
 
 
 
 
 
 
 
 
 

ACGME Program Requirements for 
Graduate Medical Education 

in Psychiatry 
 
 
 
 
 
 
 
 
 
 

 
 
Definitions 
For more information, see the ACGME Glossary of Terms. 
 

Core Requirements: Statements that define structure, resource, or process elements 
essential to every graduate medical educational program. 
 
Detail Requirements: Statements that describe a specific structure, resource, or 
process, for achieving compliance with a Core Requirement. Programs and 
sponsoring institutions in substantial compliance with the Outcome Requirements may 
utilize alternative or innovative approaches to meet Core Requirements. 
 
Outcome Requirements: Statements that specify expected measurable or observable 
attributes (knowledge, abilities, skills, or attitudes) of residents or fellows at key stages 
of their graduate medical education. 

 
Osteopathic Recognition 
For programs with or applying for Osteopathic Recognition, the Osteopathic Recognition 
Requirements also apply (www.acgme.org/OsteopathicRecognition). 

 
  
 

Revision Information 
ACGME-approved Focused Revision: February 7, 2022; effective July 1, 2022 
Updated to include revised Common Program Requirements, effective July 1, 2023 
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ACGME Program Requirements for Graduate Medical Education 

in Psychiatry 
 

Common Program Requirements (Residency) are in BOLD 
 
Where applicable, text in italics describes the underlying philosophy of the requirements in that 
section. These philosophic statements are not program requirements and are therefore not 
citable. 
 
Introduction  
 
Int.A.  Definition of Graduate Medical Education 

 
Graduate medical education is the crucial step of professional 
development between medical school and autonomous clinical practice. It 
is in this vital phase of the continuum of medical education that residents 
learn to provide optimal patient care under the supervision of faculty 
members who not only instruct, but serve as role models of excellence, 
compassion, cultural sensitivity, professionalism, and scholarship. 

 
Graduate medical education transforms medical students into physician 
scholars who care for the patient, patient’s family, and a diverse 
community; create and integrate new knowledge into practice; and educate 
future generations of physicians to serve the public. Practice patterns 
established during graduate medical education persist many years later. 

 
Graduate medical education has as a core tenet the graded authority and 
responsibility for patient care. The care of patients is undertaken with 
appropriate faculty supervision and conditional independence, allowing 
residents to attain the knowledge, skills, attitudes, judgment, and empathy 
required for autonomous practice. Graduate medical education develops 
physicians who focus on excellence in delivery of safe, equitable, 
affordable, quality care; and the health of the populations they serve. 
Graduate medical education values the strength that a diverse group of 
physicians brings to medical care, and the importance of inclusive and 
psychologically safe learning environments. 

 
Graduate medical education occurs in clinical settings that establish the 
foundation for practice-based and lifelong learning. The professional 
development of the physician, begun in medical school, continues through 
faculty modeling of the effacement of self-interest in a humanistic 
environment that emphasizes joy in curiosity, problem-solving, academic 
rigor, and discovery. This transformation is often physically, emotionally, 
and intellectually demanding and occurs in a variety of clinical learning 
environments committed to graduate medical education and the well-being 
of patients, residents, fellows, faculty members, students, and all members 
of the health care team. 

 
Int.B.   Definition of Specialty 
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Psychiatry is a medical specialty focused on the prevention, diagnosis, and 
treatment of behavioral, addictive, and emotional disorders. Graduates will 
possess sound clinical judgment, requisite skills, and a high order of knowledge 
about the diagnosis, treatment, and prevention of all psychiatric disorders, 
together with other common medical and neurological disorders that relate to the 
practice of psychiatry. (Core) 

 
Int.C.   
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individuals underrepresented in medicine and medical leadership in accordance with 
the Sponsoring Institution’s mission and aims. 

 
I.D. Resources 
 
I.D.1. The program, in partnership with its Sponsoring Institution, must 

ensure the availability of adequate resources for resident education. 
(Core) 

 
I.D.1.a) Organized clinical services in inpatient, outpatient, emergency, 

consultation-liaison, and child and adolescent psychiatry must be 
available. (Core) 
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II.A. Program Director 
 
II.A.1. There must be one faculty member appointed as program director 

with authority and accountability for the overall program, including 
compliance with all applicable program requirements. (Core) 

 
II.A.1.a) The Sponsoring Institution’s GMEC must approve a change in 

program director and must verify the program director’s 
licensure and appointment. (Core) 

 
II.A.1.a).(1) Final approval of the program director resides with the 

Review Committee. (Core) 
 
Background and Intent: While the ACGME recognizes the value of input from 
numerous individuals in the management of a residency, a single individual must be 
designated as program director and have overall responsibility for the program. The 
program director’s nomination is reviewed and approved by the GMEC. 

 
II.A.1.b) The program must demonstrate retention of the program 

director for a length of time adequate to maintain continuity 
of leadership and program stability. (Core) 

 
Background and Intent: The success of residency programs is generally enhanced by 
continuity in the program director position. The professional activities required of a 
program director are unique and complex and take time to master. All programs are 
encouraged to undertake succession planning to facilitate program stability when 
there is necessary turnover in the program director position. 

 
II.A.2. The program director and, as applicable, the program’s leadership 

team, must be provided with support adequate for administration of 
the program based upon its size and configuration. (Core) 
 

II.A.2.a) Program leadership, in aggregate, must be provided with support 
equal to a dedicated minimum time specified below for 
administration of the program. This may be time spent by the 
program director only or divided between the program director and 
one or more associate (or assistant) program directors. (Core) 
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Number of Approved 
Resident Positions 

Minimum Support 
Required (FTE) 

46-50 1.2  
51-55 1.3  
56-60 1.4  
61-65 1.5  
66-70 1.6  
71-75 1.7  
76-80 1.8  
81-85 1.9  
86-90 2.0  

 
II.A.2.b) If the FTE is shared with an associate program director, the 

associate program director must report directly to the program 
director. (Core) 

 
Background and Intent: To achieve successful graduate medical education, individuals 
serving as education and administrative leaders of residency programs, as well as 
those significantly engaged in the education, supervision, evaluation, and mentoring of 
residents, must have sufficient dedicated professional time to perform the vital 
activities required to sustain an accredited program. 
 
The ultimate outcome of graduate medical education is excellence in resident 
education and patient care. 
 
The program director and, as applicable, the program leadership team, devote a 
portion of their professional effort to the oversight and management of the residency 
program, as defined in II.A.4.-II.A.4.a).(12). Both provision of support for the time 
required for the leadership effort and flexibility regarding how this support is provided 
are important. Programs, in partnership with their Sponsoring Institutions, may provide 
support for this time in a variety of ways. Examples of support may include, but are not 
limited to, salary support, supplemental compensation, educational value units, or 
relief of time from other professional duties. 
 
Program directors and, as applicable, members of the program leadership team, who 
are new to the role may need to devote additional time to program oversight and 
management initially as they learn and become proficient in administering the 
program. It is suggested that during this initial period the support described above be 
increased as needed. 
 
In addition, it is important to remember that the dedicated time and support 
requirement for ACGME activities is a minimum, recognizing that, depending on the 
unique needs of the program, additional support may be warranted. The need to 
ensure adequate resources, including adequate support and dedicated time for the 
program director, is also addressed in Institutional Requirement II.B.1. The amount of 
support and dedicated time needed for individual programs will vary based on a 
number of factors and may exceed the minimum specified in the applicable 
specialty/subspecialty-specific Program Requirements. It is expected that the 
Sponsoring Institution, in partnership with its accredited programs, will ensure support 
for program directors to fulfill their program responsibilities effectively.   
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verification must be accurate and timely. Sponsoring Institution and program policies 
for record retention are important to facilitate timely documentation of residents who 
have previously completed the program. Residents who leave the program prior to 
completion also require timely documentation of their summative evaluation. 

 
II.B. Faculty 
 

Faculty members are a foundational element of graduate medical education 
– faculty members teach residents how to care for patients. Faculty 
members provide an important bridge allowing residents to grow and 
become practice-0.7 (e )]TJ
4.066 129.6 709.me 
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II.B.2.c) demonstrate a strong interest in the education of residents, 
including devoting sufficient time to the educational program 
to fulfill their supervisory and teaching responsibilities; (Core) 

 
II.B.2.d) administer and maintain an educational environment 

conducive to educating residents; (Core) 
 
II.B.2.e) regularly participate in organized clinical discussions, 

rounds, journal clubs, and conferences; and, (Core) 
 
II.B.2.f) pursue faculty development designed to enhance their skills 

at least annually: (Core) 
 
Background and Intent: Faculty development is intended to describe structured 
programming developed for the purpose of enhancing transference of knowledge, skill, 
and behavior from the educator to the learner. Faculty development may occur in a 
variety of configurations (lecture, workshop, etc.) using internal and/or external 
resources. Programming is typically needs-based (individual or group) and may be 
specific to the institution or the program. Faculty development programming is to be 
reported for the residency program faculty in the aggregate. 

 
II.B.2.f).(1) as educators and evaluators; (Detail) 
 
II.B.2.f).(2) in quality improvement, eliminating health inequities, 

and patient safety; (Detail) 
 
II.B.2.f).(3) in fostering their own and their residents’ well-being; 

and, (Detail) 
 
II.B.2.f).(4) in patient care based on their practice-based learning 

and improvement efforts. (Detail) 
 
Background and Intent: Practice-based learning serves as the foundation for the 
practice of medicine. Through a systematic analysis of one’s practice and review of the 
literature, one is able to make adjustments that improve patient outcomes and care. 
Thoughtful consideration to practice-based analysis improves quality of care, as well 
as patient safety. This allows faculty members to serve as role models for residents in 
practice-based learning. 

 
II.B.3. Faculty Qualifications 
 
II.B.3.a) Faculty members must have appropriate qualifications in 

their field and hold appropriate institutional appointments. 
(Core) 

 
II.B.3.b) Physician faculty members must: 
 
II.B.3.b).(1) have current certification in the specialty by the 

American Board of Psychiatry and Neurology (ABPN) or 
the American Osteopathic Board of Neurology and 
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unique needs of the program, additional support may be warranted. The need to 
ensure adequate resources, including adequate support and dedicated time for the 
program coordinator, is also addressed in Institutional Requirement II.B.4. The amount 
of support and dedicated time needed for individual programs will vary based on a 
number of factors and may exceed the minimum specified in the applicable 
specialty/subspecialty-specific Program Requirements. It is expected that the 
Sponsoring Institution, in partnership with its accredited programs, will ensure support 
for program coordinators to fulfill their program responsibilities effectively.   

 
II.D. Other Program Personnel 
 

The program, 
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courses, labs, asynchronous learning, simulations, drills, case discussions, grand 
rounds, didactic teaching, and education in critical appraisal of medical evidence. 

 
IV.A.5. formal educational activities that promote patient safety-related 

goals, tools, and techniques. (Core) 
 
IV.B. ACGME Competencies 
 
Background and Intent: The Competencies provide a conceptual framework describing 
the required domains for a trusted physician to enter autonomous practice. These 
Competencies are core to the practice of all physicians, although the specifics are 
further defined by each specialty. The developmental trajectories in each of the 
Competencies are articulated through the Milestones for each specialty. 

 
IV.B.1. The program must integrate the following ACGME Competencies 

into the curriculum: 
 
IV.B.1.a) Professionalism 
 

Residents must demonstrate a commitment to 
professionalism and an adherence to ethical principles. (Core) 

 
IV.B.1.a).(1) Residents must demonstrate competence in: 
 
IV.B.1.a).(1).(a) compassion, integrity, and respect for others; 
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Background and Intent: This includes the recognition that under certain 
circumstances, the interests of the patient may be best served by transitioning care to 
another practitioner. Examples include fatigue, conflict or duality of interest, not 
connecting well with a patient, or when another physician would be better for the 
situation based on skill set or knowledge base. 

 
IV.B.1.b) Patient Care and Procedural Skills 
 
Background and Intent: Quality patient care is safe, effective, timely, efficient, patient-
centered, equitable, and designed to improve population health, while reducing per 
capita costs. In addition, there should be a focus on improving the clinician’s well-
being as a means to improve patient care and reduce burnout among residents, 
fellows, and practicing physicians. 

 
IV.B.1.b).(1) Residents must be able to provide patient care that is 

patient- and family-centered, compassionate, 
equitable, appropriate, and effective for the treatment 
of health problems and the promotion of health. (Core) 

 
IV.B.1.b).(1).(a) Residents must demonstrate competence in the 

evaluation and treatment of patients of different 
ages and genders from diverse backgrounds, and 
from a variety of ethnic, racial, sociocultural, and 
economic backgrounds. (Core)  
 

IV.B.1.b).(1).(b) Residents must demonstrate competence in:  
 

IV.B.1.b).(1).(b).(i) forging a therapeutic alliance with patients 
and their families of all ages and genders, 
from diverse backgrounds, and from a 
variety of ethnic, racial, sociocultural, and 
economic backgrounds;
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economic, ethnic, gender, religious/spiritual, sexual 
orientation, and family factors that significantly 
influence physical and psychological development 
throughout the life cycle; (Core) 

 
IV.B.1.c).(1).(c) fundamental principles of the epidemiology, 

etiologies, diagnosis, treatment, and prevention of 
all major psychiatric disorders in the current 
standard diagnostic statistical manual, including the 
biological, psychological, family, sociocultural, and 
iatrogenic factors that affect the prevention, 
incidence, prevalence, and long-term course and 
treatment of psychiatric disorders and conditions; 
(Core) 

  
IV.B.1.c).(1).(d) diagnosis and treatment of neurologic disorders 

commonly encountered in psychiatric practice, 
including neoplasm, dementia, headaches, 
traumatic brain injury, infectious diseases, 
movement disorders, neurocognitive disorders, 
seizure disorders, stroke, intractable pain, and 
other related disorders; (Core) 

 
IV.B.1.c).(1).(e) reliability and validity of the generally-accepted 

diagnostic techniques, including physical 
examination of the patient, laboratory testing, 
imaging, neurophysiologic and neuropsychological 
testing, and psychological testing; (Core) 

 
IV.B.1.c).(1).(f) indications for and uses of electroconvulsive and 

neuromodulation therapies; (Core) 
 

IV.B.1.c).(1).(g) history of psychiatry and its relationship to the 
evolution of medicine; (Core) 

 
IV.B.1.c).(1).(h) legal aspects of psychiatric practice; (Core) 

 
IV.B.1.c).(1).(i) aspects of American culture and subcultures, 

including immigrant populations, particularly those 
found in the patient community associated with the 
educational program, with specific focus on the 
cultural elements of the relationship between the 
resident and the patient, including the dynamics of 
differences in cultural identity, values and 
preferences, and power; and, (Core) 

 
IV.B.1.c).(1).(j) medical conditions that can affect evaluation and 

care of patients. (Core) 
 
IV.B.1.d) Practice-based Learning and Improvement 
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Residents must demonstrate the ability to investigate and 
evaluate their care of patients, to appraise and assimilate 
scientific evidence, and to continuously improve patient care 
based on constant self-evaluation and lifelong learning. (Core) 

 
IV.B.1.d).(1) Residents must demonstrate competence in: 
 
IV.B.1.d).(1).(a) identifying strengths, deficiencies, and limits in 

one’s knowledge and expertise; (Core) 
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IV.B.1.e).(1).(c) working effectively as a member or leader of a 
health care team or other professional group; 
(Core) 

 
IV.B.1.e).(1).(d) educating patients, patients’ families, 
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IV.B.1.f).(1).(d) participating in identifying system errors and 
implementing potential systems solutions; (Core) 

 
IV.B.1.f).(1).(e) incorporating considerations of value, equity, 

cost awareness, delivery and payment, and 
risk-benefit analysis in patient and/or 
population-based care as appropriate; (Core) 

 
IV.B.1.f).(1).(f) understanding health care finances and its 

impact on individual patients’ health decisions; 
(Core) 

 
IV.B.1.f).(1).(g) using tools and techniques that promote patient 

safety and disclosure of patient safety events 
(real or simulated); (Detail) 

 
IV.B.1.f).(1).(h) knowing how types of medical practice and delivery 

systems differ from one another, including methods 
of controlling health care cost, ensuring quality, and 
allocating resources; 
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IV.C.3.e).(1) At least one month of this experience should occur in the 
first or second year of the program. (Detail)  
 

IV.C.3.f) Resident experience in inpatient psychiatry must include at least 
six months, but no more than 16 months FTE, of inpatient 
psychiatry. (Core)  
 

IV.C.3.f).(1) This must include a minimum of six months of significant 
responsibility for the assessment, diagnosis, and treatment 
of general psychiatric patients who are admitted to 
traditional psychiatry units. (Core) 
 

IV.C.3.g) Resident experience in outpatient psychiatry must include 12 
months FTE of organized, continuous, and supervised clinical 
experience. (Core)  
 

IV.C.3.g).(1) Each resident must have significant experience treating 
outpatients longitudinally for at least one year, to include: 
(Core)  
 

IV.C.3.g).(1).(a) initial evaluation and treatment of ongoing 
individual psychotherapy patients, some of whom 
should be seen weekly; (Core) 
 

IV.C.3.g).(1).(b) participation in multiple treatment modalities that 
emphasize developmental, biological, 
psychological, and social approaches to outpatient 
treatment; (Core)  

 
IV.C.3.g).(1).(c) application of psychosocial rehabilitation 

techniques for the evaluation and treatment of 
differing disorders in a chronically-ill patient 
population; and, (Core) 

 
IV.C.3.g).(1).(d) no more than 20 percent children and adolescent 

patients. (Core)  
 

IV.C.3.h) Resident experience in child and adolescent psychiatry: must 
include two months FTE of organized clinical experience. (Core)  
 

IV.C.3.h).(1) Supervising faculty members must have current ABPN 
certification in child and adolescent psychiatry. (Core) 
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psychiatry program director for all areas for which credit is given in 
both programs; (Core) 

 
IV.C.6.d) there must be no reduction in total length of time devoted to 

education in child and adolescent psychiatry; and, (Core)  
 

IV.C.6.e) only the following experiences should be used to meet 
requirements in both general and child and adolescent psychiatry:  

 
IV.C.6.e).(1) one month FTE of child neurology; (Core)  

 
IV.C.6.e).(2) one month FTE of pediatric consultation; (Core) 

 
IV.C.6.e).(3) one month FTE of addiction psychiatry; (Core) 

 
IV.C.6.e).(4) forensic psychiatry experience; (Core) 

  
IV.C.6.e).(5) community psychiatry experience; and, (Core)  

 
IV.C.6.e).(6) no more than 20 percent of the resident’s psychiatry 

outpatient experience. (Core)  
 

IV.C.7. Regularly scheduled didactic sessions must be a component of the 
program. (Core)  

 
IV.C.7.a) Each resident should participate in a minimum of 70 percent of 
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• program directors and faculty members recognize where residents are 
struggling and address problems immediately 
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V.A.1.h) In at least three evaluations with any patient type, in any clinical 
setting, and at any time during the program, residents must 
demonstrate satisfactory competence in: establishing an 
appropriate doctor/patient relationship, psychiatric interviewing, 
performing the mental status examination, and case presentation. 
(Outcome)  
 

V.A.1.h).(1) Each of the three required evaluations must be conducted 
by an ABPN- or AOBNP-certified psychiatrist, and at least 
two of the evaluations must be conducted by different 
ABPN- or AOBNP-certified psychiatrists. (Core)  

 
V.A.1.h).(2) Satisfactory demonstration of the competencies during the 

three required evaluations must be documented prior to 
completion of the program. (Core)  

 
V.A.1.i) The program must conduct an annual formal evaluation of the 

core medical knowledge of each resident in the second, third, and 
fourth years, and conduct an examination across biological, 
psychological, and social spheres that are defined in the 
program’s written goals and objectives. (Core)  
 

V.A.1.j) The program must formally conduct a clinical skills examination for 
each resident. (Core) 

 
V.A.1.j).(1) This examination should include an annual evaluation of 

the resident’s:  
 

V.A.1.j).(1).(a) ability to interview patients and families; (Detail)   
 

V.A.1.j).(1).(b) ability to establish an appropriate doctor/patient 
relationship; (Detail)  

 
V.A.1.j).(1).(c) ability to elicit an appropriate present and past 

psychiatric, medical, social, and developmental 
history; (Detail)  

 
V.A.1.j).(1).(d) ability to assess mental status; (Detail)  

 
V.A.1.j).(1).(e) ability to make organized presentation of the 

pertinent history, including the mental status 
examination; and, (Detail) 

 
V.A.1.j).(1).(f) ability to provide a relevant formulation, differential 

diagnosis, and provisional treatment plan. (Detail) 
 

V.A.1.j).(2) The program must monitor clinical records on major 
rotations to assess resident competence to: (Core)  
 

V.A.1.j).(2).(a) document an adequate history and perform mental 
status, physical, and neurological examinations; 



Psychiatry  
©2023 Accreditation Council for Graduate Medical Education (ACGME) Page 37 of 57 

(Core)  
 

V.A.1.j).(2).(b) organize a comprehensive differential diagnosis 
and discussion of relevant psychological and 
sociocultural issues; (Core)
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V.A.2.a).(2).(c) be shared with the resident upon completion of 
the program. (Core) 

 
V.A.3. A Clinical Competency Committee must be appointed by the 

program director. (Core) 
 
V.A.3.a) At a minimum, the Clinical Competency Committee must 

include three members of the program faculty, at least one of 
whom is a core faculty member. (Core) 

 
V.A.3.a).(1) Additional members must be faculty members from 

the same program or other programs, or other health 
professionals who have extensive contact and 
experience with the program’s residents. (Core) 

 
Background and Intent: The requirements regarding the Clinical Competency 
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V.C.1.a) The Program Evaluation Committee must be composed of at 
least two program faculty members, at least one of whom is a 
core faculty member, and at least one resident. (Core) 

 
V.C.1.b) Program Evaluation Committee responsibilities must include: 
 
V.C.1.b).(1) review of the program’s self-determined goals and 

progress toward meeting them; (Core) 
 
V.C.1.b).(2) guiding ongoing program improvement, including 

development of new goals, based upon outcomes; 
and, (Core) 

 
V.C.1.b).(3) review of the current operating environment to identify 

strengths, challenges, opportunities, and threats as 
related to the program’s mission and aims. (Core)
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• Excellence in the safety and quality of care rendered to patients by today’s 
residents in their future practice 

 
• Excellence in professionalism through faculty modeling of: 

 
• Appreciation for the privilege of providing care for patients 

 
• Commitment to the well-being of the students, residents, faculty members, and 

all members of the health care team 
 
VI.A. 
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VI.A.1.a).(2).(a).(ii) be provided with summary information 
of their institution’s patient safety 
reports. (Core) 

 
VI.A.1.a).(2).(b) Residents must participate as team members in 

real and/or simulated interprofessional clinical 
patient safety and quality improvement 
activities, such as root cause analyses or other 
activities that include analysis, as well as 
formulation and implementation of actions. (Core) 

 
VI.A.1.a).(3) Quality Metrics 
 

Access to data is essential to prioritizing activities for 
care improvement and evaluating success of 
improvement efforts. 

 
VI.A.1.a).(3).(a) Residents and faculty members must receive 

data on quality metrics and benchmarks related 
to their patient populations. (Core) 

 
VI.A.2. Supervision and Accountability 
 
VI.A.2.a) Although the attending physician is ultimately responsible for 

the care of the patient, every physician shares in the 
responsibility and accountability for their efforts in the 
provision of care. Effective programs, in partnership with 
their Sponsoring Institutions, define, widely communicate, 
and monitor a structured chain of responsibility and 
accountability as it relates to the supervision of all patient 
care. 

 
Supervision in the setting of graduate medical education 
provides safe and effective care to patients; ensures each 
resident’s development of the skills, knowledge, and attitudes 
req
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VI.A.2.a).(2) The program must demonstrate that the appropriate 
level of supervision in place for all residents is based 
on each resident’s level of training and ability, as well 
as patient complexity and acuity. Supervision may be 
exercised through a variety of methods, as appropriate 
to the situation. (Core) 

 
Background and Intent: Appropriate supervision is essential for patient safety and 
high-quality teaching. Supervision is also contextual. There is tremendous diversity of 
resident-patient interactions, training locations, and resident skills and abilities, even 
at the same level of the educational program. The degree of supervision for a resident 
is expected to evolve progressively as the resident gains more experience, even with 
the same patient condition or procedure. The level of supervision for each resident is 
commensurate with that resident’s level of independence in practice; this level of 
supervision may be enhanced based on factors such as patient safety, complexity, 
acuity, urgency, risk of serious safety events, or other pertinent variables. 

 
VI.A.2.b) Levels of Supervision 
 

To promote appropriate resident supervision while providing 
for graded authority and responsibility, the program must use 
the following classification of supervision: 

 
C 
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supervisor who has not seen 
the patient. (Detail) 

 
VI.A.2.b).(1).(b) the supervising physician and/or patient is not 

physically present with the resident and the 
supervising physician is concurrently 
monitoring the patient care through appropriate 
telecommunication technology. 

 
VI.A.2.b).(1).(b).(i) When a resident requiring direct supervision 

provides remote care, the supervising 
physician must be physically present with 
the resident. (Core) 

 
VI.A.2.b).(2) Indirect Supervision: the supervising physician is not 

providing physical or concurrent visual or audio 
supervision but is immediately available to the 
resident for guidance and is available to provide 
appropriate direct supervision. 

 
VI.A.2.b).(3) Oversight – the supervising physician is available to 

provide review of procedures/encounters with 
feedback provided after care is delivered. 

 
VI.A.2.c) The program must define when physical presence of a 

supervising physician is required. (Core) 
 
VI.A.2.d) The privilege of progressive authority and responsibility, 

conditional independence, and a supervisory role in patient 
care delegated to each resident must be assigned by the 
program director and faculty members. (Core) 

 
VI.A.2.d).(1) The program director must evaluate each resident’s 

abilities based on specific criteria, guided by the 
Milestones. (Core) 

 
VI.A.2.d).(2) Faculty members functioning as supervising 

physicians must delegate portions of care to residents 
based on the needs of the patient and the skills of 
each resident. (Core) 

 
VI.A.2.d).(3) Senior residents or fellows should serve in a 

supervisory role to junior residents in recognition of 
their progress toward independence, based on the 
needs of each patient and the skills of the individual 
resident or fellow. (Detail) 

 
VI.A.2.e) Programs must set guidelines for circumstances and events 

in which residents must communicate with the supervising 
faculty member(s). (Core) 
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Background and Intent: The Common Program Requirements do not define 
“manageable patient care responsibilities” as this is variable by specialty and PGY 
level. Review Committees will provide further detail regarding patient care 
responsibilities in the applicable specialty-specific Program Requirements and 
accompanying FAQs. However, all programs, regardless of specialty, should carefully 
assess how the assignment of patient care responsibilities can affect work 
compression, especially at the PGY-1 level. 
 
VI.B.2.c) include efforts to enhance the meaning that each resident 

finds in the experience of being a physician, including 
protecting time with patients, providing administrative 
support, promoting progressive independence and flexibility, 
and enhancing professional relationships. (Core)  

 
VI.B.3. The program director, in partnership with the Sponsoring Institution, 

must provide a culture of professionalism that supports patient 
safety and personal responsibility. (Core) 

 
Background and Intent: The accurate reporting of clinical and educational work hours, 
patient outcomes, and clinical experience data are the responsibility of the program 
leadership, residents, and faculty. 

 
VI.B.4. Residents and faculty members must demonstrate an understanding 

of their personal role in the safety and welfare of patients entrusted 
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VI.C.2. There are circumstances in which residents may be unable to attend 

work, including but not limited to fatigue, illness, family 
emergencies, and medical, parental, or caregiver leave. Each 
program must allow an appropriate length of absence for residents 
unable to perform their patient care responsibilities. (Core) 

 
VI.C.2.a) The program must have policies and procedures in place to 

ensure coverage of patient care and ensure continuity of 
patient care. (Core) 

 
VI.C.2.b) These policies must be implemented without fear of negative 

consequences for the resident who is or was unable to 
provide the clinical work. (Core) 

 
Background and Intent: Residents may need to extend their length of training 
depending on length of absence and specialty board eligibility requirements. 
Teammates should assist colleagues in need and equitably reintegrate them upon 
return. 

 
VI.D. Fatigue Mitigation 
 
VI.D.1. Programs must educate all residents and faculty members in 

recognition of the signs of fatigue and sleep deprivation, alertness 
management, and fatigue mitigation processes. (Detail) 

 
Background and Intent: Providing medical care to patients is physically and mentally 
demanding. Night shifts, even for those who have had enough rest, cause fatigue. 
Experiencing fatigue in a supervised environment during training prepares residents for 
managing fatigue in practice. It is expected that programs adopt fatigue mitigation 
processes and ensure that there are no negative consequences and/or stigma for using 
fatigue mitigation strategies. 
 
Strategies that may be used include but are not limited to strategic napping; the 
judicious use of caffeine; availability of other caregivers; time management to maximize 
sleep off-duty; learning to recognize the signs of fatigue, and self-monitoring 
performance and/or asking others to monitor performance; remaining active to promote 
alertness; maintaining a healthy diet; using relaxation techniques to fall asleep; 
maintaining a consistent sleep routine; exercising regularly; increasing sleep time 
before and after call; and ensuring sufficient sleep recovery periods. 
 
VI.D.2.
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The clinical responsibilities for each resident must be based on PGY 
level, patient safety, resident ability, severity and complexity of 
patient illness/condition, and available support services. (Core) 

 
Background and Intent: The changing clinical care environment of medicine has meant 
that work compression due to high complexity has increased stress on residents. 
Faculty members and program directors need to make sure residents function in an 
environment that has safe patient care and a sense of resident well-being. It is an 
essential responsibility of the program director to monitor resident workload. Workload 
should be distributed among the resident team and interdisciplinary teams to minimize 
work compression. 
 
VI.E.2. Teamwork 
 

Residents must care for patients in an environment that maximizes 
communication and promotes safe, interprofessional, team-based 
care in the specialty and larger health system. (Core) 

 
VI.E.2.a) Contributors to effective interprofessional teams should include 

consulting physicians, psychologists, psychiatric nurses, social 
workers, and other professional and paraprofessional mental 
health personnel involved in the evaluation and treatment of 
patients. (Detail) 
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Background and Intent: The terms “clinical experience and education,” “clinical and 
educational work,” and “clinical and educational work hours” replace the terms “duty 
hours,” “duty periods,” and “duty.” These terms are used in response to concerns that 
the previous use of the term “duty” in reference to number of hours worked may have 
led some to conclude that residents’ duty to “clock out” on time superseded their duty 
to their patients.
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VI.F.3.a).(1) Up to four hours of additional time may be used for 
activities related to patient safety, such as providing 
effective transitions of care, and/or resident education. 
Additional patient care responsibilities must not be 
assigned to a resident during this time. (Core) 

 
Background and Intent: The additional time referenced in VI.F.3.a).(1) should not be 
used for the care of new patients. It is essential that the resident continue to function as 
a member of the team in an environment where other members of the team can assess 
resident fatigue, and that supervision for post-call residents is provided. This 24 hours 
and up to an additional four hours must occur within the context of 80-hour weekly limit, 
averaged over four weeks. 
 
VI.F.4. Clinical and Educational Work Hour Exceptions 
 
VI.F.4.a) In rare circumstances, after handing off all other 

responsibilities, a resident, on their own initiative, may elect 
to remain or return to the clinical site in the following 
circumstances: to continue to provide care to a single 
severely ill or unstable patient; to give humanistic attention to 
the needs of a patient or patient’s family; or to attend unique 
educational events. (Detail)  

 
VI.F.4.b) These additional hours of care or education must be counted 

toward the 80-hour weekly limit. (Detail) 
 
Background and Intent: This requirement is intended to provide residents with some 
control over their schedules by providing the flexibility to voluntarily remain beyond the 
scheduled responsibilities under the circumstances described above. It is important to 
note that a resident may remain to attend a conference, or return for a conference later 
in the day, only if the decision is made voluntarily. Residents must not be required to 
stay. Programs allowing residents to remain or return beyond the scheduled work and 
clinical education period must ensure that the decision to remain is initiated by the 
resident and that residents are not coerced. This additional time must be counted 
toward the 80-hour maximum weekly limit. 
 
VI.F.4.c) A Review Committee may grant rotation-specific exceptions 

for up to 10 percent or a maximum of 88 clinical and 
educational work hours to individual programs based on a 
sound educational rationale. 

 
The Review Committee for Psychiatry will not consider requests 
for exceptions to the 80-hour limit to the residents’ work week. 

 
VI.F.5. Moonlighting 
 
VI.F.5.a) Moonlighting must not interfere with the ability of the resident 

to achieve the goals and objectives of the educational 
program, and must not interfere with the resident’s fitness for 
work nor compromise patient safety. (Core) 
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VI.F.5.b) Time spent by residents in internal and external moonlighting 

(as defined in the ACGME Glossary of Terms) must be 
counted toward the 80-hour maximum weekly limit. (Core) 

 
VI.F.5.c) PGY-1 residents are not permitted to moonlight. (Core) 
 
Background and Intent: For additional clarification of the expectations related to 
moonlighting, please refer to the Common Program Requirement FAQs (available at 
http://www.acgme.org/What-We-Do/Accreditation/Common-Program-Requirements). 
 
VI.F.6. In-House Night Float 
 

Night float must occur within the context of the 80-hour and one-
day-off-in-seven requirements. (Core) 

 
VI.F.6.a) Residents should not be scheduled for more than four consecutive 

weeks of night float during the required one-year, full-time 
outpatient psychiatry experience. (Detail) 

 
VI.F.6.b) Residents should not be scheduled for more than a total of eight 

weeks of night float during the one-year of consecutive outpatient 
experience. (Detail) 

 
VI.F.7. Maximum In-House On-Call Frequency 
 

Residents must be scheduled for in-house call no more frequently 
than every third night (when averaged over a four-week period). (Core) 
 

VI.F.7.a) On psychiatry rotations, in-house call must occur no more 
frequently than every fourth night, averaged over a four-week 
period. (Core) 

 
VI.F.8. At-Home Call 
 
VI.F.8.a) Time spent on patient care activities by residents on at-home 
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in residents routinely working more than 80 hours per week. At-home call activities that 
must be counted include responding to phone calls and other forms of communication, 
as well as documentation, such as entering notes in an electronic health record. 
Activities such as reading about the next day’s case, studying, or research activities do 
not count toward the 80-hour weekly limit. 
 
In their evaluation of residency/fellowship programs, Review Committees will look at the 
overall impact of at-home call on resident/fellow rest and personal time. 
 

 


