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Gynecologists 
The Honorable Nev.t Gingrich 
2428 Rayburn House Office Building 
Washington, DC 20515 

Dear Congressman Gingrich: 

On behalf of rhe American College of Obstetricians and Gynecologists (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 strike 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 Council on Graduate Medical Education 
(ACGME) as the accrediiing body for residency programs in Obstetrics-Gynecology if the 
current ACG?vtE standards regarding abortion training are not reversed. 

Section 512 was added to HR 212 7 during the Appropriations Committee rnark.'"1.lp by 
Representative Tom DeLay and is designed to override new ob-gyn residency training 
requirements adopted by the ACGME. The ACGrvfE 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 th.is year, the ACGi\-1E adopted modifications 
of the requirements that Obstetrics and Gynecology residency programs must meet to be 
accredited_ These modifications include the foUo�g: 

Experience v.ith induced abortion must be a part of residency education., except 
for programs and residents v.rith moral or religious objections This education 
can be provided outside the institution. Experience '.l.ith 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 \.vithin the institution, the program must ensure that 
the residents receive a satisfactory education and experience 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 abortions at 
another institution; and, 2) must publicize such policy to all applicants to that 
residency. 
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EHuing the CongressionaJ debate on this issue, misconceptions about the ACGME language 
have arisen that I wish to clarify. First and foremost, under the ACGME requirements, no 
institution or individual can be required to participate in the training of induced abortion. Thus, 
Section 512 seeking to override the ACGME language in order to protect institutions and 
individuals opposed to abortion is unnecessary given thai the requirements already guarantee 
that any program or resident with moral or religious objections are exempted from the training. 
ACGME has demonstrated its fairness and its commitment to this principle by altering its 
language when it was argued thai the requirement forced more involvement than those 
opposed to abortion were comfortable whh. Now all that is required of a program that 
chooses not to provide abortion training for moral or religious reasons is that they notify 
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. 

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

Although Section 512 is intended to address the ACGME abomon 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 laced 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 govemment in a field 
that has traditionally been left to the private sector. No doubt establishing new govemment 
standards would be time consuming and duplicative 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 laws require thai one must have completed an ACGME accredited 
program in order to become board certified in Obstetrics and Gynecology If the govemment 
chooses any of the above options, programs would have to be accredited twice if they desire to 



receive federal funds and to have their residents eligible for board certification It is 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 unintended consequences for the federal government, 
states, the medical education field, physicians, and their patients. Although ACOG is opposed 
to any federal intervention 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, 

RalphW. Hale, MD Ralp 
Executive Director 

RWH/CV 
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Dear Member of Congress: 

Earlier today, you received a letter from ACOG regarding Section 512 of the Labor, Health and 
Humans Services and Education Appropriations Act, which would override 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 training 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 training 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. Experience with management of 
complications of abomon must be provided to all residents. I f 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 experience 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 original 
letter stated. 

Sincerely, 

TUlph W.f Hale, MD !.alph 
Executive Director 

409 12th Street. bW Washington. DC iOOZjoiSS (102)638-5577 



THE WHITE HOUSE 

W A S H I N G T O N 

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 leam 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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MAJlAl Promoting Reproductive Choices 

M E M O R A N D U M 

To: Karen Guss 
From: Emma Ketteringham 
Date: March 8, 1995 
Re: ACGME Abonion Training Requirements 

Passage of Recommendation J: 

On February 14, 1995, the Accreditation Council for the Graduate Medical 
Education (ACGME) voted unanimously to 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 abonion 
specifically. 

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

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 
institution to perform abonion. Any resident who holds any moral or religious 
objection to abonion is allowed to be excused from the training requirement. Of 
equal importance, any residency training program with moral objections to 
providing abonion training is not required to offer the training at their institution, 
but must allow residents in their program access to training at another facility." 
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Anti-choice Response: 

• Roger Cardinal Mahony of Los Angeles, chairman of the National 
Conference for Pro-Life Activities stated, "Coercing peopie 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 abonion 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, IL 60610. 
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REPRODUCTIVE RIGHTS 

"fCJertain choices are too personal for politics. " 
President Clinton and Vice President Gore 
Putting People First 

Ihe President i s committed to making abortion safe, legal and rare. That i s why the 
President has consistently protected the right of American women to make their own 
reproductive choices. And that i s why, at the same time, he has worked to reduce the 
number of unwanted pregnancies. 

Making Abortion Rare 

m 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 prevent unwanted teen pregnancies, the President has called 
upon leaders 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 includes 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 year he has been in 
office. Among other reproductive health and education services, this program makes 
family planning information and contraception available to millions of women who 
might not otherwise get reproductive health care. 

o In addition, the President signed legislation to improve the adoption process by 
preventing discrimination against interracial adoptions and reducing the time 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. President Bush instituted a "Gag Rule" that 
prevented women who go to federally funded clinics — primarily poor women — 
from getting the infonnation they needed to make infonned choices. President Clinton 
put an end to the "Gag Rule" in his first week as President so that women can get 
appropriate information and counselling. 

• Since 1992, five people have been 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 the Bush Administration. Now RU-486 is being tested at 
several 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 services 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 thai promoted comprehensive family planning. And at the 
International Conference on Population and Development in Cairo, the United States 
forged a partnership with more than ISO nations around a platform of action to 
promote gender equality 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 Congressional ly 
ordered change to the Medicaid program to include abortion services for poor women 
whose pregnancies result from rape or incest as well as to save the life of the women. 

Republicans have already begun a steady assault on the progress we have made. 
Republicans in Congress have voted an amendment out of committee thai would allow 
states 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 done 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 
pregnancies 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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4og 12th Street. 5W Washington. DC 20024-2188 (202)638-5577 
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SPECIAL REQUIREMENTS POR RESIDENCY TRAINING IN 
OBSTETRICS AND GYNECOLOGY 

1 1, INTRODUCTION 
2 

3 A renidency program in obstetrict-gynecology miwt wmntiiuie ft rtmciurcd educational 

4 experience, planned In continuity with undergraduate and continufng medical education, In the 

5 health care area encompassed by this specialty. While such residency programs contain • patient 

6 service component, they must be designed to provide education as a first priority and not 

7 ftjnction primarily to provide hospital service. 

8 An educalional program in obstetrics-gynecology must provide an opportunity for resident 

9 physicians to achieve the knowledge, skills and attitudes essential lo (he practice of obstetrics 

10 and gynecology and must also be geared toward ihe dBvelopment of competence in the orovision 

11 of ainbulatorv primary health care for women, and The pwipnm must provide opportunity for 

12 increasing responsibiJUy, appropriate supervision, formal innlmciion, critical evaluation and 

13 counseling for the resident. 

14 

15 U. INSTITUTIONS 

16 A. Administration 

17 The administralion of the sponsoring institution must demonstrate a commUmcm to 

18 educalional and scholarly activities by meeting all provisions of the "General Institutional 

19 Requirements for Accredited Residencies" for approval of a residency program. 

20 B. Participating Inslilutions 

21 The Residency Review Committee for Obrteirics-Gynccology, for the purpose of 
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1 monHoring tbe structurD of residencies, uses the following caicgorics. In all cases, where more 

2 than one instilulioo Is Involved, a formal written agreement must he developed between tho 

3 responsible administrative bodies of those institutions. 

4 1. Independent»An independent program is conducted within a single educational institution 

5 under a single program director. Extramural rotations for a total or no more than six months 

6 arc permitted under the regulations applied to all programs (see below). 

7 2. Integrated - An Integrated program is conducted within multiple educational institutions 

8 but under a single program dlraetor. Bach educational liwdmrion mYglved in an iTitBt,Tat«d 

9 org Pram must provide Ihe same qualitv of education and level of sunervirion required of an 

10 independent program and musl formally acknowledge the authority of ihe program director and 

11 the role that the institution will plav in the overall pmeram. Residents mav rotate at anv level 

12 Includingthtt final v c a r of 'he program. must have the overall quality and leva] of supervision 

14 relate at any levH, inciudine the final senlof rcaidoot yew. The program direcior musl have 

15 authority over the educational program in each hospital, including the leaching appointments and 

16 assignments of alKeaehfog aUrfT faculty and all residents and must assure ensure the unifprmity 

17 adequacy of the educational experience for each resident. Additional extramural rotations for 

18 a total of no more than six months are permiunl under the regulations applied to all programs 

19 (see bekw). If a program includes rotations for a total of more than six months for any 

20 resident, at institutions' other than those included in the integrated program, that program 

21 becomes an affUlatcd program. 3. Affllialed - An affiliated program is one in which any 

22 resident spends a total of more than six months in extramural rotaliorut ouuidc of ilto paxcul 
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1 inrtituiion (or Inslilulloas ia (he case of integrated programs). 

2 Extramural rotations may be arranged by (he program director of either an independent 

3 or iniogratcd program Jn order to enhance the educalional experienut of the raridenui. Only 

4 under exceptional circumslances, and with written prior approval of tbe Residency Review 

5 Committee, may they be included in the final senior nuidcnl year. Residents arc appointed by 

6 their parent program and assigned by it to the affiliated hospitals, where they spend fte-mere 

7 than one third of the total reoidonoy and no more lhan twe+ve ciglnccn months of 

8 obstetrics-gynecology and primary care cdncatlonal exporiences. Two types of extramural 

9 ruialions may be considered: 

10 a. If the total lime of extramural rotation from the parent program by any resident during 

11 ihe endre residency exceeds six months, the program is considered to be an affiliated program 

12 and the entire program must receive prior approval by the Residency Review Committee. 

13 b. Rotations for a total of less than six monlhs-or-iem will not require that the program be 

14 designated as an affiliated program and these rotations may be arranged by the program director 

15 without prior Residency Review Committee approval. 

16 C. The Faculty 

17 1. Program Director 

18 The program director must be onalified antj experienced as a clinician, administrator, and 

19 educator in obstetrics and fyneculofv and must have experience in and commitment to primary 

20 health care for women. There must be a minimum five voara Kxpcrience fposi 

21 residencv/fellowship^ in gnch adivlties. The program tlirectnr mutt he certified hv lha American 

22 Board of Obstetrics and Qvnccolopy or must possess suitable equivalent gualificattontt. 
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1 k The P r o m m director must devote gufficiant time and gf l fa t f n Ttv> pmyram ^ pittyid? 

2 dav-ttMlav COPtinilitV of ladenhip. and to fulfill all the regponrihiHlies inherent in m^inp 

3 the educational goah of thr pmy^m 

4 L The DTQgmn director mnrt fiinction within a xnund ftdminirtrativa oryanizattnnal 

5 fnmewodt. and have an effective teaching staff as essantial elementx or an appmveti nwritlenry 

6 preeram. Continuity of leadership over a period of vaaw « impnitant to tha Mahilin, a 

7 residency program. Fraqtient ehsngCT in leadenhip or long periods of (cmporarv leaflanih^ 

8 ntoallv have an adverse efTeet on an educational program. 

9 The Program director shoold demonrtrate active involvement in: m clinical practice, m 

10 contlmiintt obstelrica/gynecologv education, m regional or nalional scientific societies. (41 

11 presentations and publicaUona. and seholariv activities. 

12 d The Program director must have apprepriate authority lo nvcracc and lo orpni™ tfa 

13 activities of the educational program. The reanonsibiHties of I his poshion should include, but 

14 not he limited to the followinf; 

15 QX Resident appointments and flKipnmentx 

16 I2L Supervision, direction, and administraHnn of ihe 

17 educalional activitiea: and 

18 QX HvaluaUon of the houw gaff, faculty, and roaidenev 

19 DID cram, 

20 U The program ieartership is responsible for notifying the Executive Secretary of the RRC 

21 within 30 davs. In wrtllne. of anv maior change in the program that-mav Kipiificantlv alter the 

22 educational experience for ppirienK, including: 
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1 O L Chances in leadership of the department or tha 

2 dBEDIQi. 

3 {ZU Changes in admlnlstraiive slnicitim such as nn 

4 alteration in the hierarchical status of the 

s proeramfttoaitmcot within the Institution. 

6 {3). Substantial changes in volume and/or variety of the 

7 paiiem populadnnfii), 
8 g. The program director ia resnonsihie for communicailng io <he RgC anv change in ihe use 

9 of rotations to participating institutions rincludiny attdiiionx or deletions of insiiimionP and anv 

10 Bignificant change in Ihe number of calicm cases availflbk at tte sponsgrlng Bod/or pnrtipipaiinp 

11 institutions, if residency education would be adversely affected. The program director must 

12 describe the effect of these chanf es and the corrective action taken to address them. 

13 tL The program director must obtain prior approval fnr the following chanpes in the 

14 program in order for the RRC to detennine if an adequate educational enviTomnenl exixtx to 

is support these changes; 

16 Olx For the addition or deletion of anv namcipatmp 

17 instlftitlon to which residents rotate for six months 

18 Or Igngwj 

19 IZL For the addition or dclclion of anv retalion of six 

20 months or longer 

21 £21. For anv chanpe in the approved reridem 

22 comnlement of the program: and 
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1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

IS 

16 

17 

18 

19 

20 

21 

22 

EPF anv Change in the lenelh or maior change h, the educational fennaf 

of the pregî in, 

UpPn rSYlCff Of a ntOPOSal for a maior change in a propnun. ihe RRC may rl^yrm.-^ 

lhat a siia v}|»}t |«| nreCMnfY 

teaching faeultj flufndwn ia number aad quality te be ahle te iapvr,i*c and Insttua tho icaidenta 

n f ll iftuftin nmi h nil fff the pmcdcc orma of npooinlty. 

pmppnm ŵ. , hiehly qiinlifiod member of the dupuiunuit wiUi 

•ignificant votm 

4n-eduoation-in-efawriea uwd gywuwlogy uml muat bo able to provide-a 

Tort lo the ioaidei 

lehlng program and maiwtnin B qimlity-tawhing utaffr-Wio-pTOgfum 

diractor in lyurifieailj WMppwaible fog all oouamunioaUona with the Reaidoney Review 

Oemmillee, and mmi fepert any major ohnnge in the residoooy^rogntm—H^progmm director 

ke roapomibilliy Tur provldiag eomplote and oeoumta piognun infonnation fbrm^ 

fting rpgident eaperienee, to tho Reaidency Review Cowimittee, HO ihaHi 

proper aaawoment of the program-^nn-bo-mBde;—P«rthei-Hhe^njgram^iroeti»r-hH«-*e 

Maponaibility of verifying that raideiita lm»u .naiUfiiciOHlj wmpluod tho program.-

The program director muat be a diplomote of the American Poawl of Obatetrlca and 

Gyneeology, or pwaew^itablt^uWal^^if^tkm^ that the chief of aer%'loe 

nf thn rti.p«^m»nr h. , i i ipf^^ ^ ^ m r r i r n n ] i o t l n j 0 f Qbntctrlcj and CiTicoology. 

Ajiiiibinnuit of UKI ivjiunwihilitiwi fuf imkiuitKiutmiuu aliuuld he d f ri^dofincd-by-thc 

program direetOft-To^awre-continuity of teaching effort! and departmental policy, the program 
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1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

director should have a reuflonnble tenure of < )u«i be 

2. Attending Faculty 

An obstetrics-gynecology educadon program must have a sufficient and aporooriatp 

number of attending stafl" with profeswonai ability, enthusiasm, dedication and a sense of 

responsibilhy for leaching residents. It would lie well for the staff lo regard these attributes as 

a prerequisiie to active faculty mcmbcnhip and promotion. The faculty eompleinem should 

include RPPropriatcIv educated eenaralist faculty. The quality of teaching and aupcivlalon bv 

toaohing peifomrnnoe of the faculty musl be reviewed at least annually by the program directpr. 

and written feedback provided to the individual faculty member. When deficiencies occur. 

cuTreclive action should be undertaken. Regular and protected Inotil into this evaluation bv the 

residents must be an integral component of such reviews. 

D. Scholarly Environment 

1, Documentation of scholarly activity on the part of the program and the faculty must 

be submitted at the time of program review. Tho teaching staff musl show evidence of ene-or 

more all of the following; 

a. Participation in regional or national professional societies; 

b. Prcsentatlob and/or publication of studies; 

c. Participation in research. 

2, Clinical and/or basic science research must be ongoing by faculty in the departmeni. 
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1 E. Facilities 

2 1. Outpatient Fadlides 

ACPIPDriatC faclHtiea and equipment Inclndfag natleni martiral and Irthnrninrv dnu> rrtri^^] 

capabnitios to manage oaticnta in a timely fashion must be provided so that efficient and 

Cflixtive educalinn in thu ambuiatorv care MDccts of the diidoUne can be accomolisTied. 

6 Since ebslotrieiana gyaeeoloftigts fa notion ug providers uf cwiprphenaire care for women, 

7 eaperience in the oaro of ainbulntoiy pntianta iu oiuewtial in educaliow proenuna. Dinee manj 

8 of the patiert problema oooa in the-hospittt otiipatiewt department era comparable to thoee aeen 

9 w-offioe-pmotioe, it is MSCDUOI to provide a oloariy-supopyiwud eAperienco in an aoiivo 

10 embulatofy wjttiwg that also ewnwa eendmiity of eare for pmiuiis by the individual reaidenu 

11 Inflreaoing roaponslbiHty should be given to the roaktont under the conndoiulouH guper>'ifllon of 

13 2. Inpatient Facilities 

14 Appropriate inpatient facilities and equipment including patient medical and laboratory retrieval 

15 f«nflhililiSft must be available for aohievcmenl-of provided to achieve the educational objeetives 

16 including the management nf criiiaiHv ill patianu and ihosc imdciyoing obstetric or gynecolopic 

17 operative procedures. 

18 3. Medical Records 

19 The fundamcutals of good medical history taking and thoughtfrl, meticulous physical 

20 examination must be taught. Information gained by these procedures must be carefully recorded 

21 in the medical record. A reliable measure of the quality of a program is the quality of hospital 

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



6 
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8 

9 
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wiih 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 

staiistics are essentia] for the evaluation of results and usually will be requested al the lime a 

program is reviewed by the Residency Review Committee. 

4. Medical Library 

A medical library is an important resource to the ohsletrics-gynecology education ]m>En»m. 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. Tho textbooks should be kept up to dale, and 

there should be an ample supply of current journals devoted to obstetrics-gynecology and related 

subjects. When a comprehensive library is noi available in the hospital, an active reference 

11 system should be provided threugh ready access to larger medical Hbiaries. Programs must 

12 provide instruction in reirieval and assessment of medical literature. 

13 5. Resident Facilities and Support Servira 

14 Adequate facilities for residents to carry oul their patient care and pcreonal educational 

15 responsibilities are required. Hjese include adequate on-call, lounge and food facilities for 

16 residents while on duty and on call. Also required are clinical support services such as 

17 pathology and radiology, including laboratory and radiologic infonnation retrieval systems that 

IK allow rapid access to results, and intravenous (IV) services, phlebotomy services, and 

19 messenger/iransix>rter services in suiricicnt number lo meet reasonable den ands at all limes. 

20 F. other Graduate Medical Education Programs 

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

22 graduate medical education programs such as internal medicine, pediatrics, surgery, and family 
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1 practice. Thp piygram tiirefrr ipwrt tfbtaiw vwn̂inK wmTniftngng frem the pthgr dcpamnpntB 
2 Involvfld in the educfltten of ohBtetriM-̂ ynecnlnpy TMMemn. 

3 

4 IIL CURRICULUM 

5 A. General 

6 1. Organizalion and Structure 

7 a. Resident education in obstetrics-gynecology must include is four years of accredited, 

8 clinically oriented graduate medical education, of which at-Jeast three years must he focu|ted 

9 UDOn reprpductive health care antl amhulalorv nriTnary health care for women, ineludinp health 

10 maintenance, disease preventlpn. diagnosis, treatment. contuHation and referral. enUrely in the 

11 Hpocially of obstotrice gynecology. Residency programs may with prior RRC approval prooodod 

12 by-a -year of education apenaored by the pregram may contain more residents in that-year Jhs 

13 first year than the number approved for snbscouent vears. each year or mav have no residents 

14 in the first year, of apeciaHy edwoation.—Rcgidenoy programa may, therefore, bc-of-three-or 

15 four yeora dumtionT ût̂ rognung of̂ iffcr̂ HengthB^w^uatity^nHhe-aamê  

16 b̂ ^̂ p̂p̂ ov̂ dr 

17 b. The Residency Review Committee has the responsibility for the review of all graduate 

18 medical education piograms in obstetrics-gynecology seeking accreditation. If a program 

19 includes sponsorship of a first graduate year experience, then the Residency Rcvii w Committee 

20 has the responsibility for review of that first graduate year. 

21 c. A program director, under suitable cireumsianoea, may elect Lo credit a resident with a 

22 period of graduate education in obstetrics and gynecology gained by the resident before entering 

10 
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1 the program. The period of education must have been of four or more months in duration and 

2 must have been received in a hospital conducting a currently accredited residency in 

3 obstetrics-gynecology. This time may then be used to provide lime, within the thirty-six months 

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

5 to shorten the total length of the residency program. 

6 & The majority of reaidents are preparing for a practice which provides reproductive health 

7 care and ambulatory primary and preventive health mre fnr women, and residency programs 

8 may vary as to when and how these requiremcnls are met. The ambulatory primaiv care 

9 componcnl of residency, with the exception of the continuity clinics, mav be obtained in an 

10 approved famllv modlclne or internal medicine graduate medical education program prior to 

11 antering an ohsietrica and v̂neceilâ y residency. 

12 cu Qniwlh in knowledge and experience in the primary and oiuvemive mre rule i« best 

13 provided to residents by maximl/lnp their panicipation in an ambulatory environment designed 

14 to enable continuity of care over an extended period of rime. It is required that condnuitv clinics 

15 be provided and be attended bv residents throughout three vears of the residency. 

16 L £PS(df>c educalUmal experiences for the primary and pTeventlve care role should occupy 

17 the equivalent of at least six months of ihp fp\irjr^rs pf residency and may be addressed in anv 

18 cLthefour jpars. The emphaxix Omuld hn nn mnhulalnry cure of the patient, which requires 

19 'wth knowledge and at ilia in the areas of healdi maintenance, disease prevention, risk 

20 assessment, counseling and the ̂  of consultants and communitv resources. These experiences 

21 should be evident in ihe residents' exposure lo continuity of care, ^neral gynecology, general 

22 ohsletrics. prevention, or control ofdiweaRe. e p. sextmllv transmitted disease, substance abune. 

11 
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1 or for nrBvention of nrefnancv. In addtUon to rotaHoni in Qbglelries.pvnacolngv. ganentl 

2 medical management experience ghould also be obtained during rotationa in Internal mcdicina 

3 and/or famllv Practice, emergency medidne and geriatric medicine. The individual'a role and 

4 experience in theae rotaliona should be equivalent to those of reaidenta on these services and 

5 should be relevant to the health care of women. Thev should be stronylv oriented towards 

6 ambuiatorv care and must include at a minimum a fair month rotation in general medicine or 

7 Family Practice medieine and a one month rotation in Emergency Medicine. In addition. 

8 reaidonte must have a stmclured experience in Geriatric Medicine that is the equivalent of at 

9 Tffift ftnB m " n t h " f » rotation. 

10 Prognims differ widely-in the types of experience-tl>uy offefto phyaidana-entering the 

11 fim year of gmduaio odueelion. Many programs include rototiono to other olinieal aemooot 

12 auoh aa medicine,-autguty or neonatology:—Other programs, however, offer predominantly 

13 oxporiooco in obfltetrlea gyneoolegy lwrt-may-provide-e1eeti<e time later in the reaideney-far 

14 rmutlmu to other cliaionl aewioea. 

15 g. The patient population ppon which avnilohlo to the educalional program is based should 

16 he Bumcient in aizc and comooaition 10 that the broad SDectmm of experiences necessary to mea 

17 the educational objectives will be provided, should provtile a variety uf opomtivo uxporience 

18 in obHtetrics gynooology. While the quality of tbe wirgical eapcrienoc in a hospital is more 

19 import rot-thaKhe-ttctuHl numtiof of caaun, awl wiiile there is great vulue to a rwmlentrin-acting 

20 as an aasifltaut to a akilled and CKperieaeed ebaieuician gynaeologiflt, it is also eascnlial diat-tiie 

21 rwidont gain experienoo in manHgement-qf-iwUenta-by-peraonal-evaluat̂ n of the signs and 

22 symptoms, phyoieal t 

12 
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1 wall M the perfomiuwoc of teohnioal proccdureu. 

2 11 The ambulatory care experiences of residents preparing for their roles as provldcra of 

3 primary and oreventiva are retiuire the gaine atUmtion. supervision and guidance aa those 

4 experiences in Kpccialty clinics. 11 is essential to pmvide a closely supervised experience bv 

5 annmpriaiclv educated generalirt faculty lhat ensures eonlinuity of care for patients by the: 

6 individual reridem. Increasing reapondhilily should he piven to the resident under the 

7 supervision of a qualinad. on site, attending stafT/faculty member. Residents should . devslgp 

8 and maintain a continuing physidan-patient relaUonship with a panel of patients, at least one 

9 half-day per week, throughout at least three of the four yon of education. The use of remote 

10 Bitca or institutions or clinical services must not interrupt contlmiltv of aire clinics for longer 

11 than two months each vcar. Residents should he provided opportunity on at least a weekly basis 

12 to return to the parent institution for their continuity clinic experience. Altemalivelv. jfjhg 

13 geographic proximity of the remote site or institution permits.. the .tonlinuUy clinic experience 

14 may take place at that location. SineeH ŝtUrwiHn-gym«jukigi»ts-fur»ctiow aa provktora of 

15 oompwhensivu care far worocm, caperienoo in the care of ambulolory palionla ia cwwentiat in 

16 education programs:—Since many of the paticat problems aeon in tbe hoapital oulpftticnt 

17 dopawmcnt are ootnpuraWe-to-those seen -in office practice, it is esftential -to provide-a-ekwely 

18 gupcrvisod oxporionee In an active ambulatory sotting that also enauros continuity of-oaro tor 

19 pattenLs by the individual resident. Increasing r̂ aponaibility should-be-given to the rMident 

20 under the-conBcienlioureupcrytelon of <|uaitfled-atlending-ataff— 

21 

22 

13 
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1 2. Content of Cwniffllvm 

2 i . The residcnra ablHtv to peraonallv ev»l\iate a oat]cm'a comolaint. provide an accurate 

3 examinaHon. employ appmnriafe diapnoatic (cats, arrive at a correct diagnosis and roeomtnend 

4 the apprepriatft fmitnirjit jg of pftfflqpimr in^ffap^, 

5 The upeoifio definition given to the first-year of gmduoie education, aa deoeribed in-iiw 

6 Gonemi Requiromonta, depends on-the content of the education and the admimsinHive simeture 

71 developed for implementing ami -superytsing the experience. 

8 b. Forma] leaching activities in obstetrics-gynecology should be Btructured and regularly 

9 scheduled. They should generally consist of patient rounds, caw eonferencejt, journal dubh and 

10 coverage of apprepriate basic sciences pertinent lo the specially. In cross-disciplinary 

11 confcrcncej such as perinatology, apprepriate physicians from other spocialtlcs should be invited 

12 to participate. 

13 £L Judgment aa to the need for a surgical procedure and the recopnition and management 

14 of complications are as imponant as the technical aspects of residency education. The program 

15 muK. therefore, ensure that the resident's clinical experience emphasizes appropriate 

16 Involvement in the process that leads to selection of the siinrical option, tlie preoperalive 

17 aaaCiRmcnt. and the postoperative care of the patients for whom thev share suryical 

18 responsibility. Continuity of care of these patients musl be documenied. An acccptabio A 

19 residency program In obstetrics-gynecology must be a 'le to provide substantial, diverse and 

20 appropriaic surgical experience after the residents have mastered the basic skills. 

21 JL The program must provide a stmctuttd didactic and clinical educational experience in all 

22 methods of family planninp. Topics mmt include all reversible methods of contraception. 

14 
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1 includiTiff natural methoda. « well ac îP.riĤ Hfm Thk m„< t include experience in manapemem 

2 of comDlicationB as well aa training in the perfomance of these proccdureg. This educalinn can 

3 !» ntnvidcd outside tho institution, in an afipmprialo racilitv. under the supervision gf 

4 appropriately educated faculty. 

5 & Experience with induced ahortion must he part nf waidency education, except for 

6 realdcnta whh moral or religious obiecdona. This education can be provided outside the 

7 institulion. Experienco with manayeincnt of complications of alvwlion must he provided to all 

8 residents. If a residency pmfram has a religious, moral pr legal reslriclkm which prohibits the 

9 reaidents from performing abonloni within the inatitutipp. the program must ensure that the 

10 residents receive a satlsfacloTV education and experience manayinp the complications of abonion. 

11 Punhennore. such residency pmpraniB muat have mechanisms which cnstire lhat rcsidenm in 

12 their program who do not have a relipous or moral ohTeciion receive education antl exnerience 

13 in performInp abortion at another Institution. 

U L Since an increasing ncrecnmffc of women sceViny their medical care from 

15 obstetrician-f vnecoltiyirts am postmenopausal r there must be appropriate didactic instruction antl 

16 aiflkiS.nt clinical exparienee in the manapemant nf tha pmhlema of women in the pOSt-

117 ffiurpductive^t 

18 2. Educational Objectives 

19 a. Every program, in order to be accredited, must have a written statement of the 

20 educational objectives for the residenu in that program pnd a list of those objectives must be 

21 given to each resident. One example of such objectives is set forth in the current "Educational 

22 Objectives for Residents in Obstetrics and Gynecology," produced under the auspices of The 

15 
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1 Council on Residency Educalion in Obstetrics and Gynecology. Directors of the programs must 

2 be able to document that they are reviewing the implementation of the educational objectives and 

3 thai the residents arc indeed accomplishing wbal is anticipated of them. Any program which 

4 does not establish a system which clearly demonstrates that each resident has or has not 

5 successfully accomplished each of the items indicated in the program's statement of educational 

6 aims and objectives cannot be considered to be an adequate program. 

7 b. It is not neither essential nor desirable that all oducadonal programs or Individual resident 

8 experience? be identical in slmaure or function. VariaHons that provide creative sohitiona and 

9 opportunities, or allow greater efficiency i n the educational program may be implemented with 

10 the prior written approval of the RRC. It is, however, mancUlory lhat each residency program 

11 provide quality education and experience for each of the residenu completing the program. 

12 4,. Resident Numbers 

13 a. The number of residents that can be adequately and responsibly educated depends on 

i 4 several interrelated factors. Clinical involvement alone does not constitute an educational 

15 experience. Tho provision of adequate supervision, education, individual evaluation and 

16 administrative support is critical. With this, it is of utmost importance that each resident have 

17 sufficient independent operative and clinical responsibilities to prepare for practice in the 

18 specially. 

19 b. The maximum number of residents in a program is linked to the number that can be 

20 accommodated within the framework of these requirements. Since one of the most important 

21 considerations is the clinical experience available to give each -resident adequate primary 

22 responsibility, and since this usually centers upon the senior resident year, the maximum number 

16 
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1 of Tcsidenu in a program depends upon how many senior residents the program can educate. 

2 Usually the maximum number of residents in a program is the number of senior residents the 

3 pregram can accommodate multlpliod by three or four, depending upon the length of the 

4 program. 

5 c. The minimum number of residenu in an accreditablc program is two (2) per year. 

6 Accreditation is granted on the basis of a balance between tho educational resources and the 

7 number of residents in tbe program. The appointment of residents in excess of the approved 

8 number may adversely affect the quality of the total experience of each resident. Tlicrel'orc, 

9 changes in the educalional resources should be reported to the Residency Review Committee and 

10 proposed increases in the number of residents must first be approved in writing by the Residency 

11 Review Committee. 

12 d. All requests for a change in the number of residents must demonstrate a distinct and 

13 substantial improvement in the educational opportunities for ail residents in the program. Such 

14 requests must be based not only on the availability of an adequate patient population but also on 

15 adequate rcsoureos for xuperviKion, education and evaluation. A request for a change in the 

16 number of residents must describe the impact of total experience upon each of the .senior 

17 residents under the new circumsianccs. The request wj]l be considered incomplete if il lists only 

18 expansion in beds, hospitals, or overall clinical experience and docs not address the question of 

19 expansion of faculty ani administrative support necessary to leach, supervise and evaluate the 

20 additional residents. Convcncly, a reduction in beds, hospitals or other changes in the program 

21 which may lead to an anticipated decrease in total experience for Ihc-rcaldcntj must be promptly 

22 called to the aucnlion of the Residency Review Committee to determine if a reduction in the 

17 
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1 number of nsaidem ponidons In • given graduate medical program ia ncccaaary. 

2 ju Other Reaidents and Trainees 

3 a. The number of residents from other graduate medical education programs in any specialty 

4 who arc assigned to the obnetTiea-gynocoiogy residency should not be so large as to compromise 

5 the educalional resources of die obstetrics-gynecology residency. 

6 b. For those residency programs associated with posi-restdcney fellowships, the education 

7 of fellows musl not compromise the experience of residents. 

8 Patient Responsihility/Supcrviaion 

9 a. Supervision of residents in obstelrics and gynecology is required to ensure proper (1) 

10 education, (2) quality of care, (3) patient safety, and (4) ftilflllmcnt of responsibility of the 

11 attending physicians to their patients. These considerations must be integrated with the goal of 

12 independent competence in the full range of obstetrics and gynecology al Ihe completion of 

13 residency. This implies a graduated and increasing level of independent resident action̂ whieli 

14 ia eompiete at the end of rewdumj. Each program director must balance quality assurance for 

15 patient care, resident education, and independent resident action. The level of resident 

16 supervision should be commensurate with the amount of independent function that is designated 

17 at each resident level. Residents, as well as faculty, may provide supervision. 

18 b. On an obstetrics and gynecology Kerviee, adequate supervision requires the 24-hour 

19 presence of faculty In the I ospital except when residents are not assigned in-hou.se call 

20 responsibilities. Faculty must be immediately available lo the resident if clinical activity is 

21 taidng place in the operating rooms and/or labor and delivery areas. Faculty musl be within 

22 easy walking distance of patient care units. Clinical services provided in ambulatory (ofTlcc) 

I B 
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1 locailonn require on site supervision. Open and generously used lines of two-way 

2 communication are important and should be encouraged. 

3 c. If it is judged by the pregram direcior that the sue and nature of the patient population 

4 does not require the 24-hour presence of residents and faculty, this situation must be carefully 

5 defined and reviewed and should include information about the nature of tbe hospital, the patient 

6 population, the nature of attending staff, the geographic and climatic situations. Exceptions 

7 require prior written approval from the RRC. 

ii d. Supervision of residents is a responsibility of the program director and teaching staff. 

9 It is the responsibility of the inmiuiiion sponsoring a residency program to establish oversight 

10 to assure that programs meet the supervisory provisions of these Requirements. 

11 2i Graded Responsibility 

12 Complete management of a patient's care under adequate supervision should be considered the 

13 highest level of residency educalion. There are, however, circumstances under which the 

14 resident may not assume complete management: 

15 a. When the program director or his/her designee docs not bcliovc the resident's 

16 expertise or understanding is adequate to ensure the best care of the patient. 

17 b. When the attending physician is unable not-wilimg to delegate the necessary 

18 degree of responsibility. 

19 c. When the resident, for religious or moral reasons, does not wish to participate in 

20 the proposed procedures. 

21 An essential feature of resident education is that a significant number of slafT support the 

22 principle of delegation of complete management under supervision. 

19 
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1 Increasing responaibtitty rourt progress In an orderiy fashion, culminating in a senior resident 

2 year. The senior resident year consists of twelve months of clinical experience, in the last year 

3 of the resident's program. Elective time in the senior resident year requires the prior approval 

4 of the Residency Review Commitiee. The senior resident must have sufficient independent 

5 operating experience to become technically competent and have enough total responsibility for 

6 management of patients to emoire proliciency in the diagnostic and treauuent skills lhat are 

7 required oi" a specialist in obstetrics-gynecology in ofTlcc and hospital pracUcc. 

8 JL Duty Hours and Personal Responsibilities 

9 On-call requiremcnls are esseniial for an optimal educational environment and to assure 

10 continuity of patient care. The number of residents and faculty should be adequate lo prevent 

11 excessive frequency and length of on-call dutt- 1*© scheduling of on-call duly should consider 

12 that clinical events in obstetrics and gynecology do take place ai any time; that safe and effective 

13 patient care and a good learning environment both require adequate periods of rest; and that tho 

14 residency program appointment is the resident's full-time compensated occupation. The 

15 frequency of on-call duty for residents should be, on the average, no more often than every thinl 

16 night. Residents should be allowed to spend, on the average, at least one full day out of seven 

17 away from program duties. Tlie program director must also ensure adequate backup if sudden 

18 and unexpected patient care needs create resident fatigue sufficient to jeopanfoe patient care 

19 during or following on-call periods. 

20 B. Specific Educational Experiences 

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

22 

20 
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1 I. Obstelrics 

2 a. The full range of ohsieiries, including high-risk obstetrics and medical and 

3 surgical complications of pregnancy. 

4 b. Gcactics, including the performance of genetic amniocentesis and patient 

5 counseling. 

6 c learning and performing operative vaginal deliveries, including obstetric forceps 

7 and or vacuum extractor. 

8 d. Performing vaginal brooch deliveries and vaginal multifetal deliveries. 

9 e. Performing vaginal births after previous cesarean delivery. 

10 f. Obstetric anesthesia. Residents must leant the principles of general and 

11 conduction anesthesia, together with tbe management and the complications of 

12 these techniques. 

13 g. Experience in the management of critically ill patients. 

14 h. Immediate care of the newborn. Every resident must have experience in 

15 resuscitation of the human newborn, including tracheal intubation. The principles 

16 of general neonatal complications must be learned as well. 

17 I. The full range ofcommonly employed obstetrical diagnostic procedures, including 

18 nltrasonnirranhv and other relevant imaging techniques. 

19 X* The emotional and psychosocial Impact of prepiancv upon an individual and her 

20 family, in a variety of circumstances. 

21 L . The counseling of women regarding nutrition, exercise, health maintenance, high-

22 risk hehavlnrn and preparation for pregnancy and childbirth. 

21 
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1 ] . Obsletric pathology. 

2 2. Gynecology 

3 a. The full range of the eemom and patianL ego of medical and surgical gynecology 

4 for aU age groups. 

5 fej. Diagnosis and mannyement ofoelvic floor dvgfunclion incliidlne experience with 

6 the various operations for iu correction. 

7 c. Diagnosis, and medical, and surgical management of urinary incontinence. 

8 d. Oncology, including prevention, diapiosis and treatment, radiation and 

9 chemotherapy. 

10 e. Diagnosis and non-surgical management of breast disease, including fine needle 

11 aspiration. 

12 f. Reproductive endocrinology and infertility. 

13 g. Clinical skills in family planning. 

14 h. Psychosomatic and psychosexual counseling. 

15 1. The full range of commonly employed gynecologic diagnostic procedures, 

16 including tiltrasunoyraphY and other relevant imaging techniques. 

17 j . Experience in the management of critically ill patients. 

18 & Counseling and educatinp palicnls about the normal physiology of the 

19 -reproductive tract and regarding high-risk behaviors which mav compromise 

20 rcprpdurtiyg function. 

21 I . Gynecologic pathology. 

22 

22 
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1 2* Primary and Pravwitivn rare 

2 CiimprBhenaive Maiorv ialdnP which Includes medical, mitritional. sexual, family. 

3 genetic and aoeial ixAavlor data, and the ability to assess health risks. 

4 fc,. Complete phyainul eitflminarion. 

5 L Ancrooriatc use of laboratnty studies and 

6 diagnostic techniques. 

7 fL Patient education and counseling. 

8 P. Screening aoorooriate to patients of various ages and risk factors. 

9 L. Immunizations needed at specific ages and under specific circumstances. 

10 Diagnosis and treatment nf the common. pon-rBPmductive illnesses affecting 

11 women. 

12 ^ Manayemenl nf the health cam of patients in a cnntimioiia manner through all the 

13 reproductive and post-reoroductivc vcar*. 

14 L Appropriate vise of community resources and other nhvsicians through 

15 consultation when neceasarv 

16 L Annropriate awareness and knowledge of the hchavinral and societa] facton that 

17 Influence health amonr women of dirferiny socio-economic and cultural 

18 backgrounds. 

19 Behavioral medicine and psychosocial problems, including domestic violence. 

20 sexual assault and Muhstancc abuse. 

21 1. Emergency care. 

22 m. Geriatric medidne Amhnlatorv Primary care problems nf lh ? yRriatrie patient. 

23 
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1 IL BariCS Of epidemiology, Statistics, data collection and management, anri nf 

2 medical HtanHutn ̂  jn^wment nf {(K value 

3 o. Ethics and medical jurisprudence. 

4 Community medicine. 

5 Health care gyaterop, 

6 Information proceaainp and dociiion making. 

7 

8 3. Other [That items have been moved.) 

9 a. Obotetrie and gyweeologie pathology." 

10 hr Emcfgoaoy nwdiwino. 

i 11 fe Basie-medieal cpidomiology and alattalefe-

12 4: BUHoa and-fmxlioal jurisprudenoe.-

13 C. Research 

14 The quality of the educalional experience within a department of obstetrics and gynecology is 

15 enhanced by an active research environment. It is highly desirable that every program 

16 encourage each resident to bo involved in a reaearch project. 

17 

18 IV. EVALUATION 

19 A. Resident Performance , 

20 The program director must establish methods of periodically and systematically evaluating 

21 and documenting the level of performanoe, experience and tcchnicaVskills of the residents. One 

22 example of an acceptable mechanism helpful in evaluating cognilivc knowledge is the CREOO 

24 
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1 in-tmining oxnminatlon. On al least a semi-annual basis, program directors or their designees 

2 must inform the residents of their individual progress, emphasizing strong pointu and oiTcring 

3 guidance with regard to correcting defJcicncici. These evaluations, as well as a list of skills 

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

5 specific resident's identity) al the time the program is reviewed for approval. 

6 Physicians must have the welfare of their patients as their primary professional conccin. 

7 Hie resident must therefore demonstrate those humanistic qualities which foster the formation 

8 of appropriate patient/physician relationships, These indude integrity, respect, compassion, 

9 professional responsibility, sensitivity to the patient's needs for comfort and encouragement, and 

10 an appropriate professional attitude and behavior towards colleagues. These attributes should 

11 be emphasized throughout the curriculum, and must be evaluated. 

12 B. Program Review 

13 For the purpose of program review, accurate and complete documentation of each 

14 individual resident's experience for each year of the program is mandatory. These records 

15 should indicate the level of participation of the resident and skills achieved. The program 

16 director must review at least semi-annually the record of operative experience with the individual 

17 resident for breadth and depth of experience as well as for evidence of continuing growth in 

18 technical achievements. These cumulative data will be reviewed in detail at the time of survey 

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

20 is no distinction between private and service patients. 

21 Annually, Ihe program director musl collect, compile and nslain ihe nuinl»rs and lypes 

22 of operative procedures performed by residents In the program, together with information 

25 
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1 describing tho total resident experience in each institution and facility utilized in the clinical 

2 education of residents. TUs infonnation must bo provided in the format and form specified by 

3 the Residency Review Committee. 

4 One signiflcant measure of tho quality of a program is the performance of its graduates 

5 on the examinations of the American Board of Obstelrics and Gynecology. 

6 

7 V. BOARD CERTIFICATION 

8 Program directors must notify residents who plan to seek certificaiion by the American 

9 Board of Obstetrics and Gynecology that thev should communicate with the Executive Director 

10 of the Board to obtain the latest information regarding current requirements for certification. 

J] 
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IS 

16 

17 RRC: October, 1994 

18 ACGME: Fehroaty, 1995 

19 Effective: January, 1996 
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