PROGRAM REQUIREMENTS FOR RESIDENCY EDUCATION
IN EMERGENCY MEDICINE

INTRODUCTION
Genera Characterigtics of Accredited Programs

Residencies in emergency medicine are designed to prepare physicians for the practice of
emergency medicine. These programs must teach the fundamentd skills, knowledge, and
humanigtic qudities that condtitute the foundations of emergency medicine practice and provide
progressive respongbility for and experience in the gpplication of these principlesto enable
effective management of clinica problems. Equa opportunity must be provided for the
resdents, under the guidance and supervision of a qudified faculty, to develop a satifactory
level of dinica maturity, judgment, and technicd skill. On completion of the program, residents
should be capable of practicing emergency medicine, able to incorporate new skillsand
knowledge during their careers, and able to monitor their own physica and mental well being
and that of others.

Length of the Program

The required length of an emergency medicine resdency is 36 monthsin a curriculum under the
control of the emergency medicine program director. Accreditation by the Accreditation
Council for Graduate Medica Education (ACGME) isrequired for dl years of the educationa

program.

Prior to entry into the program, each resident must be notified in writing of the required length
of the program. This period may not be changed for a particular resdent during his or her
program unless there is a sgnificant break in his or her education or the resdent needs remedia
educstion.

INSTITUTIONS

The inditution(s) involved in the program must provide evidence of commitment to graduate
medica education, including emergency medicine. While it is recognized that the practice of
emergency medicine occurs within avariety of organizationd structures, the adminigtrative and
academic structure must be organized in away that facilitates the provison of an adequate
educational experience. There must be evidence of an adequate financia commitment to the

program.

Medica School Affiligtion



Medica school ffiliation isdedrable. When amedicd school affiliation is present, there must
be a written affiliation agreement or aletter of understanding documenting the duties and
respongbilities of both the medica school and the program. Program core faculty should have
appropriate faculty gppointments at the medica schooal.

Affiligion Agreements

When there is a cooperative educationd effort involving multiple inditutions, the commitment of

each ingtitution to the program must be made explicit in an affiliation agreement with each

ingtitution that conformsto ACGME  Ingtitutional Requirements Section 1.C.1-5.

In addition, there must be a current letter of understanding between the program director and

the individua responsible for each resident rotation in the program that describes

a the educationd objectives and the means by which they will be accomplished and
evauated,

b. the resources and facilities in the ingtitution(s) that will be available to each resdent,
including but not limited to library and medica records;

C. the duties and respongbilities the resdent will have on each rotation;

d. the relaionship that will exist between emergency medicine resdents and residents and
faculty in other programs; and

e the supervison emergency medicine residents will receive on each rotation.

For emergency medicine rotations, the physcian responsible under the authority of the program

director for the teaching and supervision of emergency medicine residents must be identified.

Participating Inditutions

The program should be based a a primary hospitd (heresfter referred to asthe primary
clinical site More of the didactic and clinical experiences should take place at the primary
clinica dtethan a any other sngle site. Educationdly judtified exceptions to this requirement
will be considered.

Programs using multiple hospitals must ensure the provision of a unified educationa experience
for the resdents. Each ffiliated inditution must offer sgnificant educationa opportunities to the
overdl program. The reasons for including each inditution must be stated.  Affiliations that
merely duplicate experiences otherwise available within the program are not desirable.

To maintain program cohesion, continuity, and critical mass, as well as to reduce stress on the
resdents and their families, mandated rotations to affiliated inditutions that are geographicaly
distant from the sponsoring indtitution are acceptable only if they offer specid resources,
unavailable locdly, that sgnificantly augment the overdl educationa experience of the program.
The number and geographic digtribution of participating ingtitutions must not preclude the
satisfactory participation by al resdentsin conferences and other educationa exercises.

Facilities and Resources
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In every hospitd in which the emergency department is used as atraining site, the following
must be provided:

Adequate patient care space.

Adequate space for clinical support services,

Laboratory and diagnostic imaging results, especidly those required on a STAT basis, returned
on atimely bass.

Adeguate program support space, including office space for faculty and resdents.

Current medica library resources, including access to gppropriate informationa resources and
medical databasesin the emergency department. In addition, resdents must have ready access
to amgor medicd library either at the indtitution where the residents are located or through
arrangement with convenient nearby inditutions. Services available should include the
electronic retrieva of information from medical databases.

Adequate and readily accessible ingtructiona space.

Information systems

Appropriate security services and systems to ensure a safe working environment.

PERSONNEL

The program leadership and the program faculty are responsible for the generd adminidration
of aprogram, including those activities related to the recruitment, selection, ingruction,
supervision, counsdling, evauation, and advancement of residents and the maintenance of
records related to program accreditation. Specific responsibilities are defined below. Frequent
changes in leadership or long periods of temporary leadership may adversdy affect the
accreditation status of the program.

Chair/Chief of Emergency Medicine

The char/chief of emergency medicine shall

be licensed to practice medicine in the state where the indtitution that sponsors the program is
located (Certain federd programs are exempted.);

be a member of the program's core teaching faculty;

be qudified and have at least 3 years experience as aclinician, administrator, and educator in
emergency medicing,

be certified in emergency medicine by the American Board of Emergency Medicine or have
appropriate educationa qualifications in emergency medicing;

demondrate active involvement in emergency medicine through

a continuing medica education,

b. professona societies, and

C. scholarly activities;, and

demondtrate leadership quaities and be capable of mentoring faculty, resdents, administrators,
and other hedth-care professondls.
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Program Director

There must be a single program director responsible for the program. The program director
must function within a sound adminigrative organizationd framework and have an effective
program faculty as essentia elements of an approved resdency program. The program
director must be amember of the program’s core teaching faculty.  The program director shal
be licensed to practice medicine in the state where the indtitution that sponsors the program is
located (Certain federa programs are exempted.);

be qudified and have at least 3 years experience as a clinician, adminigtrator, and educator in
emergency medicing

be certified in emergency medicine by the American Board of Emergency Medicine or have
appropriate educationa qualifications in emergency medicing;

be active full time in emergency medicine, be dinicaly active, devote sufficient time and effort to
the program to provide day-to-day continuity of leadership, and fulfill al of the respongbilities
inherent in meeting the educationa goas of the program;

maintain gppointment in good standing, including clinical privileges, and provide clinica
supervison a the primary clinica Ste; he/she should be based at the primary clinicd Ste;
demondrate leadership qudities and the capability to mentor emergency medicine residents;
demondrate active involvement in

a continuing emergency medicd education;

b. date, regiond, or nationa scientific societies,

C. presentations and publications and other scholarly activities,

have at least 50% of hisor her time protected from clinica service; and

have appropriate authority to oversee and to organize the activities of the educational program,
including but not limited to

a resident gppointments and assgnments,

b. supervison, direction, and adminigtration of the educationd activities, and

C. evauation of the residents, faculty, and resdency program.

Responghilities of the Program Director
Responghilities of the Program Director include the following:

Preparation of awritten statement outlining the educationa god's of the program with respect to
knowledge, skills, and other attributes of residents at each leve of training and for each mgjor
rotation or other program assgnment. This statement must be distributed to resdents and
members of the program faculty. 1t should be readily available for review.

Sdlection of residents for gppointment to the program in accordance with ingtitutional and
departmentd policies and procedures.



Participation in the evauation of the program faculty and other program personnd a each
inditution participating in the program.

The supervison of resdents through explicit written descriptions of supervisory lines of
responghility for the care of patients. Such guiddines must be communicated to al members of
the program staff. Residents must be provided with prompt, reliable systems for
communication and interaction with supervisory physcians.

Regular evaluation of residents knowledge, skills, and overdl performance based on the
competency standards listed in this document.

Provison of awritten fina evauation for each resident who completes the program. The
evaduation must include areview of the resdent's performance during the find period of training
and should verify that the resdent has demonstrated sufficient professond ability to practice
competently and independently. Thisfina evauation should be part of the resdent's permanent
record maintained by the inditution.

Implementation of fair procedures as established by the sponsoring indtitution regarding
academic discipline and resdent complaints or grievances.

Monitoring resident stress, including menta or emaotiona conditions inhibiting performance or
learning and drug-and/or acohal-related dysfunction. Program directors and faculty should be
sengtive to the need for timely provision of confidentid counseling and psychologica support
sarvicesto resdents. Training Situations that consistently produce undesirable stress on
residents must be evaluated and modified.

Preparation of an accurate Satistical and narrative description of the program as requested by a
review committee.

Program Faculty

There mugt be a sufficient number of program faculty with documented qudlifications to ingtruct
and supervise adequately dl the resdentsin the program. Members of the program faculty
must be able to devote sufficient time to meet their supervisory and teaching respongbilities. To
ensure a sufficient number of faculty to provide adequate on----- 24-hour emergency
department attending staff supervison and participation in ongoing scholarly activity and
research in support of the emergency medicine resdents, there must be a minimum of one core
physician faculty member for every three resdentsin the program. When the totd resident
complement exceeds 30, the faculty-resident ratio of one core faculty member for every three
residents may be atered with gppropriate educationd judtification.
A core physcian faculty member, amember of the program faculty, is one who provides
clinica service and teaching, devotes the mgority of his or her professond effortsto the
program, and has sufficient time protected from direct service responsibilities to meet the
educationa requirements of the program. The mgority of the core faculty must
a be certified by the American Board of Emergency Medicine or have gppropriate
educationd qudifications in emergency medicine.
b. be residency trained in emergency medicine.



C. show evidence of participation in a gpectrum of professond activities within the
indtitution aswell aswithin loca, sete, regiond, and nationa associations.

d. be engaged in research and have protected time and adequate support servicesto
accomplish these tasks.

e be prepared in emergency medicine and actively pursuing certification, according to the
guiddine of the American Board of Emergency Medicine or its equivaent.

All core faculty should be involved in continuing scholarly activity such as publication in peer

reviewed journas, textbooks, local publications, formal lectures, and visiting professorships.

All members of the program faculty must demonsirate a strong interest in the education of

residents, sound clinica and teaching abilities, support of the god's and objectives of the

program, a commitment to their own continuing medical education, and participation in

scholarly activities.

A member of the program faculty of each participating inditution must be designated to assume

respongbility for the day-to-day activities of the

program at that ingtitution, with overal coordination by the program director.

The program faculty must be organized and have regular documented meetings to review

program goas and objectives as well as program effectivenessin achieving them. At least one

resident representative should participate in these reviews.

Program faculty members should periodicaly evauate the utilization of the resources avallable

to the program, the contribution of each indtitutior participating in the program, the financid and

adminigrative support for the program, the volume and variety of patients available to the

program for educational purposes, the performance of members of the teaching staff, and the

quality of supervison of resdents.

Other attending staff hired to provide resident supervison in any emergency department where

residents rotate must be certified by the American Board of Emergency Medicine or have

appropriate educationa quaifications.

Core Faculty Development

Each program should encourage the academic growth of its core faculty. Faculty development
opportunities should be made available to each core faculty member. A written plan for each
member of the core faculty should be prepared in consultation with the core faculty member for
whom the plan is being developed. At the time of the program review, an example of a core
faculty development plan must be included in the Program Information Forms.

Other Program Personnel
Programs must be provided adequate professiona, technica, and clerical personnd needed to

support the adminigtration and educationa conduct of the program. Clinical support services
must be provided on a 24-hour basis. The services must be adequate to meet reasonable and



expected demands and must include the following: nursing, clericd, intravenous, EKG,
respiratory therapy, messenger/transporter, and phlebotomy services.

The Educationa Program

The director and program faculty of a program must prepare and comply with written
educationd goas for the program. All educationad components of aresdency program should
be related to program goals. The program design and/or structure must be approved by the
Residency Review Committee (RRC)for Emergency Medicine as part of the regular review
process.

Organization and Structure

Petient population

a There must be an adequate number of patients of al ages and both sexes with awide
variety of dinica problemsto provide a patient population sufficient to meet the
educationa needs of emergency medicine resdents and other resdents who are
assigned for training in emergency medicine. Except under unusud circumstances, the
primary clinical sSte and other emergency departments where residents rotate for 4
months or longer should have a least 30,000 emergency department visits annudly.

b. Pediatric experience, defined as the care of patients less than 18 years of age, should
be at least 16% of al resident emergency department encounters, or 4 months of full-
time-equivaent experience dedicated to the care of infants and children. The program
can balance a deficit of patients by offering dedicated rotations in the care of infants and
children. The formulafor achieving this balance is a 1-month rotation equas 4% of
patients. Although this experience should include the criticd care of infants and
children, at least 50% of the 4 months should be in an emergency seiting.

C. The number of criticdly ill or criticaly injured petients treeted in aggregete by the
resdents a the primary clinica ste should be significant, condtituting at least 3% or
1,200 of the emergency department patients per year (whichever is greeter) who are
admitted to monitored care settings, operative care or the morgue following trestment in
the emergency department. Additiond critical care experience is required during off-
service rotations.

d. There shdl be apolicy to provide persond and consultant physicians access to the
emergency department for patient care. This policy must be consstent with those for
physician access to other specia care areas. Consultations from other clinica services
in the hospita must be available in atimely manner. All consultations must be provided
by or under the supervison of a qudified specidig.

Supervison

a All resdents within the emergency department must be under the supervision of
emergency medicine faculty in the emergency department at dl times, except when



residents from other services provide supervised care to patients on their service. In
such circumstances, they must be supervised by emergency medicine faculty or by
faculty from their services. Sufficient faculty must be present to provide supervison
appropriate to the care of each patient.

b. All residents assgned to the emergency department must have supervision
commensurate to ther leve of training.

C. Allied hedth professonals, such as physician assstants and nurse practitioners, and
residents from other speciaties who rotate through the emergency department must not
compromise the educationd objectives of the emergency medicine program by diluting
the training experience or preventing appropriate progressive responsbility for the
emergency medicine resdents.

d. The program director should ensure that al emergency medicine residents, while on
rotation on other services, are gppropriately supervised and are provided with an
educationd experience equivaent to that of an ACGME-approved residency in that
Specidty.

Progressive responsbility

The program director must ensure that the degree of professionals responsibility accorded to a

resdent is progressively increased through the course of training commensurate with skill and

experience. Included should be opportunities to develop clinica and adminidrative judgment in
the areas of patient care, teaching, adminigtration, and leadership.

Number of residents

a There should be a minimum of six residents per year of training to achieve amgjor
impact in the emergency department, to ensure meaningful attendance at emergency
medicine conferences, to provide for progressive responsbility, and to foster a sense of
resdency program and departmenta identity. Exceptions to these standards will
require justification based on sound educationa principles and must demonstrate
subgtantial compliance with the intent of this requirement.

b. The program should request a number or range (minimum-maximum) of emergency
medicine resdents per year. The RRC will approve arange (minimum-maximum) or
number of residents per year based on the educational resources of the program.

Presence of other residencies and other educational resources

The sponsoring ingtitution for emergency medicine education must have amgjor educationa

commitment, as evidenced by training programsin other mgor specidties. The program must

demondtrate the availability of residenciesin other specidties or educationa resources for the
education of emergency medicine residents. A lack of such resources will adversaly affect the
accreditation status of the program.

Felowships

Programs must notify the RRC if they sponsor any emergency medicine-related fellowships

within indtitutions participating in the program. Documentation must be provided describing the

felowship's relationship to and impact on the resdency.



The gppointment of other individuals for specid training or education, such asfellows,
must not dilute or detract from the educational opportunities of regularly appointed
emergency medicine resdents.

Addition or integration of such individuasinto an exigting residency program requires a
clear Statement of the areas of education, clinica responsibilities, duration of training,
and overdl impact on the educationa needs of existing emergency medicine residents.

Duty hours

a

Emergency medicine rotations

1) Asaminimum, residents shal be dlowed 1 full day in 7 days away from the
inditution and free of any dinica or academic responghilities, induding planned
educationa experiences.

2) While on duty in the emergency department, residents may not work longer
than 12 continuous scheduled hours. There must be at least an equivalent
period of continuous time off between scheduled work periods.

3) A resident should not work more than 60 scheduled hours per week seeing
patients in the emergency department and no more than 72 duty hours per
week. Duty hours comprise dl clinica duty time and conferences, whether
gpent within or outside the educationd program, including al on-cal hours.

Other rotations

The program director must ensure that al residents have gppropriate duty hours when

rotating on other clinical services, in accordance with the ACGME-gpproved program

requirements of that specialty.

Extracurricular activities

Activitiesthat fal outsde the educationa program may not be mandated, nor may they

interfere with the resdent’s performance in the educationd process as defined in the

agreement between the indtitution and the resident.

Curriculum

The program director must provide each resident and member of the faculty, in writing and in
advance of the experience, acomprehensive curriculum specific to the educationad needs of the
emergency medicine resident and designed to accomplish the defined god's and core
competencies of the emergency medicine training program. The curriculum shdl be readily
avalablefor review. It shdl indude

a

b.

C.
d

the educationa objectives for each rotation or other program assgnment;

methods of implementation, including specific educationd experiences used to meet
each objective;

evauation processes that are linked to the accomplishment of objectives, and
feedback mechanisms.

Goals of Education



Residency programs in emergency medicine should produce emergency physicians prepared
with the following basic competencies.

a Provide the recognition, resuscitation, stabilization, evauation, and care of the full range
of patients who present to the emergency department

b. Apply critical thinking to determine the priorities for evauation and trestment of multiple
emergency department patients with different complaints and needs

C. Arrange appropriate follow-up or referral as required

d. Manage the out-of-hospita care of the acutely ill or injured patient

e Participate in the adminigtration of the emergency medical services system providing
out-of-hospital care

f. Provide appropriate patient education directed toward the prevention of illness and
injury

s} Engage in the adminigration of emergency medicine

h. Teach of emergency medicine

I. Understand and eva uate research methodologies and their application

B Understand and gpply the principles and practice of continuous quaity improvement

k. Manage resource utilization effectively

l. Utilize information resources effectively and apply evidence-based medicine to update
their clinicd practice

m. Communicate effectively with petients, families, and hedlth care professonds

n. Utilize resources to address domestic violence and other public health issues, including
violence prevention

0. Demondrate the fundamentd qudities of professondism

p. Demonstrate how optimal patient care is provided in the context of alarger heath-care

delivery system by effectively using system resources to support the care of patients

Planned educationd experiences

a

Each program must offer its resdents an average of at least 5 hours per week of
planned educationd experiences (not including change of shift report) developed by the
emergency medicine resdency program.

These educationa experiences should include presentations based on the defined
curriculum, morbidity and mortaity conferences, journd review, administrative
seminars, and research methods. They may include but are not limited to problem-
based learning, evidence-based learning, laboratories, and computer-based instruction,
aswel asjoint conferences cogponsored with other disciplines.

Emergency medicine faculty are expected to attend and meaningfully participate in these
planned educational experiences. Participation in resident conferences should be one
component in the annual evauation of the core emergency medicine faculty.

The program should ensure that residents are relieved of clinica dutiesto atend these planned

educationd experiences. Although release from some off-service rotations may not be
possible, the program should require that each resident participate in at least 70% of the

10



10.

11.

planned emergency medicine educationd experiences offered (excluding vacations).

Attendance should be monitored and documented.

The curriculum mugt include didactic and clinical information to enable the resdents to achieve

the god's and competencies of the training program. These include knowledge- and skill-based

competencies as listed in the Core Content of Emergency Medicine,

The curriculum must include at least 2 months of inpetient critica care rotations, during which

the residents should have decison-making experience that alows them to develop the skillsand

judgment necessary to manage criticdly ill and injured patients who present to the emergency

department.

The program must develop a system that provides and documents efforts to teach residents the

importance of patient follow-up. This should involve a representative sample of patients who

are admitted to the hospital and who are discharged from the emergency department.

Acceptable methods include but are not limited to

a written documentation of individud resident efforts (ward/ICU visits, telephone cdls,
and chart review);

b. timely provision of patient discharge summaries, operative reports, autopsy summaries,
and/or consultation notes; and

C. regular case conferences (other than morbidity and mortality conference) that cover a
representative sample of patient follow-ups.

At least 50% of the training beyond the first year must take place in the emergency department.

Excessve dinicd time in the emergency department should not preclude adequate experience in

off-service areas needed to cover the curriculum.

Of the totdl educationa experience, no less than 50% should take place under the supervison

of emergency medicine faculty. Such experiences can include emergency medica services,

toxicology, pediatric emergency medicine, sports medicine, emergency medicine adminigration,

and research in emergency medicine.

Out-of-hospita care

Since out-of-hospitd careis an integra and vita part of emergency medicine, there must be a

formal, structured resident experience. This should include participation in paramedic base

gation communications, emergency trangportation and care in the fidd, induding ground units

and if possible air ambulance units; teaching and oversight of out-of-hospital personnd; and

disagter planning and drills. If residents are required to ride in ground or air ambulance units,

they must be natified of this requirement during the resdent recruitment process.

Resuscitations and procedures

Each resident must have sufficient opportunities to perform invasive procedures, monitor

unstable patients, and direct major resuscitations of al typeson al age groups. A mgjor

resuscitation is patient care for which prolonged physician atention is needed and interventions

such as defibrillation, cardiac pacing, treatment of shock, intravenous use of drugs (eg,

thrombolytics, vasopressors, neuromuscular blocking agents), or invasive procedures (eg,

cutdowns, centrd line insertion, tube thoracostomy, endotrached intubation) that are necessary

11



12.

13.

for gabilization and treetment. The resident must have the opportunity to make admission

recommendations and direct resuscitations.

a Programs must maintain arecord of al mgor resuscitations and procedures performed
by each resdent. The record must document their role, ie, participant or director: the
type of procedure(s); thelocation (ED, ICU, eic); age of patient; and admission
diagnosis. Only one resident may be credited with the direction of each resuscitation
and the performance of each procedure.

b. These records should be verified by the resdency director and should be the basis for
documenting the total number of resuscitations and proceduresin the program.  They
should be available for review by the dte vigtor.

Systems-based practices and performance improvement

Each resdent mugt actively participate in emergency department continuous performance

quality improvement (PI) programs. Program components should include

a basic principles and application of FI;

b. formd regular dlinical discussions, rounds, and conferences that provide critical review
of patient care and promote Pl and quality care, such as mortality and morbidity
conferences that analyze system factorsin medica errors, efforts should be made to
gan permission for postmortem examinations and to review the results of these

examinations,

C. evidence of development, implementation and assessment of a project to improve care,
such asaclinical pathway, a patient satisfaction survey, or improvement of a recognized
problem area.

Research and scholarly activity

Graduate medical education mugt teke place in an environment of inquiry and scholarship in
which residents participate in the development of new knowledge, learn to evaluate research
findings, and develop habits of inquiry as a continuing professond responshility. The
respongbility for establishing and maintaining an environment of inquiry and scholarship rests
with the program faculty. The staff ac awhole must demongtrate broad involvement in scholarly
activity. Thisactivity should include the following:

a Active participation of the program faculty in dlinica discussions, rounds, and
conferences in amanner that promotes a spirit of inquiry and scholarship. Scholarship
implies an in-depth understanding of basic mechanisms of norma and abnormal seates
and the application of current knowledge to practice.

b. Participation in journa clubs and research conferences.

C. Active participation in regiond or nationa professiond and scientific societies,
particularly through presentations e the organizations meetings and publications in their
journals.

d. Participation in research, particularly in projects that are funded following peer review
and/or result in publications or presentations at regiona and national scientific meetings.

e. Offering of guidance and technica support (eg, research design, statistical andysis) for
resdents involved in research.

12



14.

15.

16.

17.

f. Provison of support for resdent participation in scholarly activities. The curriculum
should include resident experience in scholarly activity prior to completion of the
program. Some examples of suitable resdent scholarly activities are the preparation of
ascholarly paper such as a collective review or case report, active participationin a
research project, or formulation and implementation of an origina research project.

s} Residents must be taught an understanding of basi ¢ research methodologies, Satigtica
andyss, and critical andysis of current medicd literature.

Physician wellness

Physicd and mentd well being are critica to the emergency physician's ability to provide proper

carein asressful environment. The residents should be taught to balance persona and

professond responsbilities. Emergency medicine resdencies should include opportunities to
address physician wellness within the educationad program, as well as to address stress,
circadian rhythms, and substance abuse among hedlth-care professionals.

Professondism

Residents should be taught the fundamenta qudities of professonaism in emergency medicine.

Theseinclude

a provison of compassionate emergency medical care with the best interest of the patient
as the focus of decison making;

b. respect, regard, integrity, and a responsiveness to the needs of patients and society that
supersedes self-interest, that assumes responsibility and acts responsibly, and that
demongtrates commitment to excellence and ongoing professiond devel opment;

C. commitment to ethica principles pertaining to provison or withholding of dinica care,
confidentidity of patient information, informed consent, and business practices; and

d. sengtivity and responsiveness to culturd differences, including awvareness of their own
and their patients' cultural perspectives.

Interpersond skills and communicetion

Residency programs must ensure that residents devel op appropriate communication skillsto

effectively create a therapeutic relationship with patients, to educate and provide useful

information to patients and families, and to work collaboratively in hedth-care teeams for the
benefit of their patients.

Family violence

There must be ingtruction on the presentation, detection, and management of domestic violence,

including child, partner, and eder abuse (physica and sexud) aswell as neglect. Such

ingtruction should promote the understanding of its effects on both victims and perpetrators.

EVALUATION
There must be effective, ongoing evauation of dl components of the resdency program. This

evauation process mugt relate to the educationd objectives of the program and provide a
mechanism to effect change.

13



Evauation of Resdents

At least semiannudly, there must be an evauation of the knowledge, skills, and professiona
growth in emergency medicine of each resident, using appropriate criteria and procedures.
Documentation of management of patients with emergency conditions, to include mgor trauma,
medical and pediatric resuscitations, and performance of emergency procedures by each
resident in the program, must be kept and reviewed periodically by the program director.
Formad evauation of each resident during training is required and must include ora and written
examinations. In addition, there must be a mechanism for forma evauation of the resdent on
esch rotation. A summary of the evaluations must be communicated in writing to and should be
signed by the resident. Discussions of these results between the resident and the program
director or hisor her desgnee must be held on at least a semiannua basis.

Residents should be advanced to positions of higher respongbility on the basis of evidence of
their satisfactory progressive scholarship and professona growth.

A plan to remedy deficiencies must be in writing and on file- Progress and improvement must
be monitored & aminimum of every 3 months if aresident has been identified as needing a
remediaion plan.

A permanent record of evauation for each resdent must be maintained and must be accessble
to the resdent and other authorized personnd.

A written find evaluation must be provided for each resident who completes the program.  The
evaduation mugt include areview of the resdent's performance during the find period of training
and should verify that the resdent has demonstrated sufficient professond ability to practice
competently and independently. Thisfina evauation should be part of the resdent's permanent
record maintained by the indtitution

Evauation of Faculty

At leagt annually, individud faculty members must be formaly evauated by the chair/chief of
emergency medicine, who should include information from the program director and the
emergency medicine resdents. A mechanism for preserving resident confidentidity in the
evaluation process must be implemented.

Faculty evauations should include documentation of teaching ability, clinical knowledge,
adminigrative and interpersona skills, participation and contributions to resident conferences,
and scholarly contributions. A summary of the evauations should be communicated in writing
to each faculty member.

Evauation of the Program

At least annudly, the educationd effectiveness of the entire program, including the qudity of the
curriculum and the dinicd rotations, must be evauated by residents and faculty in a systemétic
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VI.

manner. The extent to which the educationa goa's have been met by resdents must be
asessed. Written evaluations by residents should be used in this process. The results of these
evauations must be kept onfile.

The RRC will take into consideration information provided by the American Board of
Emergency Medicine performance of the program's graduates on the certifying examinations
over aperiod of severd years.

OTHER
Notice of Changesin the Program

The program leadership is respongible for notifying the Executive Director of the RRC within 30
days, in writing, of any mgor changesin the program that may significantly dter the educationd
experience for the residents, including the following:

a Changes in leadership of the department or the program

b. Changes in adminigtrative structure, such as an dteration in the hierarchica satus of the
program/department within the inditution

C. A drop in the core faculty complement below the required minimum number or if one-
third or more of the core faculty leave within 1 yesr

d. A drop below the minimum approved number of residents in the program for 2
consecutive years

Should the RRC determine that a Sgnificant ateration of the educationa resources has

occurred, an immediate resurvey of the program may be performed.

The program director must obtain prior gpprova for the following changes in the program in

order for the RRC to determine if an adequate educationa environment exists to support these

changes.

a The addition or deletion of any participating ingitution to which aresident will rotate for
4 months or longer.

b. The addition or deletion of any rotation of 4 months or longer.

C. Any change in the approved resident complement of the program. (Prior approval is
not required for temporary changes in resdent numbers due to makeup or remedia
time for currently enrolled residents or to fill vacancies a the same levd of education in
which the vacancy occurs.)

d. Any change in the length or educationa format of the program. On review of a
proposd for amgor change in aprogram, the RRC may determine that aste vigt is

necessary.
Combined Programs

The RRC will review combined education program proposas only after the review and
gpprovd of the American Board of Emergency Medicine. Review by the RRC will consider
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only whether the residency has sufficient resources to support combined education without
diluting the experience of the regularly appointed residents. The RRC does not accredit the
combined education. The proposal must be submitted to the RRC prior to the implementation
of required education.

Certification

Residents who plan to seek certification by the American Board of Emergency Medicine should
communicate with the Secretary of that Board for information regarding the requirements for
certification.

ACGME: June 2000 Effective: January 1, 2001
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