valley Medical Center .

Program Director:

Lars C Larsen, MD
Dept of Family Practice

1601-B Owen Dr

Fayettevile NC 28304

Length: 3 Year(s);
OPV 9,600

Fort Bragg

Total Positions: 21 (PGY1:7)

nity Hospital Prog

Womack Army C:

Womack Army Community Hospital

Program Director:

Lt Col Thomas L Ely, DO

Womack Army Community Hospital
Dept of Family Practice, Box 63 H
FortBraggNC 28307

Length: 3 Year(s);
OPV 48,000

Greensboro

Total Positions: 27 (PGY1:9)

Moses H Cone Memorial Hospital Program
Moses H Cone Memorial Hospltal

Program Director:

Thomas A Cable, MD
Dept of Family Practice

1200 NEIm

Greensboro NC
Length: 3 Year(s);
OPV 15,500

Greenville

27401
Total Positions: 18 (PGY1:6)

East Carolina University Prograrh
Pitt County Memorial Hospital

Program Director:

Barry L Hainer, MD
Dept of Family Medicine

Box 1846

Greenville NC 27834

Length: 3 Year(s);
OPV 40,000

Raleigh

Total Positions: 36 (PGY1:12)

Univeraity of North Carolina Program
Wake County Hospital System
North Carolina Memorial Hospital

" Program Director:

Robert E Gwyther, MD

Dept of Family Medicine

Univ of North Carolina, 269-H
Chapel HillNC 27514

Length: 3 Year(s);
OPV 16,314

Winston-Salem

Total Positions: 18 (PGY1: 6)

a Gray S

1 of Medicine Prog

North Carolina Baptist Hosputal

Program Director:

David S Jackson, MD

Bowman Gray School of Medicine
300 S Hawthome Rd
Winston-Salem NC 27103

Length: 3 Year(s);
OPV 27,563

Bismarck

Total Positions: 36 (PGY1:12)

NORTH DAKOTA

University of North Dakota Program B
Medcenter One, Inc
St Alexius Medical Center

Program Director:

Ralph J Dunnigan, MD
Family Practice Center

515 Broadway

Bismarck ND 58501

Length: 3 Year(s);
OPV 15,000

Total Positions: 17 (PGY1: 6)

P information Not Provided PGY1 = Poslitions Open to Appiicants with No Previous Graduate Medical Training *Shared—Schedule Positions Avallable

OPV = Annual Outpatient Visits
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NORTH DAKOTA cont'd Canton Onio State University Program
Aulitman Hospital Program Ohio State University Hospital
Fargo Aultman Hosptal Columbus Chitdren's Hospital
. Program Director: St Anthony Medical Center
University of North Dakota Program C Robert E Mo Artor, MD, MPH Program Director:

St Luke's Hospitals
Dakota Hospital
Program Director:
Mauri¢e L Lindblom, MD
Univ of North Dakota Farnily Practice Center
6004th St, S
FargoND 58103
Length: 3 Year(s); Total Positions: 12 (PGY1:4)
OPV 13,500

Grand Forks )
University of North Dakota Program A
United Hospital
Program Director:
Wiliam S Mann, MD
Family Practice Center
221 S Fourth St
Grand Forks ND 58201
‘Length: 3 Year(s); Total Positions: 12 (PGY1:4)
OPV 15,000

Minot
University of North Dakota Program D
St Joseph's Hospital
Trinity Medical Center
Program Director:
David A Rinn, MD
Family Practice Center
110 Burdick Expressway, W
Minot ND 58701
Length: 3 Year(s), Total Positions: 12 (PGY1:4)
OFPV 16,000

OHIO

Akron
Akron City Hospital Program

Akron City Hospital
Program Director:

David L Hoft, MD

Akron City Hospital

525 £ Market St

Akron OH 44309

Length: 3 Year(s); Total Positions: 18 (PGV1 6).

OFV 19,750

Akron General Medical Center Program
Akron General Medical Center
Program Director:
John P Schlemmer, MD
Akron General Medical Center
400 Wabash Ave
Akron OH 44307
Length: 3 Year(s), Total Positions: 15 (PGY1:5)
OPV13500 - .
St Thomas Hospital Medical Center Program
St Thomas Hospital Medical Center
Program Director:
Chris D Marquart, MD
St Thomas Hospital Medical Center
444 N Main St ’
Akron OH 44310
Length: 3 Year(s): Total Positions: 14 (PGY1:5)
OPV 12,000

Barberton
Barberton Citizens Hospital Program
Barberton Citizens Hospital
" Program Director:
Lauren M Brown, MD
Barberton Citizens Hospital
155 Fitth St, NE
Barberton OH 44203
Length: 3 Year(s); Total Positions: 15 (PGY1:5)
OFV 10,000

OPV = Annual Outpatient Visits

Family Practice Center of Auttman Hospital

2600 7thSt,SW

CantonOH 44710
Length: 3 Year(s); Total Positions: 21 (PGY1:7)
OPV 13,512 ’ .

Cincinnati
L y of Cincinnati Hospital Group Program
Univ of Cincinnati Hospital-University Hospital
Children’s Hospital Medical Center
Jewish Hospital of Cincinnati
Program Director:
Robert Smith, MD
Universtty of Cincinnati Medical Center
Mail Location 582
CincinnatiOH 45267

Length: 3 Yearis), Total Positions: 36 (PGY1:12) )

OPV 19,749

Cleveland
Case W\ Reserve Uni y Prog
University Hospitals of Cleveland
Program Director:
Kenneth G Reeb, MD
University Hospitals of Cleveland
2065 Adelbert Rd
ClevelandOH 44106
Length: 3 Yearis); Total Positions: 18 (PGY1:6)
OPV 25,000 . :

Cleveland Metropolitan G Hightand View

‘Hospital Program

Cleveland Metropolitan Gen-Highland View Hosp
Program Director: ’
Kenneth Frisof, MD

Cleveland Metropolitan General-Highland View Hospital

3395 Scranton Rd
Cleveland OH 44109 '
Length: 3.Year(s); Total Positions: 12 (PGY1:4)

" OPV 11,000

Fairview General Hospital Program
Fairview General Hospital \
Program Director:
Germaine R Hahnel, MD
Hassler Center for Famity Medicine
18200 Lorain Ave
ClevelandOH 44111 -
Length: 3 Year(s), Total Positions: 18 (PGY1:6)
OPV 16,000

Columbus
Grant Medical Center Program %
Grant Medical Center
Columbus Children’s Hospital
Program Director:
Gail W Burrier, MD
Dept of Family Medicine
3341 E Livingston Ave
Columbus OH 43227
Length: 3 Year(s), ' Total Positlons: 36 (PGY1:12)
OPV 28,000

Mount Carmel Heatth Program
Mount Carmel Medical Center-
Program Director:
William T Paul, MD
Mount Carmel Health, Mount Carme! Medical Center
793 W State St
Columbus OH 43222
Length: 3 Year(s); Total Positions: 17 (PGY1 76)
OPV 13,152

4 Dayton

Robert M Guthrie, MD

Dept of Family Medicine

456 Clinic Dr, Rm 1114

Columbus OH 43210
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 12,000 .

de Methodist Hospitaf P

Riverside Methodist Hospital
Program Director:

Edward T Bope, MD

Riverside Methodist Hospital

797 Thomas Lane

Columbus OH 43214
Length: 3 Year(s); Total Positions: 15 (PGY1:5)
OPV 13,000

St Elizabeth Medical Center Program
St Elizabeth Medical Center
Program Director:
James F Orosz, MD
St Elizabeth Medical Center
601 Edwin Moses Bivd
DaytonOH 45408
Length: 3 Year(s); Total Positions: 30 (PGY1:10)
OPV 35,000

Wright State University Program A :

Good Samaritan Hospital and Health Center
Program Director:

Michael F Bosworth, DO

Family Practice Center

2157 Benson Dr

DaytonOH 45406
Length: 3 Year(s); Total Positions: 15 (PGY1:5)
OPV 8,300

Wright State University Program B
Miami Valley Hospital
Program Director:
Theodore E Wymyslo, MD
Miami Valley Hospita
One Wyoming St
DaytonOH 45409
Length: 3 Year(s); - Total Positions: 12 (PGY1: 4)
OPV 10,500

Sylvania
Flower Memorial Hospital Program
Flower Memorial Hospital
Program Director: '
Rofland E Scherbarth, MD
Flower Memorial Hospital
5200 Harroun Rd
SyivaniaOH 43560
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV16,500

Toledo
Medical College of Ohio at Toledo Progmm
Medical College of Ohio Hospital
St Vincent Medical Center
Program Director:
Larry W Johnson
Dept of Family Medicine, Medical College of Ohio
C S No 10008
ToledoOH 43699
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 14,000

.

P Information Not Provided PGY1 Poslhons Opento Apphcants with No Previous Graduate Medical Trainlng “ Shared-Schedule Positions Available
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OHIO cont'd
Toledo cont'd

Mercy Hospital of Toledo Program
‘Mercy Hospital of Toledo
Program Director:
John H Coleman, MD
Dept of Family Medicine
2127 Jefferson Ave
‘ToledoOH 43624
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 9,500 : :

Toledo Hospital Program
Toledo Hospital
Program Director:
Frank F Snyder, MD
Dept of Family Medicine
2051 W Central Ave
Toledo OH 43606
Length: 3 Year(s), Total Positions: 18 (PGY1:6)
OPV 18,000

Xenia
Wright State University Program C
Greene Memorial Hospital
Community Hosp of Springfield and Clark Cnty
Mercy Medical Center
Program Director:
Richard A Falls, MD
Dept of Family Practice
1001 Xenia Ave
Yellow Springs OH 45387
Length: 3 Year(s); Total Poshions:3 (PGY1:0)
OPV 8,000

Youngstown
North n Ohlo Uni ities College of Medicine
Program A

St Elizabeth Hospital Medical Center
Program Director:

Ronaid Scott, MD

St Elizabeth Hospital Medical Center

1044 Belmont Ave, P O Box 1790

Youngstown OH 44501
Length: 3 Year(s); Total Positions: 12 (PGY1:4)
OPV 8,000

Northeastern Ohio Universities College of Medicine
Program B .

Youngstown Hosp Assoclation (Southside Med Ctr)
Program Director:

Clare Reesey, MD

Youngstown Hospital Association

500 Gypsy Ln

Youngstown OH 44501
Length: 3 Year(s); Total Positions: 12 (PGY1:4)
OPV 13,000 ‘

: . OKLAHOMA

Bartlesville '
University of Oklahoma Tulsa Medical College
(Bartiesville) Program A

Jane Phillips Episcopal-Memorial Medical Center

Tulsa Medical Education Foundation
Program Director:

Terry € Burge, MD

Dept of Family Practice

' 200 S E Cherokee

Bartlesvile OK 74003
Length: 3 Year(s); Total Positions: 12 (PGY1:4)
OPV 7,000

Oklahoma City .
Ui y of Oklahoma/Garfield County Medical
Soclety Program .

Oklahoma Memorial Hospital and Clinics

. Bass Memorial Baptist Hospitat

St Mary's Hospital
Program Director:

L W Patzkowsky, MD .

Enid Family Medicine Clinic

621 S Madison, Suite 304 .

Enid OK 73701
Length: 3 Year(s);” Total Positions: 12 (PGY1:4)

OPV 10,192

L y of Oklah Health Sci Center Program
Oklahoma Memorial Hospital and Clinics
Presbyterian Hospital
St Anthony Hospital

Program Director:

Macaran A Baird, MD

Dept of Family Practice .

800 NE 15th, Rm 522

Oklahoma City OK 73180
Length: 3 Year(s); Total Positions: 48 .(PGY1:16)
OPV 45,000 :

Tulsa

Oral Roberts Unl Ity School of Medicine Prog
City of Faith Medical and Research Center

Program Director:

John R Crouch, Jr, MD . _
Oral Roberts University, Famlly Practice Center
8181 S Lewis
TulsaOK 74137
Length: 3 Year(s); Total Posltions: 27 (PGY1:9)
OPV 22,000

University of Oklahoma Tulsa Medical College
Program B .

Hillcrest Medical Center

Saint Francis Hospital

St John Medical Center
Program Director:

Lester E Krenning, MD

Univ of Oklahoma Health Sciences Ctr, Dept

Famlly Practice

2808 S Sheridan Rd

TulsaOK 74129 . R
Length: 3 Year(s), Total Positions: 36 (PGY1:12)
OPV 27,000

OREGON

Portland
Oregon Health S Uni y Prog

Oregon Health Sciences University Hospital
Program Director:

William A Fisher, MD

Oregon Health Sciences University

3181 S W Sam Jackson Park Rd

Portiand OR 97201
Length: 3 Year(s); Total Positions: 24 (PGY1:8)
OPV 14,000

[l .
PENNSYLVANIA

Abington
Abington Memorial Hospital Program

Abington Memorial Hospital
Program Director:

Robin Winter, MD

Abington Memorial Hospital

1200 Old York Rd

Avington PA 19001
Length: 3 Year(s); Total Pasitions: 12 (PGY1: 4)
OPV7500

i

Ailentown
Temple University Program A

Sacred Heart Hospital
Program Director:

Paul L Hermany, MD

Sacred Heart Hospital

Fourth and Chew Sts

Allentown PA 18102 '
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 16,800

Altoona

Allegheny Family Phy of the Altoona Hospi
Program %
Altoona Hospital
Program Director:
David C Brock, MD
Allegheny Family Physicians of the Altoona Hospital
501 Howard Ave, Bidg F R
Altoona PA 16601
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 12,868
Beaver o
Medical Center of Beaver County Program
Medical Center of Beaver County
Program Director:
D Henry Ruth, MD
Famity Practice Center
918 Third Ave
Beaver Falls PA 15010
Length: 3 Year(s); Total Positions: 15 (PGY1:5)
OPV 17,747 ¢

Bryn Mawr
Bryn Mawr Hospital Program
Bryn Mawr Hospitat
Program Director:
D Stratton Woodruff, MD
Bryn Mawr Hospital
Bryn Mawr Ave
BrynMawr PA 19010 .
Length: 3 Year(s); Total Positions: 12 (PGY1:4)
OPV 13,038

Danville

.Geisinger Medical Center Progrsm

Geisinger Medical Center
Program Director:

Robert W Leipold, MD

Geisinger Medical Center

N Academy Ave

Danville PA 17822 )
Length: 3 Year(s); Total Positions: 18 (PGY1:6) .
OPV 35,000

Drexel Hill :
C County M rial Hospital Program
Defaware County Memorial Hospital
Program Director:
Leonard J Scicutella, MD
Delaware County Memorial Hospital
501 N Lansdowne Ave
Drexel Hill PA 19026 .
Length: 3 Year(s); Total Posltions: 15 (PGY1:5)
OPV 7,700

Elkins Park

Temple University Program C
Rolling Hill Hospita!
St Christopher's Hospital for Children
Temple University Hospital

" Program Director:

James R Mac Bride, MD

Tempile University, Dept of Family Practice

3400 N Broad St

Philadelphia PA 19140
Length: 3 Year(s); Total Positions: 21 (PGY1:7)
OPV 6,500

P> Information Not Provided PGY1 = Positions Open to Applicants with No Previous Graduate Medical Training ¥ Shared-Schedule Positions Avallable

OPV = Annual Outpatient Visits




146 ACCREDITED PROGRAMS IN FAMILY PRACTICE

PENNSYLVANIA cont'd

Erie
Hamot Medical Center Program
Hamot Medica) Center
Program Director:
E Derek Peske, MD
Hamot Medical Center
201 State St
Erie PA 16550
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
0PV 12,250

Saint Vincent Health Center Program
Saint Vincent Health Center
Program Director:
Richard H Kuhn, MD
Saint Vincent Family Medicine Center
232 W 25th St
EnePA 16544
Length: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 23,470
Franklin N
Franklin Regional Medical Center Program
Franklin Regional Medical Center
Program Director:
Chartes J Moehs, MD
Franklin Regional Medical Center, Dept of Family Pract
One Spruce St ’
Franklin PA 16323
Length: 3 Year(s);, Total Positions: 12 (PGY1:4)
OPV 8,000

Hamsburg
Hamsburg Hospual
Program Director:
Bradford K Strock, MD
Harrisburg Hospital .
Brady Hall, Family Practice Ctr
Hamisburg PA 17161
.Length: 3 Year(s); Total Positions: 18 (PGY1 6)
OPV 25,000

Polyclinic Medical Center Program
Polyclinic Medical Center
Program Director:
David C Raham, MD
Kline Family Practice Center
2601 N 3rd St
Harrisburg PA 17110
Length: 3 Year(s); Total Positions: 12 (PGY1:4)
OPV 15,000

Hershey
Milton S Hershey Medical Center of the Pennsylivania
State University Program

Milton S Hershey Med Ctr of the Penn State Univ
Program Director: 7

Douglas C Woolley, MD .

Milton S Hershey Medical Center

P O Box 850

Hersehy PA 17033
tength: 3 Year(s); Total Positions: 18 (PGY1:6)
OPV 22,000 .

Johnstown

C gh Vallay M Hospital Program
Conemaugh Valley Memorial Hospital

Program Director:

' C Fred Reeder, MD
Conemaugh Valley Memorial Hospital, Dept of
Family Pract
1130 Franklin St
Johnstown PA 15905
Length: 3 Year(s); Total Positions: 18. (PGY1:6)
0PV 20,398

Kingston

Wyoming Valley Family Practice Program %
Nesbitt Memorial Hospital
Wilkes-Barre General Hospital

Program Director:
William D Hakkarinen, MD

- United Health and Hospital Services, Inc

540 Pierce St '
Kingston PA 18704

Length: 3 Year(s), Total Positions: 18 (PGY1:6)

OPV 24,000 '

Lancaster

Hoanhal P
L }

Lancaster General Hospital
Program Director:

Nikitas J Zervanos, MD

Lancaster General Hospital

555 N Duke St, P O Box 3555

Lancaster PA 17603
Length: 3 Year(s); Total Positions: 33 (PGY1:11)
OPV 38,000

Latrobe
Th " University Prg c
" Latrobe Area Hospital
Program Director:
Joseph R Govi, MD
Latrobe Area Hospital
W 2nd Ave
Latrobe PA 15650
Length: 3 Year(s); Total Positions: 12 (PGY1 4)
OPV 33,600

Mc Keesport

Mc KeesportH Py
Mc Keesport Hos.pnal

Program Director:
Rudolph L Buck, MD
Mc Keesport Hospital
1500 5th Ave

.Mc Keesport PA 15132 .
Length: 3 Year(s); Total Positiona: 15 (PGY1:5)
OPV 12,000

Monroeville
Forbes Health System Program

Forbes Reg Hith Ctr-Forbes Hith System
Program Director:

Robert J Grealish, MD

Physicians Office Bidg

2566 Haymaker Rd

Monroeville PA 15146
Length: 3 Year(s); Total Positions: 18 (PGY1: 6)
OPV 12,000

Norristown
M y Hospital Prog
Momgomery Hospital
Program Director:
William H Rodgers, 3rd, MD
Montgomery Hospital
15 W Wood St

Norristown PA 19401
Length: 3 Year(s); Total Positions: 15 (PGY1:5)
OPV 11,876

Phlladelphla
[T} o’ Dhitad, p - n
Northeastern Hospital of Philadefphia
Program Director:

Flora H Rauer, MD

Northeastern Hospital of Philadeiphia

2301 € Allegheny Ave

Philadelphia PA 19134
Length: 3 Year(s); Total Positions: 12 (PGY1: 4)
OPV 8,575 )

Thomas Jeft University Program B %
Chestnut Hill Hospital
Program Director:

William N Mebane, 3rd, MD

Family Practice Center

8811 Germantown Ave

Philadelphia PA 19118
Length: 3 Year(s); Total Positions: 12 (PGY1:4)
OPV 12,500 .

Thomas Jeff University Program A
Thormas Jefferson University Hospital
Program Director:

Richard C Wender, MD

Thomas Jefferson University Hospi