
New ACGME requirements 
will cost $380 million 
annually, report says

The new year brings a new set of ACGME Common 

Program Requirements. The new standards come with a 

new challenge for designated institutional officials, pro-

gram directors, and program coordinators: Figuring out 

how to cover the high costs of implementing the new 

duty hour and work environment standards.

“We estimate the total direct annual costs of the new 

requirements will be $380,766,262 to hospitals nation-

wide. The total direct annual cost for individual teach-

ing hospitals will be about $785,000,” says Teryl K. 

Nuckols, MD, MSHS, lead author of the report and a 

researcher with the Division of General Internal Med-

icine and Health Services Research at David Geffen 

School of Medicine at the University of California,  

Los Angeles. 

The ACGME released the report, ACGME Common Pro-

gram Requirements: Potential Cost Implications of Changes 

to Resident Duty Hours and Related Changes to the Training 

Environment Announced on September 28, 2010, on its 

website (http://acgme-2010standards.org/pdf/dh-CostAnalysis-

for2011CPRs.pdf) in November 2010. 

The cost analysis examines:

➤➤ Direct costs of implementing the new duty hour and 

training environment changes, which include factors 

such as hiring new labor, implementing new systems, 

and opportunity costs

➤➤ Net costs for teaching hospitals, which include 

potential savings that may be realized through fewer 

preventable ad-

verse events

Nuckols based 

the estimates on 

recent data in sci-

entific literature 

pertaining to du-

ty hours and how 

the ACGME antici-

pates programs will implement the new duty hour stan-

dards, which limit first-year residents to 16-hour shifts.  

The ACGME’s assumptions are:

➤➤ In small programs, 14 or more hours of postgraduate 

year one (PGY-1) residents’ work will be transferred 

to attending physicians or nurses

➤➤ In large programs, PGY-1s will work the same amount 

of hours as they do now, and schedules will be reor-

ganized so that work does not need to be transferred 

to others

➤➤ Senior residents will transfer two or more hours of 

work per extended shift to other residents

“�We estimate the total 

direct annual costs of the 

new requirements will be 

$380,766,262 to hospitals 

nationwide. The total direct 

annual cost for individual 

teaching hospitals will be 

about $785,000.”

—Teryl K. Nuckols, MD, MSHS
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New ACGME < continued from p. 1

➤➤ Subspecialty residents will transfer two or more 

hours of work per extended shift to other  

residents

“It’s hard to know how programs are going to do 

this,” Nuckols says. “If you change the assumptions,  

the costs can get much higher.” 

For example, if all PGY-1 work is transferred to 

attending physicians or nurses, the costs balloon to 

$1,187,014,278, according to the analysis. 

Work environment changes

In addition to calculating the cost of implementing the 

new work hour restrictions, Nuckols also estimates costs 

associated with complying with new training environment 

requirements across all ACGME-accredited programs. 

The report states that the onetime costs across all pro-

grams during the initial year will total $55,676,314. Re-

curring costs are forecasted to be $190,917,834 annually. 

These changes and their onetime and recurring costs 

across all programs are: 

➤➤ Faculty and resident education on fatigue is estimated 

to have an initial onetime cost of $38,834,074 and an 

annual recurring cost of $18,202,029

➤➤ Transportation to post-call residents has no initial one-

time cost and an annual recurring cost of $111,001,199

➤➤ Implementing structured procedures for handoffs has 

an initial onetime cost of $16,842,240 and an annual 

recurring cost of $49,015,169

➤➤ Enhancing duty hour and environment oversight, 

which is the time institutional personnel will spend 

preparing for and conducting the new annual review 

by the ACGME, has no initial onetime cost and an 

annual recurring cost of $12,699,437

ACGME vs. IOM costs

The Institute of Medicine’s (IOM) 2008 report outlining 

recommendations for duty hour and work environment 

standards projected a cost of $1.7 billion. 

“The ACGME’s projected costs are much lower because 

the IOM recommended 16-hour shift limits and five-hour 

naps for on-call residents. These recommendations applied 

to all residents, not just PGY-1s,” Nuckols explains. 

The new standards do not mandate five-hour naps and 

the 16-hour limits only apply to PGY-1s. 

Although the costs associated with the ACGME’s 2011 

standards aren’t as high as those proposed by the IOM, 

GME professionals will still have to work with hospital 

administrators to find funding to meet the new require-

ments before July 2011. n
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Transitions of care are ripe for improvement in most 

residency programs. Junior trainees often learn from 

senior residents how to conduct handoffs during their 

first year of training. 

This model of education leads to variations in practitio-

ners’ handoff methods. The lack of standardized processes 

increases the chance of miscommunication or omissions 

of crucial patient data, which can lead to adverse events 

and patient harm. 

Program directors and key faculty should review 

their handoff process and create a uniform method of 

conducting handoffs within their departments. Doing so 

has several benefits: 

➤➤ Reduces handoff-related patient care errors

➤➤ Provides residents with a template of information 

that needs to be exchanged

➤➤ Underscores the importance of conducting handoffs

➤➤ Complies with the new ACGME Common Program 

Requirements for transitions of care, which are effective 

July 2011 (see the sidebar on p. 4 for more on the 

ACGME requirements)

Creating a more robust handoff process is also criti-

cal because the number of handoffs is likely to increase 

once new ACGME standards reducing first-year residents’ 

work hours take effect.  

“As we continue to decrease absolute numbers of hours 

residents can take call, we’re almost by definition going to 

continue to add additional handoffs into the system,” says 

Jeffrey Wayne, MD, FACS, associate professor of surgery 

in the Division of Gastrointestinal and Oncologic Surgery 

at Northwestern University Feinberg School of Medicine 

in Chicago.  

Improving the accuracy and completeness of handoffs 

in your program is a three-step process:

➤➤ Evaluate current practices and identify areas for 

improvement

➤➤ Create a standardized process for the handoffs

➤➤ Implement the new handoff process 

Dig deep into handoff practices 

Before implementing a new handoff process, program 

directors must understand how transitions of care cur-

rently happen between residents and attending physicians, 

says Wayne, who revamped the handoff procedures in 

2008 across all 12 services that the surgery residents at his 

institution rotate through. 

Determine which handoff elements you want to assess. 

For example, Wayne’s redesign focused on improving the 

completeness, accuracy, efficiency, and appropriateness of 

task delegation of handoffs. 

Residents, attending physicians, hospital administrators, 

and other healthcare providers, such as nurses, can pro-

vide insight into how handoffs currently stack up against 

these four factors. 

Use the following methods to get baseline data on 

how handoffs occur in your program: 

➤➤ Focus groups. Focus groups are a relatively 

low-cost way to get in-depth details about handoff 

practices. To get honest answers, consider conducting 

separate focus groups for residents, attending physicians, 

and others, suggests Elizabeth Weinshel, MD, deputy 

chief of staff at VA New York Harbor Healthcare System 

and former gastroenterology fellowship program direc-

tor at the New York University (NYU) Langone School of 

Medicine in New York City. 

While leading a handoff performance improvement 

project in her program, Weinshel found that focus group 

participants are more likely to be candid if they are among 

peers. Similarly, focus group facilitators should be of the 

same peer category as the participants or an independent 

third party. Weinshel worked with experts from NYU’s Of-

fice of Development and Learning to conduct the sessions. 

Handoff help: A step-by-step guide to identifying barriers 
and creating a standardized sign-out process

> continued on p. 4
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➤➤ Surveys. Electronic and phone surveys measure 

the residents’ and attending physicians’ satisfaction with 

current processes, confirm practices identified by direct 

observation or focus groups, and determine elements of 

good handoffs and items to potentially include on a stan-

dardized handoff sheet.

When possible, send electronic surveys. Residents are 

more likely to complete a quick survey on their smart-

phones or computers than on paper, Wayne says. 

To record residents’ perceptions of handoff practices, 

conduct phone surveys immediately after residents come 

off call. Ask them about the information they received 

at the beginning of their shift and the handoff they con-

ducted right before leaving, Wayne says.

 

Gathering all of this information is time-consuming. 

Enlist the help of a research assistant if one is available. 

Program coordinators may also be able to help dissemi-

nate and collect surveys. Residents are another option.  

“Many programs have chief residents with adminis-

trative responsibilities. Delegate data collection for such 

projects to them,” Wayne says.  

Make improving handoffs a quality improvement proj-

ect involving residents. This is a great way to get help and 

resident buy-in. It also fulfills the practice-based learning 

competency and ACGME requirements for performance 

improvement, Weinshel says. 

Consistency is king

Standardizing the information transmitted during 

handoffs helps ensure that residents transfer the most 

important patient information to their counterparts. 

In both Weinshel’s and Wayne’s programs, focus 

groups and surveys revealed that residents were using 

improvised spreadsheets to transfer information. 

“These weren’t standardized from service to service 

or even among residents. One resident may design a 

spreadsheet that works for them and just carries it to 

the various services they go to,” Wayne says. 

Before the focus group, develop open-ended questions 

that you would like participants to answer. Weinshel cre-

ated questions that would determine the following: 

–– How participants define handoffs

–– What participants perceive as elements of a good 

handoff

–– How handoffs currently occur 

–– What improvements can be made

➤➤ Direct observation. Another way of gathering 

data is to directly observe handoffs and information flow. 

This method allows program directors to identify ineffi-

ciencies and problem areas in the handoff process, says 

Wayne. The downside to this method is that you most 

likely need a third party to conduct the observations and 

analyze the findings. University-based hospitals may be 

able to save costs by partnering with efficiency or opera-

tions experts at their universities’ business schools. 

“Experts from our business school came in and ob-

served our 12 different services in the hospital, look-

ing at how the residents were conducting handoffs, the 

quality of the written document exchanged, observed 

whether the handoff was only verbal or also had written 

documentation, and whether there was any sign-out at 

all,” Wayne says. 

The observers examined how information for patients 

flows over several 24-hour periods. 

Handoff help < continued from p. 3

New ACGME standards for handoffs

Section VI.B. Transitions of Care of the new ACGME 

Common Program Requirements state:

➤➤ Assignments must be created to minimize the number 

of transitions of patient care

➤➤ Institutions and programs must ensure and monitor 

structured handoff processes

➤➤ Programs must ensure that residents are competent in 

handoffs

➤➤ Institutions must ensure that schedules clearly indicate 

the attending physician and residents responsible for 

each patient’s care 
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club to ensure that inpatient care was not interrupted by 

residents’ educational or clinical responsibilities. 

“The days have more continuity, and it made it easier 

for the attending physicians to see patients and round 

with the team,” Weinshel explains. 

Tip: As more hospitals convert to electronic medical 

records (EMR), consider integrating the sign-out sheet 

and the EMR. Wayne worked with IT staff to design a 

solution that pulls information from the EMR and au-

topopulates portions of the handoff document, such as 

medication, labs, vital signs, and patient name and room 

number. It saves the residents time and reduces data in-

put errors. 

Rollout and follow-up

Education is key to successful implementation of a 

new handoff process. Consider introducing the new 

sign-out sheet or system during grand rounds so both resi-

dents and attending physicians participate. Most residents 

are tech-savvy enough to pick up the system quickly, but 

it may be helpful to make IT staff available to caregivers 

throughout the rollout phase, Wayne suggests. 

However, training residents on the sign-out instru-

ment is not enough. You must also educate residents on 

the elements of a complete handoff. (See “Improve resi-

dent handoffs with 10 best practices” in the January 2010 

RPA and “Create a toolbox for teaching and assessing 

handoffs” in the February 2010 issue.)

After rollout, follow up with residents to ensure that 

the new system is working. 

“I brought it up at research conferences every month 

to ask how it’s going, what’s working, what’s not. It was 

on people’s radar all the time,” Weinshel says, adding 

that she tweaked the system as she received feedback. 

Another option is to ask residents to complete an 

evaluation of the new process. Wayne designed an eval-

uation in which residents measure the four components 

of handoffs he set out to improve:

➤➤ How many minutes it took to update the handoff 

sheet (efficiency)

Because residents were comfortable with this format 

for exchanging information, Wayne and Weinshel con-

tinued the use of spreadsheets.

“We tried to look for common things that were on all 

of the sign-off sheets that people were using, and we ba-

sically standardized the columns and headings to reflect 

the data we considered most important, pertinent, and 

useful to the resident on call,” Wayne explains. 

Wayne’s sign-out sheet lists the following headings:

➤➤ Room

➤➤ Attending physician

➤➤ Postoperative day

➤➤ Admit/diagnosis

➤➤ Code status

➤➤ Allergies

➤➤ Medications

➤➤ Diets

➤➤ Drain/tubes/lines

➤➤ Vital/labs/tests/cultures

➤➤ Sign out to-dos

Include information that residents and others who 

were surveyed said was often missing during handoffs. 

For example, residents in Wayne’s program noted that it 

was often unclear who the on-call supervising physician 

was for a service. Additionally, nurses said they often 

did not know what time the transfer of responsibility 

occurred from one resident to another. 

Wayne included a drop-down menu so residents can 

select an on-call supervising physician and added a date 

and time stamp so that when the final on-call list was 

printed, it was clear when the responsibility was trans-

ferred to the resident on call. 

Scheduling is another key component of standardizing 

the handoff process. The optimal handoff situation in-

cludes a face-to-face meeting between residents to trans-

fer information. Whenever shifts change, try to create a 

one-hour overlap so residents going off duty and those 

coming on have time to meet. 

Look beyond resident schedules. Weinshel rearranged 

the program’s schedule of conferences, rounds, and journal > continued on p. 6
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Sample handoff policy

A handoff is the transfer of care from one provider (unit, 

shift, facility, etc.) to another provider. The handoff is a 

mechanism for transferring information, responsibility, and 

authority from one caregiver to another. 

Hospital handoffs occur upon admission, at shift changes, 

before and after procedures, upon unit changes, and at dis-

charge. Hospital handoffs are high-risk, high-frequency events 

in which critical information must be transferred completely 

and accurately. 

Some providers may find it difficult to speak directly 

with a professional superior or maintain the appropriate 

assertiveness and tenacity needed in making key points. 

Different providers may also have different communica-

tion styles, which creates the potential for a breakdown of 

communication. 

House staff must comply with the following recommen-

dations, which standardize the handoff process and ensure 

error-free handoffs:

➤➤ Communication between providers must be interactive 

and allow—even promote—questions between the giver 

and receiver of information.

➤➤ The information must be accurate, complete, and up 

to date. Residents must include recent or anticipated 

changes, and there must be an opportunity for the re-

ceiving provider to review test results and relevant 

historical data.

➤➤ Interruptions during the handoff should be limited. Con-

duct handoffs in face-to-face encounters whenever pos-

sible, in an atmosphere free of unnecessary noise and 

interruptions. If patient information is provided electroni-

cally or via fax or hard copy form, a follow-up telephone 

conversation is strongly encouraged to allow for feedback 

and an opportunity for questions.

➤➤ Allow for a verification process, such as write-down/read-

backs as appropriate (alarm values, specifically).

➤➤ Confirm receipt of patient charts (hospital and outpatient 

or nursing home setting). Be sure to confirm that the 

transmission or copy of the chart was received or deliv-

ered to the patient’s physician.

➤➤ Use precise language; avoid terms such as “unstable” or 

“okay.” Refrain from jargon, but define the patient’s situ-

ation. Adhere to approved abbreviations and keep the 

handoff free of irrelevant details.

➤➤ Use a standardized, consistent reporting format such as 

SBAR. At a minimum, the format should include a sum-

mary of the current medical status, resuscitation status, 

recent laboratory values, allergies, and both problem and 

to-do lists. The provider signing out begins by familiariz-

ing him- or herself with the appropriate patient informa-

tion before initiating the handoff. Report:

–– Situation: Identify yourself, your position, the patient’s 

name, and current situation. Describe what is currently 

going on with the patient.

–– Background: State the relevant H&P, physical assess-

ment, treatment and clinical course summary, and any 

pertinent changes.

–– Assessment: Offer your conclusions—what is the prob-

lem in your opinion?

–– Recommendations: What needs to be done?

Source: Adapted from NYU School of Medicine Gastroenterology 

Fellowship Program.

➤➤ The extent to which inaccuracies appeared on the 

sheet (accuracy)

➤➤ The number of times incomplete information was 

given on the handoff sheet (completeness) 

➤➤ Whether it was easier to determine what time patient 

care responsibilities were transferred to the resident 

coming on duty (responsibility)

➤➤ How the handoff information was communicated—

discussions via phone, in-person meeting, or the 

sheet without discussion (dissemination) 

Wayne’s evaluations indicated increases in efficiency, 

accuracy, and completeness and showed that information 

communication was clearer. n

Handoff help < continued from p. 5
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Coordinator’s corner

Start the year off right with tips from your colleagues 
Program coordinators are always looking for ways 

to streamline processes or improve the way things are 

done. Unfortunately, coordinators are often too busy to 

stop and pat themselves on the back for all their efforts 

to enhance the training program. 

The new year is a great chance for program coordina-

tors to reflect on all that they’ve accomplished. To recog-

nize hard-working, innovative coordinators, RPA called 

on readers to share what they’ve done this past year to 

improve their program or resident education. 

Borrow your colleagues’ all-star ideas, modify them, 

and implement them in your own program.

Make the switch to e-files

Lainie Franklin, MPA, family medicine residency coordi-

nator at University of Missouri-Kansas City, describes how 

she successfully transitioned from the paper-based resident file 

to an electronic format.  

As a new coordinator, I have much to learn. However, 

I entered the profession with 22 years’ experience in 

healthcare, 10 of which were as a certified medical staff 

coordinator. Paperwork was the name of the game then, 

but not now. 

Coming into the residency program office, I found that 

the resident files were mostly paper-based, but some were 

in an electronic format as well. Unfortunately, it was near 

impossible to decipher the contents of the electronic files 

without opening the document. 

The paper files weren’t much easier to sort through. 

Most were simply a manila folder full of several copies of 

the same document—all of which were in no particular 

order. 

Locating a document was so time-consuming. I quick-

ly found that it took me less time to create an electronic 

version with a well-defined naming convention.

I proposed to the residency office team that we create 

a electronic folder for each resident. All of the residents’ 

folders would include the same information organized 

into standardized subfolders.  

We all agreed on a format, and we tweaked it as we 

started scanning the paper documents. 

The main folder is the resident’s name. Currently, we 

have the following subfolders: 

➤➤ Contracts

➤➤ Credentials verification

➤➤ Deferment and forbearance requests 

➤➤ Exam scores

➤➤ Health records

➤➤ Interview and match documents

➤➤ Leave and rotation requests

➤➤ Letters of reference

➤➤ License, insurance, DEA

➤➤ Life support certificates

➤➤ Longitudinal curriculum

➤➤ Miscellaneous

➤➤ Moonlighting

➤➤ Onboarding

➤➤ Quarterly and semiannual reports

➤➤ Reimbursement requests

➤➤ Surgery rotation 

Each resident’s folder also includes a transcript and pho-

to. We do not put those into subfolders because both are 

accessed frequently. They are stand-alone items within the 

main folder.

Each subfolder has defined contents and a naming 

convention. The name of the document is always the 

year the document expires, followed by the resident last 

name and the name of the document. We use the first 

initial when two residents have the same last name. For 

example, the naming convention for Michael Brown’s 

license is “2012 Brown M Missouri License.”

> continued on p. 8
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Start the year < continued from p. 7

for review. This totaled more than 10,000 pages printed 

using the double-sided option. 

This was an excellent opportunity to get lean and green. 

After reviewing the process, talking it over with the pro-

gram director and other faculty members, we decided that 

I should burn the applicant files onto a CD along with 

a photo sheet containing photos of all of the applicants. I 

group the candidates’ photos by interview day so that the 

applicants coming on the same day are in the same group. 

In order to make this process work, I convert the appli-

cant files to a PDF from ERAS. The only documents that we 

now reprint are the ones that are absolutely necessary. This 

year, this totaled approximately 570 pages, double-sided. 

All interviewers now receive a single CD containing 

all applicant files. After the interview day, interviewers 

return the CDs, which are securely recycled. 

This new lean, green process has transformed our re-

cruitment process. The amount of paper savings, both 

financially and physically, is substantial. The amount 

of time that staff contributes to this process is truly a 

remarkable difference than the previous process. For 

example, it takes two hours to burn 40 CDs versus 

hours and hours of labor.

The added and most unexpected benefit is that the 

CDs are a welcome change to everyone involved in re-

cruitment. They fit easily in briefcases and have made a 

very positive impact on our entire recruitment process!

The 3+1 system

Maria C. DeOliveira, administrative director for medical 

education in the internal medicine program at Boston Univer-

sity Medical Center, submitted the following description of a 

new scheduling solution. 

In July 2010, we implemented a new schedule format 

called the “3+1” system. We designed the system to ac-

complish several goals, including: 

➤➤ Compliance with ACGME’s ambulatory regulations 

and standards

We use the electronic file format for the current group 

of 36 residents. We have not decided whether we will 

scan the previous years’ graduates.

It was labor-intensive to convert these 36 resident 

folders from print to electronic (approximately 40 hours), 

but as a new coordinator, the process was invaluable. No 

longer do we have a combination of paper and electron-

ic files; the files we have are succinct and standardized 

across the board. I am truly amazed at the time savings 

this project has afforded us. 

There are no more folders and labels to purchase or any 

more copies to make. When someone needs a document, 

I simply e-mail it to the person. A bonus that I did not an-

ticipate was that because I scanned and saved all of the 

documents, I know my residents, their struggles, and their 

strengths as well as, or better than, anyone else in the office. 

Lean and green recruitment

Michelle R. Tuetken, education coordinator for the orthopedics 

program at Washington University in St. Louis (MO), describes 

her program’s newest way of managing candidate applications.  

Gearing up for recruitment is a lot like taking a long 

trip. The first part is planning the journey, which you 

start months in advance. As your trip nears, you begin 

packing and then reevaluating whether everything you 

brought is really necessary. Finally, you pare down the 

items so that you can close the suitcase. This is exactly 

how I manage applications during recruitment. 

Each recruitment season, I print an average of 358 

files, containing 25 pages per file, and put them into file 

folders for review. Of these files, our selection committee 

invites a little more than one-third of the applicants to 

formally interview with us.  

I would then reprint the entire applicant file once the 

residents uploaded the dean’s letter and various other up-

dates into the Electronic Residency Application Service 

(ERAS). The reprint included approximately 30–40 pages 

per file, and I made seven copies of each file to distribute 
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Code drills

LaDonna Epling, RN, program coordinator for the internal 

medicine residency program at Norton (VA) Community Hospital, 

describes her program’s mock code drills. 

To improve our residents’ skills and responses when 

a patient codes, we implemented mock code simulations 

once per quarter. All resident levels and medical students 

participate in the exercises. 

During the mock code exercise, we assign residents 

different roles on the team. Residents participate in sev-

eral scenarios, rotating team member positions. This helps 

them understand what every code team member experi-

ences during an actual code. 

Residents wear badges identifying their role so it’s 

clear to all team members who the primary doctor run-

ning the code is, the nurse, recording nurse, etc. 

Advanced cardiac life support (ACLS) instructors 

design the codes and help run the drills. Residents who 

are certified in advanced trauma life support (ATLS) 

also help. 

The more that the residents participate in these code 

drills, the more relaxed and confident they become in 

their skills. Residents are also more comfortable during 

actual code situations. 

We recently purchased a video camera to tape resi-

dents during the drills. We hope that they will be able to 

watch the videos and identify areas for improvement in 

their code skills. The ACLS instructors and ATLS-certified 

residents provide feedback to the participants. 

A new kind of grade for residents

Molly Ostrowski, general surgery program coordinator at 

Greenville (SC) Hospital System, explains her program’s new 

grading system designed to enhance resident compliance with 

administrative tasks. 

The newest thing we implemented is a quarterly 

“administrative grade.” Residents receive a grade based 

on their compliance with completing administrative 

tasks. 

➤➤ Compliance with duty hours

➤➤ Increase resident satisfaction with clinic experiences

➤➤ Minimize conflict for the residents, who were strug-

gling with their responsibilities in the inpatient and 

ambulatory settings 

Under the new system, the residents do three weeks 

of inpatient time. Trainees spend the final week com-

pletely devoted to the ambulatory service; hence, the 

3+1 schedule. During the ambulatory week, the resi-

dents are divided into pods and attend four continuity 

clinic sessions, four subspecialty clinic sessions, an ad-

ministrative session, and an academic half day. The aca-

demic half days include an expansive curriculum, which 

faculty members teach at the primary hospital and at our 

affiliates’ health centers and clinics. 

Our residents used to be in the inpatient setting and 

have clinic only once per week. On certain rotations, 

such as the ICU, the residents often struggled with hav-

ing to leave a very sick patient to go to clinic. This often 

left them feeling dissatisfied with the ambulatory setting. 

The 3+1 system minimizes this conflict.  

We are still in the early stages, but initial feedback in-

dicates increased resident satisfaction. They are able to 

focus on patients in each setting and recharge during 

their clinic week in preparation for the next three-week 

inpatient service. 

Attending physicians are pleased that, while on service, 

the team is not constantly being covered by another resi-

dent for ambulatory purposes. The system also adheres to 

duty hour regulations. 

In addition to meeting all of our initial goals, we’ve 

also found that scheduling for our three-hospital pro-

gram has become a bit easier. Although there are more 

components to the schedule, there is less room for error.

There are many creative variations to this type of 

schedule nationally. We looked into several of these ini-

tiatives and designed something that would work out 

best for our program. > continued on p. 10
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Start the year < continued from p. 9

Use the six core competencies to prescreen applicants. 

Nov., p. 4. 

Documentation

Effortless ways to document program improvement 

efforts. March, p. 8. 

Keeping tabs on resident attendance: Strategies for 

managing time off and other absences. May, p. 8. 

Resident file contents: Destroy, hold, or keep: A guide 

for developing a record retention policy. Jan., p. 4.

Should it stay or should it go: Learn when to keep or 

say goodbye to program documents. Feb., p. 8. 

ACGME core competencies

Book excerpt: A Practical Guide to Teaching and Assessing the 

ACGME Core Competencies, Second Edition. June, p. 8. 

Four-step learning activity to meet the practice-based 

learning and improvement competency. Jan., p. 8. 

Navigate error disclosure training for residents.  

Sept., p. 6. 

Prepare residents for the real world with practice 

management training. May, p. 1. 

The relative ranking model explained: A framework  

for resident self-assessment and faculty feedback.  

Feb., p. 1. 

Residency Program Alert 2010 index

The grade provides a method for us to track which 

items residents have completed and recognize those who 

are timely. 

The composite grade is calculated based on residents’ 

compliance in five areas. We weight the areas differently, 

assigning higher weights to the more important categories. 

The five areas and weights are: 

➤➤ End-of-rotation card completion: 30% 

➤➤ Duty hour compliance: 30% 

➤➤ Conference attendance: 20%

➤➤ Makeup work completion (e.g., missed reading 

exams): 10% 

➤➤ Evaluation completion: 10% 

 There is a spreadsheet for each resident. I write sim-

ple formulas that perform the calculations for me. Addi-

tionally, I hang a point sheet in the resident work room 

that lists each resident’s score for all to see. 

I give the residents two weeks before finalizing 

their grade to turn in anything they’re missing. Dur-

ing the two-week period, paperwork begins to show 

up on my desk, evaluations are completed, duty hours 

are approved, and most residents are racing to improve 

their grade. 

I find that most residents are fairly competitive, so 

some go above and beyond because they like to be the 

high scorer. To make it even more interesting, I treat the 

person with the highest grade to coffee.

The residents are aware that I list their administrative 

grade on their semiannual and final evaluations. When I 

complete these evaluation forms for the program director, 

I include a graph chart that shows how well the resident is 

doing compared to other residents in the same year level.  

This gives the program director the opportunity to provide 

feedback based on data-driven comparisons. 

For example, if a resident has an administrative grade 

of D but his peers mostly have Bs, it may indicate the 

resident needs direction on time management. The pro-

gram director likes having this feedback because it high-

lights problem areas. 

I find that although collecting the data is time-con-

suming, the information provided is valuable. The re-

ports and items seem to find things that may otherwise 

go undetected. n
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Resident supervision

Ready or not: Determine whether soon-to-be second-

year residents are prepared for supervisory roles. 

Dec., p. 9. 

Strategies for residents and attending physicians to 

enhance supervision. July, p. 1. 

Sample tools and forms

Gap Kalamazoo Communication Skills Assessment 

Form – Clinician. June, p. 11. 

Relative ranking model example. Feb., p. 4. 

Resident self-reflection evaluation of journal club 

presentation. July, p. 11. 

Sample administrative grade monthly report. Nov., p. 3. 

Sample candidate score sheet. Nov., p. 7.

Sample coordinator career ladder. Oct., p. 9. 

Sample end-of-shift evaluation card. April, p. 7. 

Sample IMG orientation checklist. March, p. 7. 

Sample journal club presentation evaluation. July, p. 10. 

Sample performance improvement plan template. 

March, p. 11.

Sample record retention guidelines. Jan., p. 6. 

Sample records retention worksheet. Jan., p. 7. 

Sample resident absence notification form. May, p. 10. 

Sample resident retreat evaluation form. Oct., p. 7. 

Sample Web usage survey. Aug., p. 8.

Template coordinator card: Annual events and timetable. 

June, p. 7.

Template coordinator card: Coordinator information 

card. June, p. 7.

Site visit survival

Streamline PIF preparation with a wiki: How to use a 

wiki to craft a PIF. March, p. 1. 

Tip of the month

Case study: Restructuring institutional orientation. 

April, p. 11. 

Employment trends for graduating residents and fellows. 

Nov., p. 10. 

Duty hours

ACGME’s new standards focus on more than duty hours. 

Aug., p. 1. 

Insider’s look at duty hour reform and what’s to come. 

April, p. 4. 

Text messages simplify duty hour logging and monitoring. 

April, p. 7. 

GME news

2010 Professionalism in GME Program Management 

Award winner announced. Sept., p. 12.

The ACGME hints at what the future holds for GME. 

April, p. 1.

Fraud abuse education lacking in GME, report says. 

Dec., p. 12.

Increasing U.S. medical school spots won’t increase 

physician supply, new report says. July, p. 12. 

Medical school curriculum focuses on patient com-

plaints. April, p. 9.

Scandal causes the American Board of Internal Medi-

cine to suspend physicians’ certification. Sept., p. 10.

Handoffs

ACGME’s new standards focus on more than duty 

hours. Aug., p. 1. 

Create a toolbox for teaching and assessing handoffs. 

Feb., p. 5. 

Improve resident handoffs with 10 best practices. 

Jan., p. 1.

Orientation

Case study: Restructuring institutional orientation. 

April, p. 11.  

Six orientation best practices to start the year off right. 

July, p. 5. 

Recruitment

Build a winning website. Aug., p. 7. 

Social media websites: Friend or foe? Aug., p. 4. 

Use the six core competencies to prescreen applicants. 

Nov., p. 4. > continued on p. 12
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Social media websites: Friend or foe? Aug., p. 4. 

Use the six core competencies to prescreen applicants. 

Nov., p. 4. 

Tools for program directors

Case study: Case manager–nurse practitioner model 

expedites discharges. Aug., p. 9. 

How to get (and keep) residents engaged in journal club. 

July, p. 8. 

Make the redundant rewarding for residents. Aug., p. 11. 

Meet ACGME requirements by collecting the right per-

formance data. Oct., p. 11.

Navigate error disclosure training for residents. 

Sept., p. 6. 

Organize educational retreats for every resident level. 

Oct., p. 4. 

Prepare residents for the real world with practice 

management training. May, p. 1. 

Put residents at the center of patient safety with 

Housestaff Quality Councils. June, p. 1. 

REP system puts education in residents’ hands.  

Sept., p. 1. 

Set chief residents up for success: Strategies to make 

good chiefs great. Oct., p. 1.

A word of caution: Don’t compromise on termination 

decisions. Feb., p. 12. n

Look for trends in recruitment data. March, p. 12. 

Make the redundant rewarding for residents.  

Aug., p. 11. 

Meet ACGME requirements by collecting the right 

performance data. Oct., p. 11.

Prepare senior residents to negotiate contracts.  

May, p. 11. 

Tools for program coordinators

Career ladders provide a path for professional develop-

ment. Oct., p. 8. 

Dangle the carrot to encourage resident compliance. 

June, p. 4. 

Ensure an on-time and smooth start for IMGs. March, p. 4. 

From the ACGME conference: Four tips for coordinators. 

April, p. 5. 

Keeping tabs on resident attendance: Strategies for man-

aging time off and other absences. May, p. 8. 

Residency Program Management Workshop preview: 

Six learning activities for coordinators. Sept., p. 4.

Resident file contents: Destroy, hold, or keep: A guide for 

developing a record retention policy. Jan., p. 4.

The results are in: 2010 Coordinator Salary Survey analysis. 

Dec., p. 1. 

Six orientation best practices to start the year off right. 

July, p. 5. 

2010 index < continued from p. 11
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