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The Honorable Newt Gingrich
2428 Rayburn House Office Building
Washington, DC 20515

Dear Congressman Gingnch:

On behalf of the American College of Obstetricians and Gymecologists (ACOG), an
organization representing physicians dedicated to improving women'’s health care, I am writing
to urge you to support a motion that will be offered by Representatives Greg Ganske and
Nancy Johnson to stnke Section 512 of HR 2127, the Labor, Health and Human Services,
Education and Related Institutions FY96 Appropriations Act. This section would prohibit the
government from recognizing the Accreditation Councl on Graduate Medical Education
(ACGME) as the accrediting body for residency programs in Obstetrics-Gynecology if the
current ACGME standards regarding abortion training are not reversed.

Section 512 was added to HR 2127 dunng the Appropriations Commuttee markup by
Representative Tom Delay and is designed to override new ob-gyn residency trairung
requirements adopted by the ACGME. The ACGME is a private medical accreditation body
composed of the American Medical Association, the American Hospital Association, the
American Association of Medical Colleges, the American Board of Medical Specialties, and
the Council of Medical Specialty Societies that is responsible for establishing medical standards
for more than 7,400 residency programs. Earlier this year, the ACGME adopted modifications
of the requirements that Obstetrics and Gynecology residency programs must meet to be
accredited. These modifications include the following:

Expenence with induced abortion must be a part of residency education, except
for programs and residents with moral or religious objections This education
can be provided outside the institution. Experience with management of
complications of abortion must be provided to all residents If a residency
program has a religious, moral or legal restriction which prohibits the residents
from performing abortions within the institution, the program must ensure that
the residents receive a sausfactory education and experience managing the
complications of abortion. Furthermore, such residency programs 1) must not
umpede residents in their program who do not have a relgious or moral
objection from receiving education and experience in performing abortions at
another institution; and, 2) must publicize such policy to all applicants to that
residency.

10Q 12th Street, S \Washington. DC z0024-288 {202638-3577
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During the Congressional debste on this issue, misconceptions about the ACGME language
have ansen that ] wish to clarify. First and foremost, under the ACGME requirements, no
institution or individual can be required to partcipate in the training of induced abortion. Thus,
Section 512 seeking to override the ACGME language in order to protect instinutions and
individuals opposed to abortion is unnecessary given that the requirements already guarantee
that any program or resident with moral or religious objections are exempted from the training.
ACGME has demonstrated its faimess and its commrment to this prinaple by altenng its
language when it was argued that the requirement forced more involvement than those
opposed to abortion were comfortable with. Now all that is required of a program that
chooses not to provide abortion training for moral or religious reasons is that they notfy
residents that the program does not offer the training and that they not impede residents from
getting the training elsewhere. In addition, training in elective abortions is not specified.
Rather, the language requires that training in induced abortions take place.

Congressiona] override of the ACGME trairing requirements sets a very dangerous precedent.
Never before has Congress sought to override educational standards, let alone standards for
training in medicine. ACOG is forced to oppose any new involvement of the government in
the education of physicians.

Although Section 512 is intended to address the ACGME abortion training requirements, it
actually goes much farther by prohibiting federal and state programs that receive federal funds
from relying on ACGME accreditation for Ob-Gyn residency programs. This could create
havoc in the medical education field.

For example, to assure that federal funds are being provided for quality medical education, the
Medicare program requires that to be eligible for federal funds a residency program must be
accredited by ACGME. Section 512 states that the Medicare program cannot rely on
ACGME accreditation, but fails to provide any indication of what standards should be used as
a substitute. If Section 512 becomes law, the Medicare program would be faced with four
choices in order to comply: 1) to establish a separate federal accreditation standard and
compliance process for Ob-Gyn residencies; 2) to require the states to establish such a
standard; 3) to encourage the formation of an alternative private accreditation standard, or 4)
to have no standard and allow residency programs to receive federal funding with no quality
demonstration.

In ACOG’s view, none of these alternatives are desirable and several would create major
problems for Ob-Gyn residency programs. The first two options involve government in a field
that has traditionally been left to the private sector. No doubt establishing new government
standards would be time consuming and duplicatve of the work ACGME has done for years.
Even if this is accepted as an appropriate role, the fate of Ob-Gyn residencies and those that are
enrolled in such programs would be in doubt until such new standards could be put in place.
The third option, while not involving the government, would cause the same disruptions and
uncertainty, as current [aws require that one must have completed an ACGME accredited
program in order to become board certified in Obstetrics and Gynecology. If the government
chooses any of the above options, programs would have to be accredited twice if they desire 1o
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receive federal funds and to have their residents eligible for board certification. It 1s unlikely
that a program that does not have federal funds or whose residents are not eligible for board
certification could survive. The final option removes all protections of quality, which clearly is
not the desire of physicians and their patients, nor should it be the intent of the Congress.

Clearly, Section 512 could have many unimended consequences for the federal government,
states, the medical education field, physicians, and their patients. Although ACOG is opposed
10 any federal imervention in the ACGME accreditation process, we recognize that there are
those who believe Congress should intervene in this process. For those individuals, ACOG
must point out that Section 512 is more far-reaching than necessary, is vague, and non-specific
and should be opposed. ACOG urges you to support the Ganske-Johnson motion to strike this
provision when the full House considers the Labor, HHS Appropriations bill later this week.

Sincerely,

W. MHale r¢D
Ralph W. Hale, MD
Executive Director

RWH/CVY
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August 2, 1995

Dear Member of Congress:

Earlier today, you received a letter from ACOG regarding Section 512 of the Labor, Health and

Humans Services and Education Appropnations Act, which would overnde the Accreditation

Council of Graduate Medical Education (ACGME) training requirements for Ob-Gyn Residency

Programs. Since the time of our letter, we have been notified by the ACGME that it has officially

approved new language with regard to traiung in induced abortion. The newly-approved
. language is the following (new sections underlined):

No program or resident with a religious or moral objection will be required to
provide traimng in, or to perform induced_abortions. __Otherwise, access to
experience with induced abortion must be part of residency education. This
education can be provided outside the institution. Expenience with management of
complications of abortion must be provided to all residents. If a residency
program has a religious, moral or legal restriction which prohibits the residents
from performing abortions within the institution, the program must ensure that the
residents receive a satisfactory education and expenence managing the
complications of abortion. Furthermore. such residency programs 1) must not
impede residents in their program who do not have a religious or moral objection
from receiving education and experience in performing abortion at another
institution; and 2) must publicize such policy to all applicants to that residency.

We believe that this language change makes Section 512 even more unnecessary than our onginal
letter stated.

Sincerely,
(A, fiedz )/
alph W {Hale, MD

Executive Director

409 12th Streer. SW. Washington. DC 20024-2188 (2026385577



THE WHITE HOUSE

WASHINGTON

March 9, 1995

MEMORANDUM TO THE PRESIDENT
FROM: CAROL H. RASCO

SUBJECT:  Accreditation Council for Graduate Medical Education -- Guidelines on
Abortion Training

You asked for more information about the report in last week’s Washington Post
that the Accreditation Council for Graduate Medical Education (ACGME) will now require
all obstetrics and gynecology residency programs to teach abortion skills.

ACGME is an independent agency that must accredit teaching hospitals before they
can receive Federal reimbursement for care provided by resident physicians. On February
14, the agency voted unanimously to require that obstetricians be taught how to perform
abortions. Under the new standards, any resident with moral or religious objections may
choose not to receive abortion training. Any residency program with moral, religious or
legal restrictions can arrange to provide this training at another institution (but must ensure
that the residents in their program receive the training).

The new standard is, of course, controversial. Pro-life groups claim that the require-
ment forces doctors and hospitals to become abortionists. Pro-choice groups argue that
residents should learn all procedures that are consistent with current practice standards, and
that any doctor who chooses not to perform abortions during training or later practice can
do so.
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NARAL Promating Reproductive Choices

MEMORANDUM

To: Karen Guss

From: Emma Ketteringham

Date: March 8, 1995

Re: ACGME Abortion Training Requirements

Passage of Recommendation J:

On February 14, 1995, the Accreditation Council for the Graduate Medical
Education (ACGME) voted unanimously 10 require that prospective obstetricians
be taught abortion skills. The new requirement applies only to programs that train
obstetricians and gynecologists. These are the first standards specifically
mentioning abortion, Before this vote, the standards said that residents were to
receive clinical experience is family planning, but did not mention abortion
specifically.

The new standard to require that resident programs provide instruction in abortion
to prospective obstetricians takes effect January 1, 1996. If institutions refusc to
provide the new abortion training, they could be stripped of their accreditation,
which teaching hospitals need to qualify for federal reimbursements for the
services medical residents provide to paticnts.

Moral/Religious Objection (Conscience Clause):

Under the revised standards, a resident with moral or religious objections to
abortion, can be excluded from the training.

Also under the revised standards is a provision that institutions with moral or
religious objections can contract to have the abortion training done at another
institution. Dr. Gienapp, executive director of ACGME explains, "The

ACGME's recent recommendation in no way forces or coerces any individual or .
Nutipnal Abodtian

institution to perform abortion. Any resident who holds any moral or religious - g Ragroducint Rights
* objection to abortion is allowed to be excused from the training requirement. Of Acton Loogue
equal importance, any residency training program with moral objections to 1256 1901 Swoor, NW
providing abortion training is not required to offer the training at their institution, ﬁ:ﬂ';,’ﬂfm o so0s
but must allow residents in their program access to training at another facility.” o
.
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Anti-choice Response:

Roger Cardinal Mahony of Los Angeles, chairman of the National
Conference for Pro-Life Activities stated, "Coercing people and institutions
to participate in the destruction of innocent life is a great evil.”

Judie Brown, President of American Life League, stated, "This new
requirement is a violation of ethics, particularly for those institutions
committed to protecting the child who lives in the womb during nine
months of pregnancy.”

Wanda Franz, National Right to Live Committee President, stated, "The
Residency Review Committee is using strong-arm tactics to force medical
schools to become trainers in abortion techniques.... This proposal seeks to
make every {ob/gyn] in the country an abortionist like Surgeon General
nominee Henry Foster,”

According to the NAF membership newsletter, letters commending the ACGME
for imposing this training requirement can be sent to; Dr. John C. Gienapp,
Executive Director, Accreditation Council for Graduate Medical Education, 515
North State Street, Suite 2000, Chicago, II. 60610.
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REPRODUCTIVE RIGHTS

"[CJertain choices are too personal for politics.
President Clinton and Vicc President Gore

Putting Pcople First

The President is committed to making abortion safe, legal and rare. That is why the
pPresident has consistently protected the right of Americanwomen to make their own
reproductive choices. And that iswhy, at the same time, he has worked to reduce the
number of unwanted pregnancies.

Making Abortion Rare

Teen pregnancy is a national epidemic. This year, more than 1 million women aged
19 and younger —— 10% of all teenaged girls —— will become pregnant. As part of the
Administration effort to prcvent unwanted teen pregnancies, the President has called
upon lcaders in all areas of national life to join together to promote individual
responsibility and economic opportunity for America's young people. And the
President's plan to redesign welfare includcs support for community—based initiatives
to end teen preganancy.

The ten percent of women of childbearing age who use no contraception account for
more than half of the unintended pregnancies in this country. And most of the
remaining unintended pregancics are caused by inconsistent or incorrect use of
contraceptives. To help prevent unwanted pregnancies, the President has requested
budget increases for the federal Family Planning Program for each ycar he has been in
office. Among other reproductive health and education scrvices, this program makes
family planning information and contraccption available to millions of women who
might not otherwise get reproductive health care.

- In addition, the President signcd legislation to imprave the adoption process by

preventing discrimination against interracial adoptions and reducing the timc that
children have to wait in foster care.

Keeping Abortion Safe and Legal

Women faced with unwanted pregnancies must make difficult decisions, but they
shouldn't have to make them alone. Prcsident Bush instituted a "Gag Rule” that
prevented women who go to federally funded clinics -- primarily poor women —-
from getting the information they needed to make informed choices. President Clinton
put an cnd to the "Gag Rulc” in his first week as President so that women can get
appropriate information and counselling.

Since 1992, five people have becn murdered and seven others have been shot and
wounded at family planning, clinics where abortions are performed. The President
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signed the Freedom of Access to Clinic Entrances Act to fight violence and
intimidation targeted by anti—choice extremists against women and their doctors.

RU-486 is a drug that terminates pregnancy without surgery. If available to American
women, RU-486 would expand their choices -~ giving them options already available
in France, the United Kingdom and Sweden -- and make it more difficult to target
abortion clinics for violence and harassment. The President revoked the import ban
imposed on RU-486 by thc Bush Administration. Now RU-486 is bcing tcsted at
scveral family planning facilities around the country.

Women in the military and in military families deserve the finest health care available.
The President assured that comprehensive family planning services are available to
these women by reversing the ban on abortion scrviccs at military hospitals.

The President reversed 12 years of attacks on reproductive choice for women around
the world when he repealed the Mexico City policy that banned funding to
international organizations tha! promoted comprchensive family planning. And at the
International Conference on Population and Development in Cairo, the United States
forged a parinership with morc than 150 nations around a platform of action to
promote gender cquality and reproductive health. The platform also recognizes the
importance of addressing the threat posed to women's health by unsafe abortions.

The Department of Health and Human Services implemented a Congressionally
ordered change to the Medicaid program to includc abortion scrviccs for poor womcn
whosc pregnancies result from rape or incest as well as to save the life of the women.

Republicans have alrcady begun a steady assault on the progress we have made.
Republicans in Congress have voted an amendment out of commitice that would allow
statcs to refuse to fund these abortions — causing additional suffering for victims of
sexual violence. And Republicans have attacked Dr. Henry Foster, the President's
highly qualified nominee for Surgeon General, because he had performed the legal
medical procedure of abortion as an Ob/Gyn. They have donc so despite the facts that
Dr. Foster is a good, decent man and a dedicated physician who has delivered
thousands of healthy babies and has dedicated his career to preventing unwanted
prcgnancies and making sure young people don't have to face the choice of abortion.

March 7, 1995
Staff contacts: Jennifer Klein (6-2599)

Karen Guss (6—5603)
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IF THERE IS A TRANSMISSION PROBLEM, OR IF YOU WOULD LIKE TO SPEAK WITH
SOMEONE AT ACOG, PLEASE CALL (202) 863-2509.

109 12th Street. SW, Washington. DC 20024-2188 (202)638-5577
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SPECIAL REQUIREMENTS FOR RESIDENCY TRAINING IN
OBSTETRICS AND GYNECOLOGY

1. INTRODUCTION

A rexidency program In obstetrics-gynecology must constilute a structured cducational-
experience, planncd In continnity with undergraduate and continning medical cducation, in the
health care area cncompasscd by this specialty. While such residency programs contain a paticnt
service component, they must be designed to provide cducation as a first priority and not
function primarily to provide hospital service.

An educational program in obstetrics-gynecolugy must provide an opportunity for resident
physicians to achieve thc knowledge, skills and attitudes essential to the praclicc of obstetrics
and gynecology and must als
of ainbylatory primary health care for women, sad The progmm must provide opportunily for

increasing responsibilily, appropriate supervision, formal instruction, critical cvaluwation and

counscling for the resident.

O. INSTITUTIONS
A.  Administration

The administration of thc sponsoriug institution must demonstrate a commitment o
educational and scholarly acuvitics by meeting all provisions of the "Gesesnl Institutional
Requirements for Accredited Residencies” for approval of a residency program.
B.  Participating Institutions

The Residency Rcview Commitee for Obstetrics-Gynccology, for the purpose of

\

|
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o monilosing the structure of residencies, uses the following catcgorics. In all cascs, where more

~

than one instilution is lavolved, a formal written agreement must he developed botwoen the

w

respongible administrative bodics of those insti{utions.

4 1. Independent - An indcpendeat prograrm is conducted within a single educational institution
S under 4 single progran dircctor. Extramural rotations for a total of no morc than six months
6 arc pormitted under the regulations applicd to a)l progmms (sce below).

U 2. Iﬁtagrded - An intcgrated program is conduct!] within multiple educational institutions

'8 but under a single program director, Bach cducational Institution_inyolved in an integrated

10
1
12

13
14 relate-at-any-jovel—~inciuding-the-finel-sealor-residest-year- The program director mus( have
15 authority over the educational program in cach hospital, including the teaching appointments and
16 assigninents of alHeaching-staff facul(y and all residents and must assure enx)re the unifermity
17 adequacy of the educational cxperience for each residen(. Additional extramural yotations for
18 a tota! of no morc than gix months are permitted under the regulations applicd to all programs
19 (sec belcw)., If a program iacludes rotations for a total of more than six months for any
20 rcsident, at institutions other than those included in the integrated program, that program
21 becomes an affiliated program. 3. Affiliated - An affiliated program is one in which any

22 rcgident spends 4 total of more than six moaths jn extramural rutations outside of the parcat
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fnstitution (or institutions in the casc of hm:gn@ programs).

Extramural rotations lﬁny be arranged by the program director of either an independent
or intcgratcd program in onder to enhance the educutiona! experivnce of the residenis, Only
under exceptional circumalances, and with written prior approval of the Residency Review
Comuniltcc, may they be inclided in the final senior resident yoar. Residents arc appointed by
their parent program and assigncd by it to the affiliated hospitals, where they spend ne—neore
than—ene-third—of—the—total—regsideney—and no more than twelve gightecy months of

obstetrics-gynecology and primary care cducational oxperiences. Two types of extramurul
rutations may bc considered:

a. If tho total time of cxtramural rotation from the parent program by any resident during
thc cntirc residency exceeds six months, the progran is considered to be an affiliated program
and the enliro program must reccive prior approval by the Residency Review Committce.

b. Rolationa for a total of Jess than six months-erdese will not require thal the program be
designated as an afTilialed program and thesc rotations m'ay be arranged by the program director
without prior Residency Review Committee approval,

C.  The Fuaculty

1.  Program Director

A
bst necology and must have experience in gnd commitment to primary

msidency/fellowship) in such activities, The program director must be certified by the American
Board of Obsletrics and Gynccolopy or must possess suitable equivalent gualifications,




MAR- 7-95 TUE 20:32 P.05

YR reb 4V 9o AD:VL N LUV T LuUD
1 h.  Theprogram dirccior must devote sufficient time and gffort 1o the program to provide

2 day-loday continuity of Jcadership. and 1o fulfill all of, the responsibilities inherent in_meoting
3 the educational goals of the progmm.
4 &  Xhe propram dircctor must function within a_sound administrative organizatiopal

16
17
1:8
19
20
21

22
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11

12

13 h Ihe progmam director must obiaip. prior approval for the following changes in the
14 program in erder for the RRC 1o deienmine if an adequate educational environient exists to
15 support these changes:

16 ().  For the addtion or deletion of sny participuting

17 . | whi . .

13 r longer;

15 @) Eoriaddiion or delcion of any rtation of s
20 menths or longer:

2 (). Forsny change in the agproved rosiden_

2 complement of the progmm; and
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16 proper—assessment—of—the—progrum-—can—bo-made—Furthor—the—progrmm—dirsctor—hus—the
17 respongibility afmmhmmm«wwm._

18

19
20
2l Wﬁﬂmﬁbﬂiﬁﬁwmﬂﬂcﬁmdbﬂm

22 progrum director:~Foassure continuity of teaching efforta and departmental policy, the program
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2. Attending Facvity

An obstetrics-gynecology education program must have a sufficient agd appropriate

number of atlending mafl’ with professional ability, enthusiasm, dedication and a sense of

responsibility for teaching residen(s. It would he wall for the staff to regard these attributes as
a prerequisite to active facully membcrship and promotion. The faculty complement shoyld
includc appropriately educated genpralist faculty. The quality of teaching and supervjsion by
teaching-perfermunce-of the facully must be reviewed at least annually by the program director,

residents mugt be an integral component of such reviews,

D. Scholarly Environment
1. Documentation of schularly activity on the part of the program and the faculty must
be submitted at (he time of program review. Tho teaching staff must show evidence of ene-or

more gll of the following;

A. Purticipation in regional or nutional professional societies;
b. Prescotation and/or publication of studies;
c. Participation in rcscarch.

2, Clinical and/or basic science research must be ongoing by faculty in the depariment.
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B. Facllitics

1. Outpatient Facilities

in—offico -practiec—ii—is—essentiol—to—provido—a—slosely ~supervinod—experienee—in—an—setive
ambulAtory-notting-thet-alse-ensures-contnuity-of-care for-prticts-by-the-individuat-resident—
Inercasing-responsibility-sheuld-bo-given-to-tho-rosident under-the-consciontious-supervision-of
aqualified-aticnding-saff-membon

2. Inpaticnt Facilites

Appropriatc inpatient facilities and equipment including paticat medical and labortory retrieval
capabilitics must be aveilable-forachievement-of provided to achicve the cducational objectives

The fundamcatals of good :1edical history .taking and thoughtful, meticulous physical

cxamination must be taught. Information gained by these procedurcs must be carcfully recorded
in the medical record. A reliabls meaxure of the quality of a program is the quality of hospital

records.  These records should include daily appropriate progress notes by residents, together

e &V v d2°UO NO ., ULV r U3
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with & discharge summnary. The hospital should waintain a record room with adequate cross
indexing and reacly reference for siudy of the patients' charts. Periodic summaries of department
slatistics are essential for the cvalnation of rcsults and usually will be requested at (he time a
program is reviewed by the Residency Review Committee.

4.  Medical Library

A medical library is an important resource (o the obstetrics- gynecology education pmgﬁm. The
library may be sponsorcd by the hospital or the department, but it should be readily accessible
w staff, both during the day und in the evening.. The textbooks should be kept up to date, and
Lhere should bc an ample supply of current journals devotsd to obstetrics-gynecology and relatex!
subjects. When & compreheasive library is not available in the hospital, an activc rcference
8ystcm should be provided through ready access to larger medical libraries. Programs inest
provide instruction in retrieval and asscssncnt of medical literature.

5. Revident Facilitics and Support Services

Adequate facilities for residenis 1o carry oul (helr patient carc and pcrsonal cducational
responsibllitics are required. These include adequate on-call, lounge and food facilities for
residents whilc on duty and on call. Also required are clinical support services such as
Pathulogy and radiology, including laboratory and radiologic infonmation rctricval systcms that
allow rapid access to results, and intravenous av) se&ices, phlebotomy services, and
messengur/transporier services in sulicicnt number (o mecl rcasonable denrands at all limes.
F. Other Graduate Medical Bducation Programs

The program must exist in an educational environment which includes at least Lwo other relevant

graduate medical education programs such as intemnal medicine, pediatrics, surgery, and family
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1. Organization and Structurc

3. Resident cducation in obstetrics-gynecology must include is four years of accredited,

cliniczlly oriented graduale medical education, of which e(-Jeast three years must be focused

spuciaity-ofobstetrics-gyneeelepy: Residency programs may with prior RRC approval preseded

contain morc residents in that-year the
first yeat than the numher approved for sibscquent ycam, each-year or may have po residents
in the first ycar. of-speeiatty-education—Rosidensy progrums-mey, thorefore,: be-of-threo-or
four-years-dusmtion—but-programns: of-difforent-dengthe-orquality-inthe-same-institution-will-net
be-approved:

b.  The Resideacy Review Committee has the responsibility for the review of all graduatc
medical education programs in obstetrics-gynecology seeking accreditation. 1f & program
includes sponsorship of a first graduatc ycar expericace, then the Residency Revicw Commiiltee
has the responsibility for review of that first graduate year.

c. A program dirccior, under suitable circumsiances, nay elect 1o crxlit @ resident with &

period of graduate cducation in obstetrics and gynccology gained by the resident before entering

10

b
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the prugram. The period of education must hiave been of four or more months in duration and
must have been received in a hospital conducting a currently accredited resideacy in
ohstctrics-gynecology. This time may then be used to provide tme, within the thirty-six mounths

of obstetrics-gynecology, for appropriate electives on other clinical services. It may not be used

to shorten the total length of the residency program.

mx_to.m_mmmmmmmmmmmmmnmm%igm
jnui e per i ti uired that continuity clinic;
and j ) 1y of the residenc

f. Specific_ educational .exmduusﬁmmmpdmnnm:umﬂv:. care Tule should oceupy,

the equivalent of at least six months of the four years of residency and may be addressed jn any

of the four years, . Tha emphasis should be on ambulatory cyre of she paticnt, which requires

assessment, counseling and the uge of consuliants and communily resoyrces,  These experiences

ident in th i ' ex ntingj 7 1

S, preven nirol i NSI disease, rubstance abuxe

11
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10 Programs-differ-widely-in-the types of experionce-thoy-offer-to-physicians-entering the
ll r ! PAT-Ot L TREIAL0 adueatio - e PROZFRine

12 ssch—as—medicine, -surgery-er-neonatelogy—Other-programs;,—however,—offer-predeninantly
13 experience-in-obstetries-gynosology—but-mey-provide-cleetive—time—iater—in—the—residency—for
14 romtieny-to-ether-elinienl-serviocs—

15 [ The patient population ypan which avalieble~te the educational program ig based should
16
17
18
1
20

21
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sident. i ility should he piven to the resident under the

and maintain a_coatinuing phy. -patl lationsh ith nel of patients, at Jeast one

half-day per w of the four f cducation. The usc of ¢

{ |ml S\

to_return to the parent institution for their continuity clinic experienca. Altemnatively, if_th
gcogmphic proximity of the remote site or_ingtitution permits, jhe continuity ¢Jinic experience
may take place at that location, Sirve-chstotticmm-gyrocviogiste—fonctronr—ny—providors—of

under the-conscientious-supervision-of-qualified-attending-stafi—

13
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doveloped-for-implemonting-and supervising the experience,

b. Formal (caching activities in obstetrics-gynecology shauld be structured und regularly
achcduled.  They should generally consist of patient rounds, cass conferences, journal clubs and
covcrage of sppropriate basic sciences pertinent (0 the specialty. In cross-disciplinary
conferences such as perinatology, appropriale physicians from other speclaltics should be javitcd
to participate,

e ients for whom they shure surgical
W documen An-nceeptable A
residency program In obstctrics-gynecology must be 8 ile to provide substantial, diverse and

appropriatc surgical expericace after the residents have mastered the basic skills.

d. i didactic and clinical ional i jn all

14
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19
20

21

sufficient clinical _experience in_the management of the problems of women in the post-
reproductive_age.

3. Educationa] Objectives
a. Bvery program, in onder 10 be accredited, must have a wrillen statement of the
cducational objectives for the residents in that program and a _list of those objectives must be

given 1o cach resident, Onc cxample of such objectives Is sct forth in the currcnt "Bducational

Objcctives for Residcats in Obstctrics and Gynéoology.' produced under the auspices of The

15
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Council on Residency Bducation in Obsletrics and Gynecology. Direclors of the programs must
be able to document that they ave roviewing the implementation of the educational objectives and
thut the residents arc indocd accompliching what is anticipated of than. Any program which
does not cstablish a system which clearly demonstrates that cach resident has or has not

aucccssfully accomplished each of the items indicated in the pmgmm‘s statement of educational

alms and objectives cannot be considered (o be an adequate program.

b. It is not neither exsential nor desirable that all educational programs of individual resident

sxperiences be identical in structure or function. Variations that provide creative solutions and

~ the prior written approval of the RRC. It is, however, mandatory that each residency program

provide quality cducation and exporjence for euch of the residents completing the programn.

4. Resjdent Numbers

a. The number of rcsidents that can be adequately and respongibly educated depends on
severu] interrelated factors. Clinical lnvolvement alone does not constitute an educational
experience, Tho provision of adequate supervision, education, individual evaluation and
administrutive support is critical. With this, it is of utmost importance that cach sesident have
sufTicient independent opcrative and clinical responsibilitics W prepare for practice in the
specially.

b. The maximum number of residents in a program is linked to the nuinber that can be
accommodatcd within the framework of these reguirements.  Since one of the most important
considerations is the clinical experience available to give each vesident adequale primary

responsibility, and since this usually ceaters upon the scaior resident year, the maximum number

16
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of residents in a program depends upon how many senior residents the program can cducate.
Usually the maximum numbcr of resldcats in a program is the number of senior residents the
program can accommodate multipicd by three or four, dcpending upon the length of the
program.

c. The minimum number of residents in an sccreditable program is two (2) per year.
Accredjtation is granted on the basls of a balance between the educational resourves und the
number of residents in the program. The appointment of residents in excess of the approved
number may adverscly affcct the q|.u||ity of the total experience ol each resident. Therctore,
changes in the educational resources should be reponted 10 the Residency Review Cominittee and
proposed increases in the number of residents must first be approved in writing by the Residency
Review Committee,

d. All requests for a changs in the number of regidents must demonstrate a distinet and
substantial improvement in the educational opportunitics for all residents in the programn. Such
rcquesis must be based not only on the avaiiability of an adequate patient population bul also on
adcquatc resources for supervision, cducation and evaluation. A request for a change in the
numbcer of rcsidents must describe the impact of total experience upon each of the semior
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 Tacully ani adininistrative support necessary 1o (cach, supcrvise and evaluate the
additional residents, Cenversely, a reduction in beds, hospitals or other changes in the program
which may Icad to an anticipated decrease in totul experience for the-resideats must be prompuly

called to the attenlion of the Residency Review Commiltee to determine if a reduction in the

17
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number of resident posifions in a glven graduate medical program is ncceasary.

s, Other Reasidents and Trainees |

a. The number of residents from other graduste medical cducation programs in any specialty
who arc assipned to the obn_etﬁc&-éyncco]ogy residency should not be ro large ax to compromisc
the educational rcsources of the obstetrics-gynccology residency.

b. For those residency programs associated with post-residency fcllowships, the education
of fellows must not compromiss the experience of rcsideats.

6. Patient Responsibility/Supcrvision

4. Supcrvision of residents in obatetrics and gynecology is required to ensure proper (1)
education, (2) quality of carc, (3) patient safety, and (4) fulfillment of responsibility of the
aulending physiclans to their paticats. These considerations must bo intcgrated with the goal of
independent competence in the full range of obstetrics and gymecology at the completion of
residecacy. This implies a graduated and incroasing level of independeat resident action-whieh
iscomplete-at-the-end-ef-rowdency, Each progmm director must balanco quality assurance for
patient care, resident cducation, and independent rcsident action. The level of resident
supcrvision should be commensurate with the amount of independent function that is designated
at each resident Icvel. Residents, as well as faculty, inay provide supervision.

b. On an obstetrics and gyneculogy service, adequalc supcevision requires the 24-hour
presence of faculty In the louspital excepl when rosidents are not assigned in-houss call
responsibilities, Faculty must be immediately available to the rosident if clinical activity is
taking place in the operuting rooms and/or labor and delivery areas. Facully musl be within

easy walking distance of patient care uniis. Clinical services provided in ambulatory (ofTice)

18

P. 18

lu. reb <¢v Y2 142-vO NL VLW T

a3



MAR- 7-95 TUE 20:41 3 S P.20

1 locatlons require on sitc supervision. Open and gencrously used lincs of two-way
2 communicalion arc important and should be encouraged.
3 c. If it is judged by the program director that the size and nature of tho patient population
4 does not require the 24-hour presence of pesidents and faculty, this situation must be carefully
S defined and reviewed and should include information about the nature of the hospital, the patient
6 population, the naturc of attcading staff, the geogruphic and climatic situations. Excepiion
7 irp prior wriltcl Vv e
8 d. Supervision of residenis is a rcsponsibility of the program director and teaching staff.
9 It Is the responsibility of the institution sponeoring a residcucy program to cstablish oversight
10 to assure that programs meet the supcrvisory provisions of thcse Requirements.
11 7. Graded Responsibility

]2 Complcic management of & pationt’s care under adequatc supcrvision should be considercd the

13 highest lovel of rcgidency education. There are, however, circumstances under which the
14 resident maf not assume complete management:
15 a. When the program director or hiv/ber designee docs not beliove the resldent’s
16 ~ cxpertise or understanding is adequate to cnsure the best care of the patient.
17 b. When the attcnding physician is unable not-willmg 10 delegate (he necessary
18 degree of rcsponsibiliry.
19 c. When the resident, for religious or moral reasons, does not wish to participate in
20 the proposcd procedurcs.
21 An exsential featurc of rcsident cducation Is that a significant number of stall suppost the
22 principle of delegation of complctc management under supervision.

19




HAR- 7-95 TUE 20:41 P, 21
': iD: Feb 2VU'Y> 42:U% NO.ULV r.<du

1 Increasing responsibility must progresa In an orderly fashion, culminating in a senior resident
2 year. The senior resident year consiuis of twelve moaths of clinical expericnce, in the last ycar
3 of the resident’s program. Elective timc in the scaior rcaldént ycar requires the prior approval
4 of the Residency Review Commiticc. The scaior rcsident must have sufficieat independent
s | oporating cxperience to become technically compotent and have enough total responsibility for
"6 management of patients to enxure pruficiency in the diagnostic and treatment skills that arc
.7 requircd of a specialist in obstetrics-gynecology in officc and hospital practice. -
8 8.  Duty Hours and Personal Rosponsibilitics
9 On-call requircments are essential for an optimal cducational environment and to assure
10 continuity of patient care. Thc number of residents and faculty should be adequale o prevent
) excessive frequency and lcagth of on-call duty. Tbe scheduling of on-call duty should consider
12 that clinical events in obatetrics and gynecology do tuke plae at any time; (hat safc and cffeclve
13 patient care and a good lcarning cnvironment both require adequato periods of rest; and that tho
| 14 residency program appointment is (he rosident’s full-time compensated occupation. The
| 1§ frequency of on-call duty for residents should be, on the average, no more often than every third
16 pight. Residents should be allowed to spend, on the average, at least one full day out of seven
17 away from program dules. The program director must also ensure adequate backup if sudden
18 and unexpected patient carc nceds creatc resident fatigue sufficlent to jeopardize patient care
I9- during or following on-call periods.
20 B. Specific Bducational Expericaces

21 Resident education must include, but not necessarily be limited to the following:

20
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| 1. Obstetrics
2 a. The full range of obsictrics, including high-risk obstetrics and medical and
3 surgical complications of pregnancy.
4 b. Geactics, including the performance of genetic amniocentesis and patient
S counseling.
6 c. Leaming and performing operative vaginal deliveries, including obstetric forceps
7 ' and or vacuum extractor, |
8 d. Performing vaginal breoch deliveries and vaglnal multifetal deliveries.
9 e. Performing vaginal births aftcr previous ccsarcan delivery.
10 f. Obstetric anesthesia.  Residents must Jcarn the principles of gencral and
11 conduction ancsthesia, together with the management and the complications of
12 thesc techniques.
- 13 g Expcricoce in the management of critically ill paticnts.
14 h. Tmmediate care of the newbom. Every rcsidcol must bave cxperience in
15 resuscitation of the huinan newborn, including tracheal intubation. The principles
16 ~ of general neonatal complications must be learned as well.
17 L. The full range of commonly employed obsictrical diagnostic procedures, including
18 ultrasonogpaphy and other relcvant imaging techniques.
19 i.  Thecanotiopal and psychogocial Impact of pregnancy upon an individual and her
20
- 21 k. int cc, high-
22
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L Obsletric pathology.

Gymnecology

a. The full range of the-econtent-and-patient-apo-of incdical and surgical gynccology
for all age groups.

L Riagnosis and manugement of pelvic floor dysfunction jacluding expericnce with
the varjous operations for {1s correction.

c. Diagnosis, and medical, and surgical management of urinary incontincnce.

d. Oncology, including prevention, diagnosis and (reatment. redistion—end
chemethempy.

c. Diagnosis and non-surgical management of breast discase, including fine needle

aspimation,
f. Reproductive endocrinology and infertility.

g Clinical skills in famtly planning.

&

Psychosomatic and psychoscxual counscling.
L The full range of commonly cmployed gynecologic diagnostic procedures,

including ultrasonography and ofhcr relevant imaging techniques.

j- Bxpcricace in the management of critically ill paticnts.

R Gynccologic pathology. -

22
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1 3, Primacy and Preventive Cacc
2 A.  Cumpreheasive history laking which inclydes medical, nutritiopal, sexual, family,
s heglth risks.

4
. 5 S
6
7 a
L ¢
9 f.
10 -
1]
12 h.
13
14 i
15
16 L
17
18
19 K. Behavioral medicine and psychosocial problems, including domestic violence,
20 sexual assault and yybstance abusc,
21 1. Emergency care. -

2 m.  Geratric medicine, Ambulatory primary care problems of the geriatric patient.

23
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| L.  Basics of epidemiology, statistics, data collcction and management, and use of
2 medical literature and nssessment of ils valuc,
3 o Tihics and medical jurisprudence.
4 2. Community medicinc.
| 5 Q.  [llcalth carc systems,
6 .  Infogmation processing and decision making.
g |
8 3——Other  [These items have been moved. )
9 s——Obmetrie-and-gynecologic-pathelogy-
10 br —Emerpency-medicine—
n o-——Besio-medicel-epidemiology-and Kiatistiee—
12 d——Bihios-end-medival-jurieprudence—

13 C. Rescarch

14 The quality of the educational expericace within a departincnt of obstetrics und gynecology s
15 enhanced by an active research eavironment. It is highly desirablc that cvery program
16 cacourage each msidént o bo involved in a rexezrch project.

17

18 IV. EVALUATION

1 9 A.  Resident Performance

%20 The program director mus! cstablish methods of periodically and sysicmatically cvalvating

21 and documcating the Jevel of performance, expericnee and technical-skills of the residents. One

22 example of an acceptable mechanism helpful in evaluating cognitive knowledpe is the CRROG

24
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o In-training examination. On ai lcast a semi-annual basis, program directors or their designees
2 must inform the residents of thoir individual progress, emphasizing strong points and offcring
3 guidance with regard to correcting deficicncics. These evaluations, as well as a list of skills

4 which the resident has mastered, must be documented and available (without revealing the

S specific resident’s identity) at the time the program is reviewod for approval.
.' 6 Physicians must havc (be welfaro of their paticnts as thelr primary profcssional concem.
-7 The resident must thercfore demonstrate those humanistic qualities which foster the formation
8 of appropriats patienUphysician rclationships, Thesc include integrity, respect, compassion,
9 profcssional responsibility, scnsitivity to the patient's noeds for comfort and encouragement, and

10 an appropriate professional attitude and behavior towards colicagues. These attributes should
| 1 be emphasizcd throughout the curriculum, and must be evaluated.
12 B. Program Review
13 For the purpose of program review, accurate and compleic documentation of each
14 individual resident’s expericace for cach year of the program is mandatory. These records

15 should indicate the icvcl of participation of the resident and skills achicved. The program

- 16 director must review al least scmi-annoally the record of operative experience with the individual
17 resident for breadth and depth of expericnce as well as for cvidence of continuing growth in
18 technical achievements. These cutnulative data will be reviewed in detail at the time of Kurvey

19 for program approval or continued program approval. For the purposes of these rocords, there

20 is no distinction between privale and service patients.
21 Annually, the program dircctor must collect, compile and retuin the numbers and types
22 of operative procedures performed by rcsidents In the program, together with information

25
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| describing the total resident experience in each institution and facility utilized in the clinical
2 education of residents. This information must be provided in the format and form specified by
3 the Residency Review Commillce.

4 One significant measure of tho quality of & program is lhe performance of its graduales

5 on the examinations of the Amcrican Board of Obstetrics and Gynecology.

7 V.  BOARD CERTIFICATION
8 Progmam directors must notify residents who plan to scck certification by (he Amncrican
9 Board of Obstetrics and Gynecology that they should communicaic with the Bxecutive Diroclor
10 of the Board to obtain the lutest information regarding current requirements for cortification.
11
12
13
14
15
16
17 RRC:  October, 1994
18 ACGME: Yehruary, 1995
19 Effective: January, 1996
20
2} -

22 h:\obgyn\srirevsr2.95r
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