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only.  The main purpose is to describe our residency and address common questions 
concerning our program.  This handbook will be updated regularly to ensure accuracy.  This 
handbook is not meant to supersede SRH contracts or policies.   
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MANUAL ACKNOWLEDGMENT 

 

 

I,          acknowledge that I have 

received a copy of the Family Medicine Resident Handbook on     . 

I understand that I am responsible for reading the contents, including the Osteopathic Oath. 

 

         
Signature of Resident 

 

         
Date 

 

Disclaimer:  The ACGME Policy and Procedure Appendix for Family Medicine 
Residency located at the back of this manual will override the current AOA 
policies listed in this manual on the day we receive ACGME accreditation in 
Family Medicine 
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THE OSTEOPATHIC OATH 
 

 

 
American Osteopathic Association 

 
I do hereby affirm my loyalty to the profession I am about to enter.  I will be mindful always 
of my great responsibility to preserve the health and the life of my patients, to retain their 
confidence and respect both as a physician and a friend who will guard their secrets with 
scrupulous honor and fidelity, to perform faithfully my professional duties, to employ only 
those recognized methods of treatment consistent with good judgment and with my skill and 
ability, keeping in mind always nature's laws and the body's inherent capacity for recovery.  
 
I will be ever vigilant in aiding in the general welfare of the community, sustaining its laws 
and institutions, not engaging in those practices which will in any way bring shame or 
discredit upon myself or my profession.  I will give no drugs for deadly purposes to any 
person, though it may be asked of me.  
 
I will endeavor to work in accord with my colleagues in a spirit of progressive cooperation 
and never by word or by act cast imputations upon them or their rightful practices.  
 
I will look with respect and esteem upon all those who have taught me my art.  To my 
college I will be loyal and strive always for its best interests and for the interests of the 
students who will come after me.  I will be ever alert to further the application of basic 
biologic truths to the healing arts and to develop the principles of osteopathy, which were 
first enunciated by Andrew Taylor Still.   
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Section 1 – Program Description 
 
Facilities Description 
 
Overview 
 
Skagit Valley Hospital (SVH), located in Mount Vernon, Washington, strives to be the best 
regional community hospital in the Northwest, working with our communities to promote 
health and wellness. (See Mission and Vision at end of this section).  We provide a full 
continuum of care to our community, ranging from outpatient diagnostics and rehabilitation 
services to surgery and acute care. Our services also include a Family Birth Center, heart 
and vascular care, orthopedic services, surgery and cancer treatment at our Regional 
Cancer Care Center. Our Emergency Department is staffed 24 hours a day and features a 
Level III trauma unit. The hospital has a total of 137 beds and all rooms are private.  
 
On July 1, 2010, Skagit Valley Hospital merged with Skagit Valley Medical Center, the 
largest multi-specialty physician practice in the region, and renamed the operation Skagit 
Regional Clinics (SRC). A total of 105 physicians and allied healthcare professionals in 20 
medical specialties and more than 350 staff became employees of Skagit Valley Hospital in 
the integration, bringing the hospital’s total to more than 1,800 employees. 
 
SVH is a member of the Washington State Hospital Association, and actively engaged in the 
communities it serves.  Health education classes and wellness screenings are continually 
offered throughout the community.   
 
SVH holds the following Department of Health designations:  Level III Trauma Center, Level 
II Nursery, Stroke Center, and Elective Coronary Intervention Program.  SVH embraces 
LEAN principles to achieve operational excellence.  SVH has strategic partnerships with 
many organizations, as well as numerous accreditations and honors, all supporting an 
educational setting that exemplifies quality. 
 
The Medical Staff at SVH are organized into the following departments: Family Practice, 
Internal Medicine, and Surgery, and the following sections:  Emergency Medicine, 
Pediatrics, Psychiatry, Radiology, Anesthesia, General/Thoracic/Vascular, and 
OrthopedicSurgery. 

 
Physical Facilities  
 
Skagit Valley Hospital opened in 1958 after voters gave the bond issue to build a 100-bed 
hospital a 92 percent "yes" vote in 1955. The original building included what is known today 
as the first two floors of the Southwest wing and was located on what was then Mount 
Vernon's edge of town. A third floor was added to the Southwest wing in 1964 and a 40-bed 
Northwest wing, including two operating rooms and a 10-bed recovery room, opened in 
February 1972. The new diagnostic wing and emergency room opened in May 1987. 
The 10,000 square foot Skagit Valley Kidney Center opened just north of the main hospital 
in July 1998. The Skagit Wound Healing Center opened in the same building in November, 
2004, providing multidisciplinary treatment for chronic wounds, and added a hyperbaric 
oxygen program in September 2010. 
 
In April 2004, voters approved a $62.1 million bond issue, with a 67 percent “yes” vote, to 
expand the hospital.  In December 2006, the expanded Skagit Valley Hospital Regional 
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Cancer Care Center opened in 20,000 square feet on the first floor of a medical office 
building on the hospital campus. The staff and providers of the comprehensive facility, 
offering radiation therapy, chemotherapy and complementary therapies, are dedicated to 
state-of-the art cancer diagnostics and treatment. In 2006, the Regional Cancer Care Center 
opened a satellite location within Cascade Valley Hospital in Arlington, serving patients of 
north Snohomish County. In 2009, a third linear accelerator was added for radiation therapy 
and stereotactic radiosurgery at the Mount Vernon facility. 
 
On July 1, 2007, the 220,000 square foot hospital expansion project opened featuring all 
private patients rooms, a new Emergency/Trauma unit, a new Family Birth Center and 
expanded space for surgical services, including six spacious operating rooms, and critical 
care services. 
 
In June 2016, SRC merged with Cascade Valley Hospital and Clinics in Arlington, WA. 
 
Skagit Regional Clinics, a department of Skagit Valley Hospital, is a network of nine clinic 
locations including sites in Mount Vernon, Riverbend, Stanwood, Sedro-Woolley, Arlington, 
Anacortes, Oak Harbor and Camano Island. Services at the clinics range from family and 
internal medicine to electrophysiology and orthopedic surgery. 

 
Residency Needs 
 
Skagit Valley Hospital provides on-call rooms for residents that are clean, quiet, safe and 
comfortable, to permit rest during call.  A telephone is present in the on-call room, and toilet 
and shower facilities are present in, or convenient to the room.  A computer is also provided, 
with access to relevant records, lab, imaging, and reference material. 
 
SVH’s Bistro and on-site coffee shops are open extended hours and nourishment is also 
accessible during all working shifts through vending machines supplied by the Skagit Valley 
Hospital Employee Association. 
 
Security Services are provided for the main hospital and SRC 24 Hours per day, 7 days per 
week.  The Hospital perimeter envelope will be unlocked at 0530 and locked at 2130 seven 
days per week.  A second Security Officer is on site in Emergency Department 7 days per 
week and holidays from 1400 until 0600.  The on-duty Nursing Supervisor and the Security 
Services Manager, or designee, coordinates all security activities within the hospital.  Doors 
identified as exits and entrances will be secured via locking schedule and maintained by 
department staff and Security Services. Access into the Hospital after business hours will be 
via the Emergency Department entrance. Residents may enter any exterior door by means 
of a badge-swipe at doors with card readers. 
 
SVH has an extensive medical records system for access by residents, with exposure to 
electronic medical records where available.  There are multiple conference rooms available 
for formal instruction. 
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Continuity Clinic 
 
The program will provide an osteopathic family practice training site ensuring that each 
osteopathic family practice resident will receive an adequate continuity of care experience 
with a panel of patients and families over a thirty-six month continuum.  The continuity of 
care site shall include a waiting area, examination rooms, consultation room, resident's 
office, a laboratory appropriate to office practice, and electronic resources for data retrieval 
system.  Diagnostic laboratory and imaging facilities shall be available as appropriate to the 
location of the site, and the site will have the capability to perform the following procedures 
at the time of the patient visit: Osteopathic Manipulative Treatment (OMT), rapid glucose, 
throat culture or rapid strep screen, urinalysis, wet mount, EKG, spirometry, screening 
audiometry, and microscopic evaluation of urine.  Minor surgery and common gynecologic 
procedures will also be available on site. 

 
Library and Educational Resources 
 
SVH provides access to knowledge-based information resources and reference materials 
adequate to support medical education activities, and readily available to faculty and 
trainees at all times, including after hours and on weekends. The library staff is available to 
assist residents with their information needs. Library resources and services are reviewed 
annually by the library manager, who submits a report to the GMEC, and an annual library 
budget is available for the maintenance of library resources. 
 
Library resources include comprehensive electronic medical literature databases, including 
Medline, medical dictionaries, major indexes, current textbooks and journals, patient 
education materials, practice guidelines, and document services. Resources include print 
reference materials.  The print journals are available in the doctor’s lounge.  There is no 
formal library room on campus. 
 
Library resources include materials relevant to specialty or sub-specialty specific areas 
relevant to AOA-approved programs, and materials relevant to osteopathic principles and 
practice, and osteopathic manipulative treatment. 
 
The residency program also has library privileges through Pacific Northwest University 
(PNWU) and research support through OPTI WEST. These links provide additional 
electronic access to journals and professional publications as well as access to extensive 
research data.   
 
Additional educational resources include: 
 Desktop computers with free internet access 

 Printer and Copier for preparation of presentations, etc. 

 AV equipment including slide projectors, computer digital projector, video player, TV, 
and overhead projectors 

 Videoconferencing Network 
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Quality Measures 
 
Skagit Valley Hospital is committed to providing safe, quality patient care and embraces 
transparency in public reporting of quality measurements and national scorecards to 
promote education and awareness among consumers. This commitment matches Skagit 
Valley Hospital’s vision of “…making Skagit Regional Health the best regional integrated 
health system in the Northwest, dedicated to understanding and exceeding our patients’ 
expectations.” 
 
Skagit Valley Hospital is at the forefront of transparency by voluntarily providing quality and 
pricing data to initiatives including the Washington State Hospital Association’s Quality 
Measures Web site, the Centers for Medicare & Medicaid Services’ Hospital Compare Web 
site and participation in the Institute for Healthcare Improvement’s 100,000 Lives and 5 
Million Lives campaigns. 

 
Accreditations and Memberships 
 
DNV Healthcare - SVH is accredited by DNV Healthcare under the authority of the US 
Centers for Medicare and Medicaid Services. Our facility will also be compliant with the ISO 
9001 Quality Management System. DNV (Det Norske Veritas) is an independent foundation 
with the purpose of safeguarding life, property, and the environment. 
 
The American College of Surgeons Commission on Cancer - SVH is accredited by The 
American College of Surgeons Commission on Cancer. The hospital has been certified by 
the American College of Surgeons since 1975, which acknowledges the hospital’s quality, 
multidisciplinary cancer care program that meets rigorous compliance standards. 
 
The American Hospital Association - SVH is a member of the American Hospital 
Association, a national organization founded in 1898 that represents and serves nearly 
5,000 hospitals, plus health care networks, and their patients and communities. The 
American Hospital Association serves as an educational resource on health care issues and 
trends for leaders at Skagit Valley Hospital. 
 
The Washington State Hospital Association - The Washington State Hospital Association 
is a membership organization representing community hospitals and several health-related 
organizations. The association provides issues management and analysis, information, 
advocacy and other services. 
 
Seattle Cancer Care Alliance - SVH’s Regional Cancer Care Center is honored to be 
selected as just the second network affiliate of the Seattle Cancer Care Alliance, a 
partnership of three world-renowned cancer programs, Fred Hutchinson Cancer Research 
Center, UW Washington Medicine and Children’s Hospital and Regional Medical Center. As 
a network affiliate since 2005, our providers and patients benefit from the resources, 
research, clinical trials and treatment options of the Seattle Cancer Care Alliance, while in 
treatment here at the Skagit Valley Hospital Regional Cancer Care Center. 
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Skagit Valley Hospital Mission and Vision  
 
Mission:  
To serve our communities with compassion and dignity, one patient at a time. 
 
Vision:  
Each of us will contribute to making Skagit Regional Health the best regional integrated 
health system in the Northwest, dedicated to understanding and exceeding our patients’ 
expectations. 
 
Values: 
 
Patients First: We ensure our patients receive compassionate, respectful, timely, safe and 
healing experiences. 
 
Accountability: We each commit to perform at the highest level and to be held accountable 
as individuals, as team members and as an organization. 
 
Operational Excellence: We embrace continuous quality improvement by using Lean skills 
to achieve operational excellence and the highest standards of safety, compassion, 
presentation and efficiency. 
 
Physician Leaders: We expect physician leaders to utilize evidence-based medicine to 
ensure the highest quality of individual patient care. Physician leaders commit to our culture 
of compassion and participate in strategic growth.  
 
Community Partnerships:  We invest in respectful partnerships to improve the health and 
wellness of our communities. 
 
Culture of Respect: We demonstrate respect for each person in all we do. 
 
Personal Development: We each accept personal responsibility for ongoing learning and 
skill development. Our organization is responsible for investing in our training and skill 
development to enable operational excellence. 
 
We are Committed to and Set our Priorities by our Adopted Service Standards: 
 
Safety 
Compassion 
Presentation 
Efficiency 
 
We Will Each Demonstrate our Adopted Universal Attributes: 
 
Technical proficiency 
Responsive to my concerns 
Treats me with respect 
Listens well 
Stays calm under pressure 
Positive attitude 
Team AND patient focused 
Takes time to teach AND to learn 
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Works hard and carries a fair share of the load 
Good steward of scarce resource  
 
(Adopted by the Board of Commissioners June 18, 2004, Revised October 24, 2008, Revised June 26, 2009, Revised October 
29, 2010.) 

 
Sponsorship Agreements 
 
The family medicine/OMT residency program at Skagit Valley Hospital is a fully accredited 
AOA sponsored three-year program.   
 
Sponsorship Agreement 
 
In accordance with the prerequisites for program approval, Pacific Northwest University 
College of Osteopathic Medicine (PNWU-COM) is accredited by the American 
Osteopathic Association (AOA), and as a member of OPTI WEST, will serve as the 
sponsoring institution for the Skagit Valley Hospital Osteopathic Family Practice Residency.   

 
PNWU-COM co-sponsors AOA approved internship and residency programs at OPTI WEST 
participating hospitals and this will fulfill the requirements as stated in the guidelines for 
establishing an osteopathic postdoctoral training institution (OPTI). Pacific Northwest 
University is the only osteopathic medical school in the states of Washington, Idaho, 
Montana, and Alaska. PNWU-COM also serves the state of Oregon.  PNWU-COM has a 
mission to provide physicians to the Pacific Northwest with the focus on primary care in rural 
and underserved areas. 

 
Pacific Northwest University College of Osteopathic Medicine is dedicated to co-sponsoring 
high quality pre- and postdoctoral medical education programs. It is committed to the clinical 
training of students, interns and residents and developing professionalism and ethics among 
all its trainees. PNWU-COM is a member of (OPTI WEST), an accredited OPTI. 

 
Mission—Pacific Northwest University College of Osteopathic Medicine 

 
Pacific Northwest University College of Osteopathic Medicine is dedicated to training 
students in all aspects of medicine, especially primary care, to meet the health needs of the 
Pacific Northwest, with a commitment to family medicine and a focus on rural and 
underserved populations. Our clinical education programs at the pre-and postdoctoral levels 
emphasize excellence, compassion, ethics, and osteopathic manipulative skills. PNWU-
COM encourages leadership in the community through service, continuing medical 
education, research and scholarly activity. 
 
The mission of PNWU-COM is to train, educate, and encourage scientific research for health 
professionals who will provide quality care to all communities of the Pacific Northwest, 
particularly underserved populations. 
 
OPTI Membership Agreement 
 
In accordance with the prerequisites for residency program approval, Skagit Valley Hospital 
has an OPTI Membership Agreement with OPTI WEST. 

 
OPTI WEST has an Osteopathic Graduate Medical Education Committee (AOGME) which 
reviews curriculum, policies and academic programs.  The AOGME will make 
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recommendations to the OPTI WEST Board when appropriate for review, discussion, 
approval, and eventual implementation.   
 
OPTI WEST’s mission is similar to PNWU-COM. Strategies are consistent both with the 
college mission and with its OPTI WEST values. The Committee identified the following as 
OPTI WEST values: 
 

1. Pursuit of excellence in Osteopathic Medical Education 
2. To assure the highest standards of educational excellence for pre and 

postdoctoral matriculants in Member Osteopathic educational programs;  
3. To promote collaboration among educational programs in order to share 

resources of expertise, knowledge, facilities, faculty development, research and 
finance;  

4. To enhance the efficient, cost effective delivery of educational programs;  
5. To coordinate and facilitate scientific research and fosters osteopathic 

contributions to the advancement of knowledge;  
6. To emphasize local community-focused educational programs to meet the health 

care needs of the people of the communities served by the Members of the 
consortium;  

7. To provide sufficient training environments to meet the unique regional needs. 
 

Mission—OPTI WEST 
 
To promote excellence in osteopathic graduate medical education (OGME) through 
accredited post – doctoral programs, patient care outcomes and success for residents 
defined as personal and professional growth and achievement of AOA Core Competencies. 
 
 
Resident Application and Selection Process 
 
Please refer to GME Resident Policy and Procedure Manual. 
 
Residency Goals and Objectives 

 
Program Mission  

The mission of Skagit Valley Hospital’s Family Medicine/OMT Residency is to improve 
health access and health status for rural, minority and under-served persons living in 
Washington by developing training programs for health professionals in our setting that 
serve those populations.  Accordingly, our program involves a mutually beneficial 
educational relationship between regional hospitals, clinics, and PNWU-COM.  

Program Description 
 
This proposed program will train up to four (4) Osteopathic residents enrolled in the program 
during each training year for a total of twelve (12) residents. 

 
Family medicine/OMT is a three-dimensional specialty, incorporating (1) knowledge, (2) skill 
and (3) process.  Although knowledge and skill may be shared with other specialties, the 
family medicine process is unique. At the center of this process is the patient-physician 
relationship with the patient viewed in the context of the family. It is the extent to which this 
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relationship is valued, developed, nurtured and maintained that distinguishes family 
medicine from all other specialties. 
 
In the dimension of process, the family physician functions as the patient's means of entry 
into the health care system and as the physician of first contact, in most situations, is in a 
unique position to form a bond with the patient. The family physician's care is both personal 
and comprehensive and not limited by age, sex, organ system or type of problem, be it 
biological, behavioral or social. This care is based on knowledge of the patient in the context 
of the family and the community, emphasizing disease prevention and health promotion. 
When referral is indicated, the family physician refers the patient to other specialists or 
caregivers but remains the coordinator of the patient’s health care. This prevents 
fragmentation of that care in both the outpatient and inpatient settings. The family physician 
serves as the patient’s advocate in dealing with other medical professionals, third party 
payers, employers and others and as such is a cost-effective coordinator of the patient’s 
health services. 
 
Although all family physicians share a core of information, the dimensions of knowledge and 
skill vary with the individual family physician. Patient needs differ in various geographic 
areas, and the content of the family physician's practice varies accordingly. Skagit Valley 
Hospital will provide residents with the knowledge and skills useful to a family physician with 
a rural practice with patients from underserved and culturally diverse backgrounds. 
Furthermore, the scope of family medicine at Skagit Valley Hospital will allow for an 
experiential style of learning that provides an accurate preparation for work in underserved 
or rural areas. Residents will be experienced in newborn resuscitation, stabilization and 
transfer of critically ill adult and obstetric patients, and will practice procedures such as 
central lines and casting on a regular basis.  

 
This program is structured to provide an osteopathic resident with advanced and 
concentrated training in family practice and to prepare him/her for examination leading to 
board certification in this discipline.   
  
The training program is designed to teach the osteopathic family practice resident through a 
diverse community of physicians, dentists, physician assistants and other allied medical 
personnel committed to providing compassionate and comprehensive primary care to the 
rural and underserved communities of Washington.  The residency program aims to be both 
rigorous and personally fulfilling.    
 
Program Goals 
 
The goal of this residency program is to produce professional, board certified osteopathic 
family physicians capable of providing competent, independent, and professional health 
care service.  In addition we will train physicians in the full breadth of primary care to serve 
rural communities, as well as independent learning skills to provide basic health care for all 
people anywhere in the country or around the world. 
 
Through the comprehensive family practice/OMT residency program, the resident will 
complete an organized program of study and experience designed to prepare him/her to 
provide high quality medical care. The resident is exposed to the specific aspects of family 
practice discipline, practical experience, reading materials and other resources. The 
educational objectives of this training program are to ensure that by the end of the training 
the resident is able to:  
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 Diagnose and manage most acute and chronic problems.  
 Promote health by using appropriate methods of health screening and patient 

education.  
 Utilize appropriate techniques for early detection and prevention of disease.  
 Provide osteopathic health care services in a manner that meets the needs and 

expectations of patients.  
 Recognize the fundamental principles of research in osteopathic family medicine and 

interpret the results of research in the medical literature.  
 Assume leadership roles in local communities, the state and the nation.  
 Conduct professional activities in an ethical and legally responsible manner.  
 Maintain quality control techniques in patient care by the use of quality control 

methods.  
 Provide patient care with a family and community orientation.  
 Devote attention to the quality of personal and family life.  

Program Objectives 
 
Program objectives have been developed in conjunction with the AOA competencies of: 
 

1. Osteopathic Patient Care 
2. Application of Knowledge for Osteopathic Medical Practice 
3. Practice-Based Learning and Improvement in Osteopathic Medicine 
4. Interpersonal and Communication Skills in the Practice of Osteopathic Medicine 
5. Professionalism in the Practice of Osteopathic Medicine 
6. Systems-Based Practice in Osteopathic Medicine 
7. Osteopathic Practices and Principles 

 
Objectives: 
 

A. To provide learning opportunities for each resident to develop the ability to:   

1. Interpret in pathophysiological terms an accurate and complete initial and 
continuous database obtained through patient interviewing, physical 
examination, and appropriate laboratory evaluation.  

2. Accurately diagnose and completely manage the vast majority of primary care 
problems common to the office practice setting.   

3. Focus on the family as a unit, analyzing and appreciating the forces that affect 
health and illness.   

4. Work as a cooperative health-care team member relying on the skills of other 
health professionals.  

5. Appropriately utilize available community resources indicated for holistic care, 
including social, nursing, legal, and religious services.   

6. Understand, achieve, and utilize continuous relationships with patients toward 
the overall betterment of care.   

7. Identify in epidemiologic terms the problems of the community as they affect the 
health of individual patients.   

8. Operate and manage, effectively and efficiently, the office practice setting.   

9. Select and utilize consultants from other disciplines at that point where 
diagnosis and management can be improved by such consultation.  
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B. To initiate and maintain programs that provide a stimulus for learning a model of care 

that has a beneficial impact on medical care and medical education within the 
community.   
 

C. To enable the physician to modify his/her behavior to feel confident and at ease in 
dealing with people of all persuasions, convictions, and attitudes.   
 

D. To develop a physician's awareness of his/her own personality traits, personal 
capabilities, limitations, and comfort in dealing with patients, colleagues, friends and 
family.   
 

E.  To create an environment within an educational model in which learning and 
emotional growth is a comfortable and natural process.   

 
Teaching Faculty/Residency Staff 
 
The teaching faculty has extensive experience in diverse areas of medicine.  
 
Family Medicine Teaching Faculty: 
 
Julie Merriam, DO Board Certified –American Osteopathic Board of Family 
Program Director Physicians  
    Email: jmerriam@skagitregionalhealth.org 
    Phone: 360-814-2815 (o) 
     
 
Allison Abresch-Meyer, DO Board Certified –American Osteopathic Board of Family 
Core Faculty Physicians and the American Osteopathic Board of 

Neuromuscular Medicine  
    Email: AAbresch-Meyer@skagitregionalhealth.org  
    Phone: 360-814-6975 (o) 
 
John Dew, DO Board Certified –American Osteopathic Board of Family 
Core Faculty Physicians 
 Email: jdew@skagitvalleyhospital.org 
 Phone: 360-814-6974 (o) 
 
Ben McLaughlin, DO Board Certified –American Osteopathic Board of Family 
Core Faculty Physicians 

Email: bmclaughlin@skagitregionalhealth.org  
 Phone:  
 
Jeremy Ginoza, DO Board Certified – American Osteopathic Board of Family 
Core Faculty Physicians and the American Osteopathic Board of 

Neuromuscular Medicine 
 Email: jginoza@skagitregionalhealth.org 
 Phone: 
 

mailto:AAbresch-Meyer@skagitregionalhealth.org
mailto:jdew@skagitvalleyhospital.org
mailto:bmclaughlin@skagitregionalhealth.org
mailto:jginoza@skagitregionalhealth.org
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Jennifer Benson, MD Board Certified – American Board of Family Medicine 
    Email: JBenson@skagitphi.org  
    Phone: 360-899-4526 (o) 
 
Jonathan Gamson, MD Board Certified – American Board of Family Medicine 
    Email: JCGamson@hinet.org 
    Phone: 360-428-1700 (o) 
 
Robert Jacobson, MD Board Certified – American Board of Family Medicine 
    Email: rjacobson@srclinics.org  
    Phone: 360-428-2501 (o) 
 
 
Suzanne Robertson, MD Board Certified – American Board of Family Medicine 
    Email: SRobertson@srclinics.org 
    Phone: 360-428-2501 (o) 
 
Sloane Winkes, MD  Board Certified – American Board of Family Medicine 
    Email: lwinkes@hinet.org  
    Phone: 360-428-1700 (o) 
 
Residency Staff 
 
Tami Gilbert   Administrator Medical Education 

Email: TGilbert@skagitvalleyhospital.org  
    Phone: 360-814-5527 (o) 

Fax:  360-814-2350 
 
Dora Driscoll   Medical Education Coordinator 

Email: DDriscoll@skagitvalleyhospital.org  
    Phone: 360-814-2349 (o) 

Fax:  360-428-2215 
 
Tami’s duties include overall oversight and coordination of administrative duties for the 
residency programs, PNWU students and visiting students.   
 
Dora’s duties include handling resident reimbursement, rotation and clinic coordination and 
scheduling, didactic logistics and coordination of the residency programs.   
 
Chief Resident 2018-19 
 
Marissa Capasso, DO 
 
The Chief Resident is chosen by the Residency Director in the second half of the academic 
year prior to the final year of residency.  This is to insure that the incoming chief has the 
opportunity to work with the outgoing chief in order to assume their formal responsibilities.   
The Chief Resident is a volunteer position, with additional compensation. The Chief 
Resident is a third-year resident in good standing, with no pending remediation actions.  Any 
later remediation will affect the appointment. The Chief Resident is expected to set a high 
standard of professionalism at all times. 
 
 

mailto:JBenson@skagitphi.org
mailto:JCGamson@hinet.org
mailto:rjacobson@srclinics.org
mailto:SRobertson@srclinics.org
mailto:lwinkes@hinet.org
mailto:TGilbert@skagitvalleyhospital.org
mailto:DDriscoll@skagitvalleyhospital.org
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The Chief Resident will participate in and assist with: 
 planning of schedules and didactics 
 review of policies/procedures 
 preparation for inspections and internal reviews 
 organizing resident participation in interviews 
 representing residents at GME Committee meeting 
  

Associate Chief Resident 2018-19 
 
Asra Mazhar, DO 
 
The associate chief resident assists the chief resident with their duties as listed above. 
 
Resident Roster   

 

PGY 3 Aaron Arnold 510-468-9933 
PGY 3 C Marissa Capasso  412-956-4619 
PGY 3 Oksana Miller 509-731-1455 
PGY 3 Erika Pope  360-708-4221 
PGY 2 Brook Ashcraft 360-708-0417 
PGY 2 Sarah Crowe-May 503-756-2373 
PGY 2 Jenny Le 408-892-4291 
PGY 2 AC Asra Mazhar 509-952-1289 
PGY 1 Shelley Brencick-Higman  
PGY 1 Kathryn Bergen  
PGY 1 Devon Kienzle  
PGY 1 Justin Lytle  
 
 

Family Medicine Residency Clinic Teams 
Starting June 26, 2017 

 
RIVER LAKE 

John Dew, DO & Ben McLaughlin, DO 
(Attendings) 

Allison Abresch-Meyer, DO & Jeremy 
Ginoza, DO (Attending) 

Marissa Capasso, DO (Chief) Aaron Arnold, DO 
Erika Pope, DO Oksana Miller, DO 

Brook Ashcraft, DO Sarah Crowe May, DO 
Jenny Le, DO Asra Mazhar, DO (Associate Chief) 

Devon Kienzle, DO Shelley Brencick-Higman, DO 
Kathryn Bergen, DO Justin Lytle, DO 
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Teams consist of a group of residents who will provide backup for each other in the Residency 
Clinic. 
 
Daily tasks will be sent to the team as a group.  Whoever is in clinic that day will be expected 
to respond to tasks as available.  The senior for each group will be responsible for making 
sure that the team is keeping up with tasks. 
 
The patients will remain in their team.  Patients will be informed of what team they are 
assigned to so that patients can see a member of “their team” if their resident PCP is 
unavailable due to other requirements or has graduated. 
 
The MA’s and front desk staff will have a list of the teams and will try to keep the patients in 
the designated team. 

 
Teams are responsible for checking team member’s PAQ, tasks and patient   
communication during PTO, sick days and/or rotations off site that these duties are not able 
to be done timely.  Please make certain the Practice Manager is aware of assignments 
and/or issues in order to communicate with support staff. 
 
Should a patient want to change a PCP due to comfort and/or fit, they will be encouraged to 
change teams for cross coverage purposes; however, it is ultimately the patient’s choice. 
 
Curriculum 

 
We believe that excellent family physicians are curious, thoughtful, and critical problem 
solvers who are committed to lifelong learning. They believe in and practice both the art and 
science of medicine. They recognize that an individual's health and well-being cannot be 
abstracted from the environment in which they live. Thus, issues of relationship, family, 
culture, psychosocial health, spirituality, economic status, and life stressors are always 
relevant and often critical to the well-being or illness of a given patient. 
 
Implicit in our educational curriculum are these assumptions: 
 
 Residents are adult learners each with individual learning styles. Though not all 

residents come to us having developed an understanding of their particular 
educational needs, part of our work as faculty is to facilitate this knowledge in order 
to maximize individual growth. 

 
 Residents must feel both supported and challenged in their clinical learning. 

 
 Independent clinical decision-making, properly supported, is the best and fastest 

road to competence. 
 

Most of the inpatient and major curricular topics are organized in 4-week blocks. Residents 
also have office hours in the residency clinic, maintaining continuity with their own panel of 
patients, including pediatric and pre-natal patients, and they follow patients who are in 
nursing homes or are home-bound. In addition to the block curriculum, several other topics 
are covered in a longitudinal curriculum – including psychiatry, osteopathy, and integrative 
medicine.  We will offer a wide variety of electives, some of which are established and 
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others of which have significant room to be tailored to the resident’s individual learning 
goals.  
 
The rotational curriculum is designed so that each resident will satisfy all the certification 
requirements of ACOFP.   
 
This curriculum promotes learning via structure and supervised exposure based on an 
educational rather than service model. Supervision and mentoring are hallmarks of the 
program, with the resident given additional responsibilities and opportunities as his/her 
training and experience warrant. Evaluation is integrated and organized throughout the 
training. On-call is limited and designed to provide specific training required of an 
osteopathic physician. A qualified medical preceptor is available for consultation and 
assistance to the resident. 
 
The following provides a brief overview of the training for each year: 
 
Year One 
 
An introduction to family medicine allows residents to become acquainted with one another, 
faculty members and departmental personnel. Following initial orientation, a structured 
program is presented with emphasis on the philosophy of family medicine and Family 
Medicine concepts. New residents are introduced to ambulatory care case management in 
the Family Medicine Continuity Clinic.   
 
Residents in the first year of training spend two half days each week in the Family Medicine 
Continuity Clinic. Experiences involve patient care and orientation toward evaluation 
methods in primary care. Instruction by family medicine faculty helps residents develop skills 
in the evaluation and management of a variety of health problems. Instruction in patient care 
emphasizes disease prevention, health maintenance, utilization of community resources and 
management of the emotional aspects of patient care, with special attention to the 
appropriate use of consultants.  
 
Year Two 
 
Second year residents spend 3-4 half days each week in the Family Medicine Continuity 
Clinic. Residents at this level provide continuing care to a larger number of families than first 
year residents and have a greater degree of responsibility. Residents are encouraged to 
coordinate all of the health needs of their patients with the assistance of team 
nurses/medical assistants (MAs) and under the supervision of family medicine faculty 
members.  Second year residents share after-hours and weekend call for Family Medicine 
Continuity Clinic patients. Residents may also become involved with the delivery of sports 
medicine services to local high schools and colleges.  Second year residents share after-
hours and weekend outpatient call for Family Medicine Continuity Clinic patients.   
 
Year Three 
 
Third year residents spend 4 half-days each week in the Family Medicine Continuity Clinic. 
Each resident provides health care for his or her panel of patients. Patients also are treated 
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for episodic illnesses as in a family physician's office. Third year residents generally have 
matured sufficiently in clinical judgment to know when they need assistance; however, 
faculty supervision is available in the center at all times. Regular chart auditing and 
morbidity/mortality conferences stimulate residents to review their own performance more 
closely. Patients in the Family Medicine Continuity Clinic who require admission into the 
hospital are admitted directly to the inpatient service. The service admits patients to labor 
and delivery, critical care unit, medicine, surgery and pediatric units as needed. Third year 
residents share after-hours and weekend outpatient call for Family Medicine Continuity 
Clinic patients.   
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CURRICULUM BY YEAR:   

PGY1 # Weeks PGY2 # Weeks PGY3 # Weeks 

Internal Medicine -  
 Inpatient 12 Internal Medicine 

Inpatient 8 Internal Medicine 
Inpatient 4 

Obstetrics 8 Gynecology 4 ENT* 4 

Geriatrics* 4 Pediatrics- Outpatient 4 Endocrine* 4 

General Surgery  4 Emergency Medicine 4 SCH Pediatric ED 4 

Emergency Medicine 4 SCH Pediatric Inpt 4 Sports Medicine 4 

Cardiology 4 Pulmonology* 4 FMP 4 

Pediatrics – Inpatient 4 Urgent Care* 4 GI* 2 

FMP 4 FMP 4 Urology* 2 

Sports Medicine  2 Radiology* 4 Nephrology* 2 

Orthopedics 2 Dermatology* 2 Neurology* 2 

Elective 4 Ophthalmology* 2 ID* 4 

  Elective 4 Psych 4 

    Elective 12 

Two ½ days clinic/week  Four ½ days 
clinic/week  Four ½ days 

clinic/week  

PTO 20 days PTO 20 days PTO 20 days 

TOTAL 52  52  52 

Medicine/Surgical Selectives are denoted with * and are highly encouraged.  Electives can 
be done in any of the specialties listed below. 
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ELECTIVE and SELECTIVE ROTATIONS:  
Medical Surgery Other 

Cardiology (required) Anesthesiology Integrative Medicine 

Hematology-Oncology  * Podiatry OMM/OMT 

Nephrology   Psychiatry 

Neurology *  PM & R 

Endocrinology *  Community Medicine 

Allergy/immunology  FM Clinic 

Rheumatology    

Pulmonology (required)   

Gastroenterology (required)   

Palliative Care *   

 
 
Minimum Requirements for Rotations 
(Source: AOA Basic Standards for Osteopathic family medicine/OMT) 
 
The resident must have at least 8 weeks of emergency medicine training with 4 being in the 
PGY1 year. 
 
The resident must have at least 32 weeks of internal medicine (all specialties) with at least 8 
weeks done in the PGY 1 year, 24 weeks of which are inpatient medicine and 4 weeks of 
the 32 are in critical care. 
 
The resident must have at least 12 weeks training in women’s health with 4 being in the 
PGY 1 year. 
 
The resident must have at 16 weeks of training in pediatrics/adolescent medicine with 4 
being in the PGY 1 year. 
 
The resident must train in the clinical application of OMM.  This can be accomplished in the 
continuity clinic, inpatient, on an OMM rotation or in every clinical experience. 
 
The resident must have 16 weeks of surgery (all specialties) with 4 weeks of general surgery 
in the PGY 1 year.  You must have at least two weeks of ENT, urology, ophthalmology and 
orthopedics (4 preferred for orthopedics). 
 



Page 22 of 83 
 

The resident must have 100 hours or 1 month of training in geriatrics in addition to the 
training at the continuity care site and general internal medicine rotations. 
 
The resident must have exposure to behavioral medicine.  This does not have to be on a 
psychiatry rotation. Behavioral Medicine will be integrated longitudinally throughout the 
program.  The training in Behavioral medicine will occur at the continuity clinic.  Family 
physicians as well as psychologists, as well as others, will be involved in the teaching of this 
component. 
 
The resident must have 50 hours or 2 weeks training in sports medicine in addition to the 
time in the continuity clinic.  This can include pre-participation physicals, didactics and being 
a team doctor. 
 
The resident must have 50 hours or two weeks of training in Community Medicine.  
Opportunities in community medicine include but are not limited to: Safe Harbor Free Clinic, 
Sports Physicals (counts as either sports medicine or community medicine), Community 
Screening Events (BP, blood sugars, bone marrow or blood drives…), Planned Parenthood, 
Free Clinics, Homeless Shelters, Occupational health, Mental Health Agencies, Drug and 
Alcohol treatment Centers, Community Health Centers, School Health Programs, Public 
Health Agencies and Correctional Facilities. 
 
When logging Community Medicine, it is essential to comment on what you actually did 
during that time period. 
 
The resident shall have 20-28 weeks of electives/selectives.The Director of Medical 
Education (DME) and the Program Director of the Family Medicine Residency Program must 
approve all electives. 

 
Longitudinal Guidelines:  This type of training allows for continuity of care, which is a 
hallmark of Family Medicine.  
 
Family Medicine Continuity of Care: The OGME-1 resident will spend one-half (1/2) day per 
week for the entire year in the ambulatory care clinic. OGME-2 and OGME-3 residents will 
spend three (3) half days per week.  
 
Electives 
 
Elective requests should be submitted in writing at least 3 months prior to the rotation you 
would like to rotate with.  We cannot guarantee your request but we will do our best to 
accommodate you.  Electives will be distributed on a need basis, meaning if a PGY 3 needs 
orthopedics to ensure timely graduation, they will get it before a PGY 1. 
 
 
Didactics 

In addition to the experiential learning of rotations, residents’ knowledge and skills are 
augmented with weekly educational conferences, including morning report and lunchtime 
lectures, which are led by a rotating combination of senior residents, faculty and attending 
specialists.   Topics will address key competency areas of the curriculum, such as disease 
prevention and wellness, and patient safety and quality improvement, as well as longitudinal 
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psychology topics, ethics, literature in medicine, and case-based seminars particularly 
focused on chronic pain management, integrative medicine, and nursing home care. 

Grand rounds sponsored by the OPTI WEST are also monthly, hosting regional specialists 
and highlighting topics of interest led by local physicians. 

The Family Medicine Journal Club is held monthly. Residents choose an article for review 
and ask an attending to act as co-discussant.    
 
Finally, health care in our society is undergoing significant dynamic changes that will impact 
the resident on completion of his/her training. In order to adequately prepare the resident for 
entry into the health care environment, experiences shall be provided to assist him/her in 
assuming a productive role in this complex environment.  The program will provide at least 
twenty hours of structured educational experiences in practice management. 

Data from the resident's own continuity of care training site experience will be used to 
illustrate the basic economic principles of medical practice. This data will include timely 
statements indicating the volume of patients seen revenue generated per patient visit, gross 
charges, contractual adjustments, balance billing, overhead costs and prorated economic 
data.  

The program shall have a structured curriculum in aspects of personal and practice financial 
management education. This must include modules on debt consolidation, student loan 
repayment, retirement planning, and financial planning. A minimum of twenty hours of 
instruction shall be devoted to this area of the curriculum. 

 Monday Tuesday Wednesday Thursday Friday 
AM 
 
 
 

Morning 
Report for 
Inpatient, 

ICU 

Morning 
Report for 

Inpatient, ICU 

Morning 
Report for 
Inpatient, 

ICU 

Morning 
Report for 

Inpatient, ICU 

Morning 
Report for 

Inpatient, ICU 

PM 
 
 
 

1200 noon 
didactics 

1200 noon 
didactics 

1200 noon 
didactics 

1200 noon 
didactics 

1200 noon 
didactics 

 
ACOFP Requirements 

 
All residents are required to maintain AOA and ACOFP membership.  All residents must 
attend a minimum of one national ACOFP Scientific Seminar during OGME-2 or OGME-3.  
This requirement can be met by the resident attending either the ACOFP Spring Scientific 
Seminar or the AOA / ACOFP Fall Scientific Seminar.  If the resident attends the Fall AOA 
Meeting the resident must register as an ACOFP member for the Fall Meeting to count 
towards this requirement.  
 
Each residency year a “Resident Annual Report” and a “Program Director’s Annual Report” 
must be submitted within thirty (30) days following the end of the resident year to the 
ACOFP.   

All residents are required to write and submit a scientific paper approved by the program 
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director to the ACOFP before or with the final “Resident Annual Report.” 
 
All residents must have successfully completed COMLEX Part III in order to be 
advanced to OGME-3.  It is preferred and expected that you take the exam during your 
OGME-1 year.  
 
Required Textbooks 
 
There are no specific textbooks required for the residency program.   
 
Osteopathic Principles and Practice  
 
The resident is expected to embrace Osteopathic Philosophy as it applies to family 
medicine.   
 
In-Service Examination  
 
Each year, the family medicine in-service examination is administered in October (2nd week).  
Each resident is required to complete this examination. No vacations are permitted during 
this time. 
 
Research and Scholarly Activity Requirements  
 
All residents are required to participate in research and scholarly activity for satisfactory 
completion of the program as mandated by the ACOFP.  This requirement can be met by 
participation in or completion of any of the following:  

  
a. A resident scholarly project within the department of family practice.  
b. Institutional or regional research programs in which family physicians are actively 

involved.  
c. Original paper on health care related topic.  
d. Presentation at a state, regional, or national meeting.  

a. Poster presentation 
b. Teaching 
c. Other  

e. Authoring a grant.  
 

This may include an original prospective or retrospective study, written in a form acceptable 
for submission to a journal.  The Annual ACOFP meetings are ideal forums for submission 
of poster or research papers and resident participation is strongly encouraged.  
 
A good research project takes a great deal of time and effort.  Residents are expected to 
submit their proposals to the residency director no later than September of the third year.  
The residency director and chair are available for review of proposals and assistance in 
choosing an appropriate topic. Residents are advised to start early, and remember that it is 
the resident’s responsibility to submit a copy to the residency coordinator to be placed in 
resident’s permanent file. 
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Resident Duties and Responsibilities 

Each resident is assigned on a block (week period) basis to a specific service or rotation. 
The resident is responsible to the attending physicians and senior residents, if any, on that 
service or rotation, and for adhering to all policies and procedures of the rotation site.  It is 
the resident’s responsibility to determine from the supervising attending when the workday 
begins and to be ready for work by that time each day.  

In addition to the clinical rotation, each resident is will be expected to provide continuity of 
care for a patient panel and will be assigned to a designated number of outpatient office 
sessions at the Family Medicine Continuity Clinic.  The resident is expected to arrive 
promptly for these sessions, to participate in all required clinical and educational activities, 
and to adhere to all Family Medicine Continuity Clinic policies.  

Residents will participate in longitudinal experiences including hospitalizations, home care, 
nursing home care, community medicine and practice management.  They will work 
independently and under faculty supervision to develop and present individual projects 
related to these experiences.  

Residents may be assigned responsibility for teaching and supervising other residents and 
students.  

Residents are assigned to on-call duties no more frequently that every third night, and are 
permitted to spend at least one day out of seven (averaged over the month) away from the 
residency program.  Chief residents are responsible for maintaining a backup schedule in 
cooperation with the Program Director, and for coordinating adequate backup if a Family 
Medicine resident is unable to perform his/her assigned duties because of medical or 
psychiatric illness or excessive stress or fatigue.  

In addition to participating in the formal educational activities of the program, residents are 
expected to maintain a program of study sufficient to acquire the knowledge, skills and 
attitudes necessary for achieving success in their clinical experiences and on their required 
examination.   

During his/her training, the resident will: 
 

A. Assist in the teaching of 3rd and 4th year medical students who rotate through 
Skagit Valley Hospital. 

 
B. Complete quarterly progress reports and the year-end exit survey regarding the 

effectiveness of the training program and faculty. 
 

C. Maintain a Portfolio and written logs of cases and other experiences.   
 

D. Use educational guidelines and other study guides provided during the residency 
to obtain, focus on, and read appropriate literature and as a guide during the 
various rotations. 
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E. Take required written and oral examinations, which will occur, at a minimum, 

upon entry into the program, at the completion of the program, and at least one 
other time during each year of the program. 
 

F. Communicate with patients and staff, verbally and otherwise in a manner that 
exhibits good professional judgment and good listening skills and is appropriate 
for the professional setting.  
 

G. Demonstrate timely, consistent, and reliable follow-up on patient care issues, 
such as laboratory results, patient phone calls, or other requests.  
 

H. Input and retrieve computer data through a keyboard, read a computer screen, 
and learn to utilize EMR’s.  
 

I. Read charts and monitors.  
 

J. Perform documentation procedures such as progress notes, chart dictations, and 
other paperwork in a timely fashion.  
 

K. Manage multiple patient care duties at the same time.  
 

L. Make judgments and decisions regarding complicated, undifferentiated disease 
presentations in a timely fashion in emergency, ambulatory, and hospital 
settings.  
 

M. Demonstrate organizational skills required to care for 10 or more outpatient 
cases per half day.  
 

N. Work varied duty hours including some nights, weekends, and holidays.  
 

O. Travel to and between multiple clinical sites that may not be readily accessible by 
public transportation.  

Work Hours  
 

Osteopathic residents must adhere to the stated policies related to working hours. The 
training schedules will be closely monitored to assure compliance. In order to maintain the 
quality of the training, moonlighting in the first year of the program is not permitted.  
 
Specifically: 

 
A. Residents shall not be assigned to work physically on duty in excess of 80 hours 

per week averaged over a 4-week period, inclusive of in-house night call. 
 

B. Residents shall not work in excess of 24 consecutive hours inclusive of morning 
and noon educational programs.  Allowances for inpatient and outpatient 
continuity of care, transfer of care, educational debriefing and formal didactic 
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activities may occur, but shall not exceed 6 hours.  Residents shall not assume 
responsibility for a new patient after working 24 hours.These allowances are not 
permitted for OGME-1 trainees. 

 
C. Residents shall have 48-hour periods off on alternate weeks, or at least one 24-

hour period off each week. 
 

D. Upon conclusion of a 24-hour duty shift, residents shall have a minimum of 12 
hours off before being required to be on duty again.  Upon completing a lesser 
hour duty period, adequate time for rest and personal activity must be provided. 

 
E. All off-duty time must be totally free from assignment to clinical or educational 

activity. 
 

F. Rotations in which a resident is assigned to Emergency Department duty shall 
ensure that residents work no longer than 12-hour shifts. 

 
G. Patient care responsibility is not precluded by this policy.  In the case where a 

resident is engaged in patient responsibility which cannot be interrupted, 
additional coverage should be provided to relieve the resident involved as soon 
as possible. 

 
H. The resident shall not be assigned to call more often than every third night 

averaged over any consecutive four-week period. 
 

I. The written policy relative to work hours and moonlighting are included in the 
training manual, which the resident/ signs to acknowledge receipt of the 
document. The resident has three levels of reporting of noncompliant work hour 
scheduling without reprisal: the DME/Program Director, the OPTI WEST Chief 
Academic Officer, and the AOA anonymous email line.  

 
The resident is expected to arrive to work on time and complete all necessary duties prior to 
teaching rounds with the attending physician. Due to the call schedule the resident may 
need to arrive earlier than 7AM to relieve the resident on call or be detained past 5PM until 
the resident on call arrives.  Residents are expected to provide an accurate and informative 
synopsis of all patients at the time of relief or “sign-out”.  “Post-call” residents will be given 
priority in early dismissal if possible.   The residency director does not “micro-manage” the 
daily schedule. It is assumed that as professionals all residents will embrace the “team 
approach” and accept responsibility according to their level of training and abilities.  The 
residents are expected to log their work hours into the New Innovations website weekly.  
The residency coordinator and program director will monitor these hours closely. 
 
Resident Supervision 

 
Qualified faculty must supervise all patient care. The program director must ensure, direct, 
and document adequate supervision of residents at all times.  Residents must be provided 
with rapid, reliable means for communicating with supervising faculty. 

Faculty schedules must be structured to provide interns/residents with continuous 
supervision and consultation.   Faculty, interns and residents must be educated and able to 
recognize the signs of fatigue and adopt and apply policies to prevent and counteract the 
potential negative effects. 
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Teaching 
 
All residents are expected to act as mentors and teachers to the junior residents, interns and 
medical students.  Duties of subordinates should be clearly delineated by the senior resident 
at the beginning of the rotation.   
 
Medical Records  
 
Residents are required to complete medical records in a timely fashion.  Refer to Skagit 
Valley Hospital Medical Staff policy on Health Information Management Medical Records 
Content, General information and Completion.  
 
Logs 
 
Resident logs are due on a monthly basis and submitted no later than the 15th of the 
following month.  This is an ACOFP requirement and compliance is essential for our 
program to remain in compliance.   
 
Hospital medical staff and multi-disciplinary group employers are increasingly requiring 
itemization of all procedural skills acquired in Residency training.  Documentation will be 
vital to your future.  With this in mind, each resident is required to document all procedures 
completed (i.e. OMT, paps, pelvics, sutures, castings, etc.).  With this information, the 
resident who graduates and seeks privileges to perform a given procedure should have 
sufficient information to locate and review actual records, contact a physician who is well 
acquainted with his/her competence and provide Residency faculty with some indication of 
his/her clinical background in performing the procedure. 
 
Communication 
 
Communication to residents will be via written memorandum, e-mail or contact by pager.   
An email address will be provided by Skagit Valley Hospital.Residents are required to 
primarily use the SVH email account, and need to check it daily.  Computers with Internet 
access are available in the medical library and on the floors.  
 
Individual Study 
 
Individual study is a vitally important and often poorly emphasized area of resident training 
and preparation. It is expected that the resident will have copies or ready access to standard 
textbooks and periodicals.  Additionally, a working knowledge of computer access to review 
the literature is essential.  
 

COMLEX 
 
AOA requires that all residents pass Part III of COMLEX prior to beginning the PGYIII year.  
Failure to do so means a contract for the third year of post-graduate residency training will 
not be offered and the resident will be dismissed from the program without exception.  It is 
expected that you take your exam by the end of your PGYI year. 
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Licensure 
 
Residents will need to obtain a Limited License from the State of Washington. The 
department of medical education will help you obtain you Limited License.  You can apply 
for your Permanent License only after passing step 3 of the COMLEX and completing your 
first year of residency.  
 
Call 
 
FM Call 
PGY 2s and 3s will take first call on family practice department patients starting at 5pm and 
ending at 8 am the following morning.  Tasks/phone notes must be sent to the providers 
informing them of decisions that were made prior to 8am the following morning especially if 
the patient requires an appointment.  If there are medical question, you may (and should) 
call the back-up attending who is on duty that night.  NARCOTICS AND CONTROLLED 
SUBSTANCES ARE NOT TO BE PRESCRIBED FOR ANY REASON AFTER REGULAR 
CLINIC HOURS. 
 
Please see the “On Call Rules for Residents” for more information. 
 
Family Medicine OB Experience and Full Spectrum Family Medicine Clinic 
 
Purpose: 

 To optimize the full spectrum Family Medicine educational experience for 
residents 

 To provide at minimum a full year FM continuity obstetrical experience with prenatal 
through postpartum care and newborn care 

 To provide the option for more obstetrical experience if there is interest. 
 To increase the number of OB and Pediatric encounters 
 To experience a full spectrum family medicine practice 
 To meet ACGME Obstetrical requirements 

 
Clinical Experience 

 PGY2: ½ Day Continuity Clinic per week with Dr. Robertson (and Dr. Jacobson) 
 Scheduled on Monday AM, Monday PM, Tuesday AM, or Thursday AM 
 On IM, to be scheduled only on Tuesday AM or Thursday PM 

 
Hospital Triage, Labor, and Delivery 
 
OB Call: 

 To clarify who is ON CALL with Dr. Robertson for Continuity OB Deliveries 
 On AMION, per Program Coordinator. Only scheduled on OUTPATIENT rotations. 

Not on IM. 
 PGY1: NONE, currently not available 
 PGY2: Required, initially divided evenly, more call based on interest 
 PGY3: Optional, based on interest 

Phone tree: 
 RN Triage notifies Dr. Robertson of continuity patient at L&D 
 Dr. Robertson calls Resident on OB Call to L&D 

 
If the Resident is unable to complete clinical duties AND care for continuity OB 
patient due to: 
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 Inability to be in in two places at once  
 Potential Hour violations (and thusly will be unable to attend rotation/clinic the 

following day) 
o PGY2: May work a Maximum of 24 hours + 4 hours. 
o 14 hour off after 24 hour shift.  May be broken if they go home in-between.  
o Exceptions are allowable to the rules for continuity delivery in FM 

Then 
 Jeopardy Call will be activated for coverage of scheduled residency continuity 

clinic duties.  (See Jeopardy Call Schedule) 
 OR you may opt out of OB care and go to clinic/rotation with attending approval 

(Dr. Robertson) 
 
Optional OB Opportunities: 

 PGY3: Taking OB Call with Dr. Robertson or Dr. Jacobson 
 Elective OB Rotations and Full Spectrum Family Medicine Rotations 
 Support for OB Fellowship Opportunities if so desired 

 
*ACGME core requirements reflecting the need for these changes are below for 
reference 
 
ACGME Core Requirements 

 
Met by Continuity Clinic with Dr. Robertson and Dr. Jacobson 
 II.B.7. All programs must have family medicine physician faculty members providing 

and teaching care for each of the following: maternity care, including deliveries; 
inpatient adults; and inpatient children.(Core). 

 IV.A.6.l).(1) Some of the maternity experience should include the prenatal, intra-
partum, and post-partum care of the same patient in a continuity care relationship. 
(Deta) 

Met by Women’s Health Rotations (one month per year, 3 months total), 50% 
Obstetrical Care. 

 IV.A.5.a).(1).(c) must demonstrate competence in their ability to provide maternity 
care, including: (Outcome) IV.A.5.a).(1).(c).(i) distinguishing abnormal and normal 
pregnancies; (Outcome) IV.A.5.a).(1).(c).(ii) caring for common medical problems 
arising from pregnancy or coexisting with pregnancy; (Outcome) IV.A.5.a).(1).(c).(iii) 
performing a spontaneous vaginal delivery; and, (Outcome) IV.A.5.a).(1).(c).(iv) 
demonstrating basic skills in man 

 IV.A.6.j) Residents must have at least 100 hours (or one month) or 125 patient 
encounters dedicated to the care of women with gynecologic issues, including well-
woman care, family planning, contraception, and options counseling for unintended 
pregnancy. (Core)  

 IV.A.6.k) Residents must document 200 hours (or two months) dedicated to 
participating in deliveries and providing prenatal and post-partum care. (Core)  

 IV.A.6.l) Programs should provide an experience in prenatal care, labor 
management, and delivery management. (Detail)  

Met by Lunchtime OB Didactics every other month 
 IV.A.6.k).(1) This experience must include a structured curriculum in prenatal, intra-

partum, and post-partum care. (Core)  
Duty hours relevant to OB Experience 
 VI.G.4.b) Duty periods of PGY-2 residents and above may be scheduled to a 

maximum of 24 hours of continuous duty in the hospital. (Core)  
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 VI.G.4.b).(1) Programs must encourage residents to use alertness management 
strategies in the context of patient care responsibilities. Strategic napping, especially 
after 16 hours of continuous duty and between the hours of 10:00 p.m. and 8:00 
a.m., is strongly suggested. (Detail)  

 VI.G.4.b).(2) It is essential for patient safety and resident education that effective 
transitions in care occur. Residents may be allowed to remain on-site in order to 
accomplish these tasks; however, this period of time must be no longer than an 
additional four hours. (CoreVI.G.5.b) Intermediate-level residents should have 10 
hours free of duty, and must have eight hours between scheduled duty periods. They 
must have at least 14 hours free of duty after 24 hours of in-house duty. (Core)  

 VI.G.5.c) Residents in the final years of education must be prepared to enter the 
unsupervised practice of medicine and care for patients over irregular or extended 
periods. (Outcome)  

 VI.G.4.b).(4) In unusual circumstances, residents, on their own initiative, may remain 
beyond their scheduled period of duty to continue to provide care to a single patient. 
Justifications for such extensions of duty are limited to reasons of required continuity 
for a severely ill or unstable patient, academic importance of the events transpiring, 
or humanistic attention to the needs of a patient or family. (Detail)  

 VI.G.8.b) Residents are permitted to return to the hospital while on at-home call to 
care for new or established patients. Each episode of this type of care, while it must 
be included in the 80-hour weekly maximum, will not initiate a new “off-duty period”. 
(Detail)  

 
Jeopardy Call 
 
Purpose: 

 Backup coverage for WEEKDAY Continuity Clinic or DAYTIME Inpatient 
Medicine Service 

 If a Resident is suddenly unable to attend due to: 
o OB continuity delivery (Call does NOT interfere with Inpatient Duties) 
o Hour Violations 
o Personal Emergency - surgeries, illnesses, early labor, unforeseen traumatic 

events, etc 
o Family Emergency – case by case 

 NO JEOPARDY CALL (or coverage provided) ON WEEKENDS or outside of 
business hours. 

 TO be used SPARINGLY for times of PERSONAL EMERGENCY, POTENTIAL 
HOUR VIOLATIONS, or CONTINUITY OBSTETRIC DELIVIERIES (OB Call does 
not interfere with Inpatient Services) 

 If the need for coverage will be needed beyond 3 consecutive days, alternative 
arrangements will be made by Program Director, Program Coordinator, and 
Resident. (Long term available options including taking FMLA or approved time off 
will go through a separate process – see handbook for details.) 

 
Phone tree: 

 Event Occurs (Illness, Emergency, Hour Violations, OB Call) where Resident will 
not be able to attend clinic or rotation 

 CALL Program Director for approval. 
o Receive verbal OKAY for missing day 

 CALL Jeopardy person to inform ONLY if you will be missing WEEKDAY Continuity 
Clinic or Inpatient Medicine 

o Verbal OKAY for coverage 
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o Confirm where to be for coverage 
o Jeopardy person lets their attending know they are excused for the day (via 

preferred contact) 
 EMAIL Program Director, Chief Resident, Program Coordinator, Attending, and 

other appropriate individuals 
o @ Clinic? 

 TEXT Residency Clinic Supervisor. Residency Clinic Supervisor 
notifies the attending. 

o @ IM Rotation? 
 CALL Senior. Senior notifies attending. 

o @ Other Rotation? 
 Let attending know (preferred contact) 
 No coverage provided (standard protocol) 

 
Forming Jeopardy call: 

 Created yearly in May by Program Coordinator and Faculty. 
 Placed on AMION, for upcoming academic year. 
 Outpatient Rotations only, electives preferred. 
 NOT pulled from: Vacation, IM, ICU, ER, Clinic Month 
 Shared between residents in 2-4 week blocks, averaging 4-6 weeks/year 

 
Moonlighting 
 
Any professional clinical activity (“moonlighting”) performed outside of an official residency 
program will only be conducted with the permission of the program administration (DME 
and/or Program Director). 
 
The residents must not be required to engage in “moonlighting.”  OGME-1 trainees shall be 
prohibited from moonlighting. 
 
Residents may only be permitted to moonlight provided that such employment does not 
interfere with their educational program and it must not represent a conflict of interest.  The 
resident must be in good standing within the residency program, and all residency 
requirements, institutional requirements, logs, evaluations, and medical records must be up-
to-date. 

 
A written request by the resident must be approved or disapproved by the program director 
and DME and be filed in the institution’s resident file.  Failure to report and receive approval 
by the program may be grounds for terminating a resident’s contract. 
 
If moonlighting is permitted, hours shall be inclusive of the 80 hour per week maximum work 
limit and must be reported to and monitored by the GMEC. 
 
All residents engaged in moonlighting must have a permanent medical license, and must 
have separate malpractice insurance coverage.    
 
 
Paid Time Off 
 
Each resident will have 4 weeks of paid time off (PTO) per year.  First year resident time off 
is assigned by the program director and/or DME.  PGY 2s and 3s must have their time off 
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requests approved by the program director and the DME.  They must be requested in 
writing. 
 
Paid Time Off includes vacation, sick leave, personal leave, educational conferences, and 
any other requested time off work. 
 
Evaluation and Promotion   
 
Please refer to GME Resident Policy and Procedure Manual. 
 
Continuity Clinics 
 
The primary Family Medicine Practice is located at: 
819 S. 13th Street, Mt. Vernon, WA 98274 
Phone (360) 814-6230 
Fax (360) 814-6240 
Clinic hours:  Monday – Friday, 0730-1730 (No appointments:  1130-1330) 
The back door code will be given to you at orientation.  Please remember it or keep it in a 
safe place and do not disseminate it to anyone. 
 
Kim’s contact information:  work-(360)814-6637 or x6637 (internally) 
             E-mail: KSunner@skagitregionalhealth.org  
 
Parking in the clinic parking lot or in the rear of the clinic is reserved for our patients. 
Break room is available to all.  Please be responsible and clean up after yourself. 
Clinic budget includes coffee, tea, sugar, etc.  Creamers, candy, etc are bought by staff or 
providers and generally shared with all.  Put name on item if it is not intended to share with 
others. 
Be at least 10 minutes early for clinic and give yourself time to get situated.  Do not make 
the patient wait. 
In the event of short staffing, please be proactive and room your own patients to keep your 
schedules flowing. 
Our staff are full-time and rotate shifts weekly.   
 
The secondary Family Medicine Practice (Year 2 for ½ day per week) is located at: 
1400 East Kincaid Street 
Mount Vernon, WA 98274 
Phone (360) 428-2501 
Fax (360) 428-2596 
Clinic hours:  Monday – Friday, 0800-1700  
 
 
Codes/Emergency 
 
Overhead paging is not available at the residency clinic.   
Although the ED is in close proximity, it is not appropriate to transport patients in a medical 
situation.  An ambulance should be called or family to transport.  This is for patient and staff 
safety. 
Front door to clinic is locked at 6 pm.  It requires a key to open and exit patients.  The key is 
at the front desk in the event staff have left for the evening. 
 

mailto:KSunner@skagitregionalhealth.org
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Referrals and Authorizations: 
 
All receptionists rotate positions and are able to answer questions, process requests, etc. 
In addition to tasking, receptionists need to be verbally told if there is a medical STAT 
request to prevent delay in processing.   
 
Medication Prior authorizations: 
 
Clinical staff and/or physicians will process these requests. 
 
Messages/Tasking: 
 
Tasking is not e-mail.  Approach each task by asking what is the quickest process to get an 
answer to patient?  Do not task MAs to ask additional clarifying questions that will require 
more back and forth between provider and staff.  
 

 Example:  patient requests a refill of xyz medication.  Approve or deny, or have the 
patient come in to be seen.  Please do not ask how many pills, is medication working, etc.  If 
this information is necessary, please call the patient directly. 

 
Clinical Assistant/Nurse visits: 
 
These are scheduled visits vs. drop in. 
All visits need to be signed off by a physician in the building at the time of the visit, rather 
than the PCP, etc.  Therefore, patient may not be yours or part of your team.   You may not 
interact at all with this patient; however, a physician must be notified of all services 
rendered.  Orders must be in the chart prior to the visit for it to be completed. 
We are a provider based billing facility; therefore clinical staff have to complete an acuity 
template for each patient (facility charge).  Please note that the E/M codes for acuity 
template vs. E/M code for physicians are often very different.  This is appropriate. 
 
New /Established patients 
 
Residency Clinic-All patients referred to us from Urgent Care are considered established 
patients for both FM and IM.   
 
As we share MAs it is critical to make certain the correct physician is noted at the top of the 
patient chart.   Remember the 4 point check! 
 
New patients include: new to organization, new to department, or no visits for at least 3 
years. 
 
Please follow trained workflows within Next Gen.   
 
Provider schedules/Staffing 
 
Patient schedules will be staggered to assist with timely rooming and exiting.  We schedule 
one clinical assistant to stay until 6 pm.  This person will check with the provider before 
leaving.  It is appropriate to ask them to stay if necessary-chaperone, injections, etc.   
Please be respectful of daycare, outside obligations and overtime costs.  We can call the 
patient to make a follow up appointment if that is all that is needed, etc. 
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Residency Clinic meeting 
 
Clinic meetings are monthly on the second Monday of every month in the didactic room.   
These meeting discuss various topics including work flow and decisions for the clinic are 
made.  It is the responsibility of each resident to follow up with practice manager for updates 
if unable to attend and to support any decisions made in your absence. 
 
I ask that each of you let me know if you are unable to make the meeting due to being off-
site, vacation, etc.  I understand things can delay us, but if you know that you will not be 
present – please let me know.  I will cancel or reschedule the provider meeting if too many 
are absent. 
 
Communication 
 
E-mail needs to be checked daily.  This is official communication for the organization and for 
the clinic.  Please understand that the Practice Manager is not able to get to each of you 
personally; therefore, she relies heavily on e-mail. 
 
Please keep Practice Manager informed of any issues with Next Gen or hardware in order to 
make certain all is resolved in a timely manner.    
 
Mail boxes will be assigned by team and each physician will have a folder.  Please check 
your mail box frequently and address items promptly.  Staff will be opening mail, unless it is 
noted on envelope as “personal”.   
 
All communication with staff and/or patients must be clearly and completely documented 
without exception.  Please document all attempts to reach patient.  This can be a critical 
component for patient complaints or litigation. 
Please ensure your pager is worn and turned on as directed.  Pages to the clinic must be 
returned. 
 
All support staff report to Practice Manager.  Please talk with Practice Manager directly 
regarding performance concerns, ideas for improvement, etc.  We do not have a Lead 
receptionist or clinical supervisor as other departments currently have. 
Many employees are patients at our clinic, including some of our own staff.  We are a public 
hospital and are required to treat all patients in the same manner.  Courtesy discounts or 
visits are unacceptable.  When medical care is being performed on a staff person, they 
cease being an employee and should be treated as any other patient.  Practice Manager 
can assist you if this is ever problematic. 
 
Please ask questions and offer feedback frequently.  We cannot improve processes or 
communication if we are not aware of struggles.  We are here to help patients, but 
remember it is okay to enjoy yourself while working! 
 
Clinic Backup Do’s and Don’ts 
 
DO put patients first—DON’T make them wait 
DO be respectful of clinic staff time 
DO ask for clarification when you are not sure about something 
DO call patients back yourself when the question or issue is not straightforward 
DON’T change your colleagues’ treatment plan unless there is new clinical information 
DON’T hesitate to page your colleague, or ask an attending if needed 
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Physician mail/tasks/PAQ 
You should empty your PAQ, task box and physical mailbox each day you are in clinic.  You 
and your team are responsible for all of the patients assigned to you and their medical 
records.  There should not be medication requests, lab/diagnostics that need to be seen or 
patient questions that are not responded to by a physician within 48 hours.  Your team 
boxes, PAQ and tasks should be clear on Friday so that questions, refills, etc. are not 
waiting for an entire weekend. 
 
If you are in clinic only once a week, plan to check your mail and tasks at least one more 
time that week. 
 
Abnormal labs, diagnostics, etc. should be brought to the preceptor of the day’s attention 
and discussed with you.  The physician should inform he patient about abnormal via the 
phone or in person.  Proper etiquette dictates that bad news should be given in person as it 
allows for questions.  The MA’s should not be informing your patients of abnormal 
labs/diagnostics.  They can inform your patients of normal labs/diagnostics, however. 
 
Books 
There is a multitude of books in the clinic that are for all of the residents and students to use.  
They are not to leave the clinic without the consent of the program director. 
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Section 2 – Important Family Medicine Resident Information 
 

Web Link for Basic AOA and ACOFP Standards 
 
You are responsible for understanding the requirements of the three-year Family Medicine 
curriculum.  In order to receive the most recent information on program requirements, you 
are directed to the AOA, ACGME and ACOFP websites.   
 
The AOA Program Standards for Family Medicine can be found at: 
 
http://www.do-online.org/index.cfm?PageID=acc_postdocstdspeclistnew 
 
The American College of Osteopathic Family Practitioners (ACOFP) website has information 
on your research paper and you can obtain an annual report form: 
 
http://www.acofp.org/ 
 
Information on Board Exams and certification can be found at American Board Osteopathic 
Family Physicians (ABOFP): 
 
http://www.aobfp.org/home.html 
 
The ACGME Program Standards for Family Medicine can be found at: 
 
http://www.acgme.org/Specialties/Overview/pfcatid/8/Family-Medicine  
 
Required Memberships 

 
The resident shall register as a candidate member of the ACOFP within sixty (60) days of 
matriculating to the residency program and keep the ACOFP informed of a working e-mail 
address at all times. Failure to do so will result in a late fee of $50.00, which will be paid 
prior to the REC review of the end-of-year training reports. The resident will maintain a 
standard of professionalism that meets or exceeds the code of ethics of the ACOFP and the 
AOA. Candidate members do not pay dues to ACOFP. 
 
Residents also need to complete membership applications to AOA.  Tami, in the DME’s 
office, can assist you with this. 

 
Board Scores 

 
All residents must provide the Medical Education Office with a copy of Parts I and II of the 
board scores, a final certified medical school transcript, letter confirming graduation, and 
Osteopathic Medical School Diploma before beginning residency.  If an OGME-1 resident 
fails to pass the Part III board, s/he will provide Medical Education a copy of the scores and 
set an appointment to meet with the DME as soon as possible.  
 

Residents must have successfully passed Part III of boards before beginning the third year 
of training.  Failure to pass Part III before this time may cause the resident to be subject to 
dismissal from the residency program.  

http://www.do-online.org/index.cfm?PageID=acc_postdocstdspeclistnew
http://www.acofp.org/
http://www.aobfp.org/home.html
http://www.acgme.org/Specialties/Overview/pfcatid/8/Family-Medicine
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Certifications  
 

All family medicine residents must be BLS, ACLS, and Pediatric Advance Life Support 
(PALS) certified throughout the training program.  In addition, a Neonatal Resuscitation 
Course (NRP) must be taken in the first year of training. Advance Life Support in Obstetrics 
(ALSO) is required for graduation. 
 

CME Course Form 
 
Please see residency coordinators for reimbursement, travel advance and other educational 
payment forms. 
 
 

Section 3 – Rotation Goals and Objectives 
 
See Family Medicine Goals & Objectives Handbook 
 

 
We are pleased to have you as a Skagit Regional Health  

Family Medicine Resident! 
 
 
 

ACGME Policy and Procedure Appendix for Family Medicine Residency 
 

Skagit Regional Health 
Family Medicine Residency 

SUPERVISION POLICY 
 

Roles, Responsibilities and Patient Care Activities of Residents 
 
Definitions  
Resident:  
A physician who is engaged in a graduate training program in family medicine, and who 
participates in patient care under the direction of attending physicians. As part of their 
training program, residents are given graded and progressive responsibility according to the 
individual resident’s clinical experience, judgment, knowledge, and technical skill. Each 
resident must know the limits of his/her scope of authority and the circumstances under 
which he/she is permitted to act with conditional independence. Residents are responsible 
for asking for help from a supervising physician or other appropriate licensed practitioner 
when they are uncertain of diagnosis, how to perform a diagnostic or therapeutic procedure, 
or how to implement an appropriate plan of care.  
 
Attending Physician (Attending):  
An identifiable, appropriately-credentialed and privileged attending physician who is 
ultimately responsible for the management of the individual patient and for the supervision of 
residents involved in the care of the patient. The attending delegates portions of care to 
residents based on the needs of the patient and the skills of the residents.  
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Supervision:  
To ensure oversight of resident supervision and graded authority and responsibility, the 
following levels of supervision are recognized:  
1. Direct Supervision – the supervising physician is physically present with the resident and 
patient.  
 
2. Indirect Supervision:  
 
a) with direct supervision immediately available – the supervising physician is physically 
within the hospital or other site of patient care and is immediately available to provide Direct 
Supervision.  
 
b) with direct supervision available – the supervising physician is not physically present 
within the hospital or other site of patient care, but is immediately available by means of 
telephonic and/or electronic modalities and is available to come to the site of care in order to 
provide Direct Supervision.  
 
3. Oversight – the supervising physician is available to provide review of procedures / 
encounters with feedback provided after care is delivered.  
 
Clinical Responsibilities  
The clinical responsibilities for each resident are based on PGY-level, patient safety, 
resident education, severity and complexity of patient illness/condition and available support 
services. The specific role of each resident varies with their clinical rotation, experience, 
duration of clinical training, the patient's illness and the clinical demands placed on the team. 
The following is a guide to the specific patient care responsibilities by year of clinical 
training. 
 
PGY- 1 (Interns):  
PGY-1 residents are primarily responsible for the care of patients under the guidance and 
supervision of the attending physician and senior residents. They should generally be the 
point of first contact when questions or concerns arise about the care of their patients. 
However, when questions or concerns persist, supervising residents and/or the attending 
physician should be contacted in a timely fashion. PGY-1 residents are initially directly 
supervised and when merited will progress to being indirectly supervised with direct 
supervision immediately available (see definitions above) by an attending or senior resident 
when appropriate.  
 
PGY- 2 (Junior Residents):  
Intermediate residents may be directly or indirectly supervised by an attending physician or 
senior resident but will provide all services under supervision. They may supervise PGY-1 
residents and/or medical students; however, the attending physician is ultimately 
responsible for the care of the patient.  
 
PGY- 3 (Senior Residents):  
Senior residents may be directly or indirectly supervised. They may provide direct patient 
care, supervisory care or consultative services, with progressive graded responsibilities as 
merited. They must provide all services ultimately under the supervision of an attending 
physician. Senior residents should serve in a supervisory role of medical students, junior 
and intermediate residents in recognition of their progress towards independence, as 
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appropriate to the needs of each patient and the skills of the senior resident; however, the 
attending physician is ultimately responsible for the care of the patient. 
 
Attending Physician:  
In the clinical learning environment, each patient must have an identifiable, appropriately-
credentialed and privileged attending physician who is ultimately responsible for that 
patient’s care. The attending physician is responsible for assuring the quality of care 
provided and for addressing any problems that occur in the care of patients and thus must 
be available to provide direct supervision when appropriate for optimal care of the patient 
and/or as indicated by program policy (see below). The availability of the attending to the 
resident is expected to be greater with less experienced residents and with increased acuity 
of the patient’s illness. The attending must notify all residents on his or her team of when he 
or she should be called regarding a patient’s status. In addition to these situations, the 
attending should include in his or her notification to residents all situations that require 
attending notification per program or hospital policy. This information should be available to 
residents, faculty members, and patients.  
The attending may specifically delegate portions of care to residents based on the needs of 
the patient and the skills of the residents and in accordance with hospital and/or 
departmental policies. The attending may also delegate partial responsibility for supervision 
of interns and junior residents to senior residents assigned to the service, but the attending 
must assure the competence of the senior resident before supervisory responsibility is 
delegated. Over time, the senior resident is expected to assume an increasingly larger role 
in patient care decision making. The attending remains responsible for assuring that 
appropriate supervision is occurring and is ultimately responsible for the patient’s care. 
Residents and attendings should inform patients of their respective roles in each patient’s 
care. 
The attending and supervisory resident are expected to monitor competence of interns and 
junior residents through direct observation, formal rounds and review of the medical records 
of patients under their care.  
Faculty supervision assignments should be of sufficient duration to assess the knowledge 
and skills of each resident and delegate to him/her the appropriate level of patient care 
authority and responsibility.  
 
Specific Supervision Policies  
 
Inpatient Medicine and Pediatrics:  
All routine medicine and pediatric patients admitted by residents must be evaluated within 
the first 24 hours after admission, and at least once each day of the hospital stay of that 
patient, by an attending physician. Typically, most patients are seen within 6-12 hours of 
admission. The resident is required to notify and discuss every admission with the attending 
physician at or soon after the patient is admitted based on patient illness acuity.  
An attending physician must urgently evaluate any unstable patient at the time of admission, 
with further direct supervision depending upon the stability of the patient.  
 
Inpatient Obstetrics:  
All obstetrics patients admitted by residents must be evaluated within the first 24 hours after 
admission, and at least once each day of the hospital stay of that patient, by an attending 
physician. Typically, most patients are seen within 6 hours of admission. The resident is 
required to notify and discuss every L&D patient with the attending at the time of admission, 
periodically through a normal labor course, at the time a complication develops, if an 
indication for obstetrics consultation develops, and immediately after consultation with the 
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obstetrics service in the event there wasn’t time prior to the consultation. The resident is 
encouraged at any time to request on-site faculty presence. 
Direct supervision by an attending physician is indicated in these circumstances:  

• Low-risk deliveries, once a primiparous patient is complete or a multiparous woman 
is 6 to 8 cm, dependent on the specific circumstances of each case.  

• Complicated obstetric patients, as appropriate to the circumstances of each case. 
This supervision may be provided by either the family medicine attending physician, 
or by the consulting obstetrician in the event that Family Medicine has transferred 
care to obstetrics.  
 
 
 

Outpatient Settings:  
• Office visits. All patients seen by residents at office visits must be directly 

supervised by the attending physician, except those under the “primary care 
exception”, which is as follows:  
A. Applies only to office codes 99201, 99202, and 99203, and 99211, 99212, and 

99213 (the first three levels of new patient and established patient office visits) 
and HCPC codes G0402, G0438, and G0439 for Medicare first and subsequent 
annual wellness visits.  

 
B. Allows the attending physician to discuss the history, physical, and plan of care 

with the resident and confirm these elements without actually seeing the patient; 
however, each must be discussed before the end of that half-day of clinic.  

 
C. All other visits (nursing home, home visits, emergency room, etc.). The 

attending physician must directly supervise all patients seen by residents for the 
visit to be billed. If only indirect supervision or oversight is provided by the 
attending, the visit is not to be billed. 

 
Supervision of Invasive Procedures  
 
In a training program, as in any clinical practice, it is incumbent upon the physician to be 
aware of his/her own limitations in managing a given patient and to consult a physician with 
more expertise when necessary. Any procedure performed by a resident must be directly 
supervised unless the resident has been approved to perform that procedure independently. 
When a resident requires supervision, this may be provided by a qualified member of the 
medical staff or by a resident who is authorized to perform the procedure independently. In 
all cases, the attending physician is ultimately responsible for the provision of care by 
residents. When there is any doubt about the need for supervision, the attending should be 
contacted.  
 
The following procedures may be performed with the indicated level of supervision:  
 
Direct supervision required by a qualified member of the medical staff:  

• Any operating room procedure.  
• Vaginal delivery, including repair of vaginal lacerations or episiotomy, repair of 

cervical laceration, uterine exploration  
• Colposcopy and cervical cryotherapy  
• Uterine D&C or D&E 
• Exercise treadmill test  
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• Flexible or rigid sigmoidoscopy, colonoscopy, endoscopy 
• Sedation for procedures  
• Vasectomy  
• All other invasive procedures not listed.  

 
Direct supervision required by a qualified member of the medical staff until competency 
demonstrated; then indirect supervision with direct supervision available:  
 

A resident may be released for independent performance of a procedure that is 
within the usual scope of practice of family physicians in that institution, when the 
resident has been supervised for a number of that procedure sufficient for faculty 
to assure the resident’s competency in knowledge and skill for independent 
practice relating to that procedure. 
 
 

 
Oversight required by a qualified member of the medical staff:  
Dressing changes, suture placement and removal, central venous catheter removal, 
cryotherapy of small skin lesions (<5 mm), anoscopy, breast exam, pelvic exam, pap smear, 
IUD removal, and endocervical cultures. 
 
 
 

Procedure Number of competently completed procedures 
required for independent performance (or training 
equivalent).  Sign off required. 

Abdominal paracentesis 5 procedures 
Application of splint or cast 3 procedures 
Arterial catheterization (includes 
arterial lines) 

5 procedures 

Arthrocentesis 5 procedures 
Central Line placement (internal 
jugular) (femoral and subclavian are 
optional) 

5 procedures 

Lumbar puncture 5 procedures 
I & D abscess 1 procedure 
IUD placement 3 procedures 
Nasogastric tube (NG) placement 3 procedures 
Neonatal circumcision 5 procedures 
Obstetrical procedures including 
limited OB ultrasound, fetal scalp 
electrode 

Per OB/GYN sign off (generally after PGY 1 
rotation) and with ALSO certificate 

Osteopathic Manipulation After passing of competency evaluation  
Skin biopsy (shave, punch) 3 procedures 
Skin excisional biopsy or lesion 
excision 

3 procedures 

Thoracentesis 5 procedures 
Toenail removal 3 procedures 
Urethral (Foley, straight, etc.) 
catheter 

3 procedures 
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Emergency Procedures  
It is recognized that in the provision of medical care, unanticipated and life-threatening 
events may occur. The resident may attempt any of the procedures normally requiring 
supervision in a case where death or irreversible loss of function in a patient is imminent, 
and an appropriate supervisory physician is not immediately available, and to wait for the 
availability of an appropriate supervisory physician would likely result in death or significant 
harm. The assistance of more qualified individuals should be requested as soon as 
practically possible. The appropriate supervising practitioner must be contacted and 
apprised of the situation as soon as possible.  
 
Supervision of Medical Students  
The rules regarding the supervision of medical students, which apply in both the inpatient 
and outpatient settings, are as follows. The rules are intended to assure that quality care is 
being provided to patients through appropriate support of learners in the teaching 
environment. A resident may serve as the “supervising physician” for purposes of medical 
student supervision, but the rules for supervision of the resident are the same as if the 
resident were seeing the patient without the student.  
 
Interactions with patients: Medical students may interview and examine patients. 
However, the supervising physician for the student MUST repeat the key portions of the 
history with the patient, and MUST do the entire physical exam in addition to the student 
exam. The student may discuss the plan of care with the patient, but must be either 
supervised directly and confirmed with the patient by the supervising physician, or repeated 
in its entirety by the supervising physician.  
 
Documentation: Medical students notes may be written as part of the chart. The 
supervising physician may use part of the student’s write-up of the history (in particular only 
the ROS and PSH), but must personally document the chief complaint and HPI, the physical 
exam, and the plan of care. 
 
Supervision of Consults  
Residents may provide consultation services under the direction of supervisory residents 
including fellows. The attending of record is ultimately responsible for the care of the patient 
and thus must be available to provide direct supervision when appropriate for optimal care 
and/or as indicated by individual program policy. The availability of the attending and 
supervisory residents or fellows should be appropriate to the level of training, experience 
and competence of the consult resident and is expected to be greater with increasing acuity 
of the patient’s illness. Information regarding the availability of attendings and supervisory 
residents or fellows should be available to residents, faculty members, and patients. 
Residents performing consultations on patients are expected to communicate verbally with 
their supervising attending at the time of consultation and with any significant change in 
patient status thereafter. Any resident performing a consultation where there is credible 
concern for patient’s life or limb requiring the need for immediate invasive intervention 
MUST communicate directly with the supervising attending as soon as possible prior to 
intervention or discharge from the hospital, clinic or emergency department so long as this 
does not place the patient at risk. If the communication with the supervising attending is 
delayed due to ensuring patient safety, the resident will communicate with the supervising 
attending as soon as possible. Residents performing consultations will communicate the 
name of their supervising attending to the services requesting consultation.  
 
Supervision of Hand-Offs  
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ACGME requirements:  
• Programs must design clinical assignments to minimize the number of transitions in 

patient care.  
• Sponsoring institutions and programs must ensure and monitor effective, structured 

hand-over processes to facilitate both continuity of care and patient safety.  
• Programs must ensure that residents are competent in communicating with team 

members in the hand-over process.  
• The sponsoring institution must ensure the availability of schedules that inform all 

members of the health care team of attending physicians and residents currently 
responsible for each patient’s care.  

 
Settings where appropriate Patient Handoff must occur:  

• Patients admitted to the Skagit Valley Hospital inpatient service (SOUND physician 
team) service from a Skagit Regional Clinic or other outpatient facility.  

• Patients discharged from the Skagit Valley Hospital inpatient service (SOUND 
physician team) back to a Skagit Regional Clinic or other outpatient facility.  

• Shift change from daytime to on call or nighttime provider on all hospitalized patients 
with active healthcare issues.  

• Shift change from on call or nighttime provider on all hospitalized patients with active 
healthcare issues.  

• Hospitalized patients transferring between any consult and service teams and Family 
Medicine.  

• Outpatients with active healthcare issues that should by the on call, nighttime or 
weekend Family Medicine/Inpatient team that family medicine residents are 
participating.  
 

Expectations for regular handoffs:  
• Family Medicine team members working on inpatient services will on a daily basis 

communicate any appropriate handoffs to and from the on-call providers verbally in 
person. The senior resident on the service supervises this hand off time.  

• Except on rare occasion, in person verbal sign-out will occur among residents and 
trainees.  Texting or emailing sign-out is not permitted among trainees.  

• Each morning and evening, patient handoffs will occur between the nighttime 
resident providers and the daytime resident teams. In this manner, competency of 
residents in communicating with team members in the hand-over process may be 
assessed and monitored.  

• The I-PASS style sign-out sheet with appropriate and updated patient information will 
be exchanged during the transition of care between day and nighttime providers. 
This sheet should include patient identifying information, current active medical 
conditions, medications, allergies, code status, attending physician, primary care 
physician and a to do list for the upcoming shifts.  

• Attending physicians should provide direct phone sign out to the oncoming attending 
on all patients with active medical conditions and in person sign out on any unstable 
patient or patient nearing obstetrical delivery.  

 
See end of document for guidelines on verbal and written hand-off communications.  
 
Circumstances in which Supervising Practitioner MUST be Contacted  
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• There are specific circumstances and events in which residents must 
communicate with appropriate supervising faculty members. These 
circumstances are:  

• All new admissions to the hospital  
• New consults requested of the Family Medicine/Inpatient service  
• All transfers of care to the Family Medicine/inpatient service or from Family 

Medicine/inpatient team to another service  
• Low-risk deliveries, once a primiparous patient is complete or a multiparous 

woman is 6 to 8 cm, dependent on the specific circumstances of each case.  
• Complicated obstetric patients, as appropriate to the circumstances of each 

case. This supervision may be provided by either the family medicine attending 
physician, or by the consulting obstetrician in the event that Family Medicine has 
transferred care to obstetrics.  

• Any unstable patient at the time of admission  
• Any sudden or unexpected deterioration of a patient cared for by the Family 

Medicine service  
• Any discharge against medical advice or death of a patient cared for by the 

Family Medicine service  
 

If a supervising physician does not respond for any reason to a resident phone call in a 
timely manner:  

1. If a supervising resident does not respond, contact the attending physician directly by 
personal pager, overhead paging system or personal cell or home phone.  

2. If an attending physician does not respond:  
a. If an urgent medical situation is occurring, contact an in-hospital attending or 

senior resident on another service as indicated for assistance or transfer of 
care (ICU, OB, NICU, ED, Anesthesia, Cardiology).  

b. In either case, when able, send a message in follow up to SOUND physicians 
and the Family Medicine Program Director (John Dew, DO) letting them know 
of the non-response by the attending.  

 
 
Models for Supervision  
 
Attendings should adhere to the SUPERB model when providing supervision. They should:  
1. Set Expectations: set expectations on when they should be notified about changes in 
patient’s status.  
2. Uncertainty is a time to contact: tell resident to call when they are uncertain of a 
diagnosis, procedure or plan of care.  
3. Planned Communication: set a planned time for communication (i.e. each evening, on call 
nights)  
4. Easily available: Make explicit your contact information and availability for any questions 
or concerns.  
5. Reassure resident not to be afraid to call: Tell the resident to call with questions or 
uncertainty.  
6. Balance supervision and autonomy.  
 
Residents should seek supervisor (attending or senior resident) input using the SAFETY 
acronym.  
3. Seek attending input early  
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4. Active clinical decisions: Call the supervising resident or attending when you have a 
patient whose clinical status is changing and a new plan of care should be discussed. Be 
prepared to present the situation, the background, your assessment and your 
recommendation.  
5. Feel uncertain about clinical decisions: Seek input from the supervising physician when 
you are uncertain about your clinical decisions. Be prepared to present the situation, the 
background, your assessment and your recommendation.  
6. End-of-life care or family/legal discussions: Always call your attending when a patient may 
die or there is concern for a medical error or legal issue.  
7. Transitions of care: Always call the attending when the patient becomes acutely ill and 
you are considering transfer to the intensive care unit (or have transferred the patient to the 
ICU if patient safety does not allow the call to happen prior to the ICU becoming involved).  
8. Help with system/hierarchY: Call your supervisor if you are not able to advance the care 
of a patient because of system problems or unresponsiveness of consultants or other 
providers.  
 
Resident Competence & Delegated Authority  
 
The privilege of progressive authority and responsibility, conditional independence, and a 
supervisory role in patient care delegated to each resident is assigned by the program 
director and faculty members as an essential element of professional development. The 
residency program will evaluate each resident’s abilities based on specific criteria through 
the Family Medicine Resident Clinical Competency Committee and approve each graded 
increase in resident responsibility during their training. The Clinical Competency Committee 
will evaluate each resident’s clinical competence based on his or her progress along 
residency training milestones of development and certify each resident’s ability to proceed to 
the next graded level of responsibility. The residents will be assessed on surrogate markers 
of competence in medical knowledge, patient care skills, communication skills, problem-
based learning, professionalism and systems-based practice until specific milestone 
measures are available in Family Medicine education in the upcoming 1-2 years.  
 
 
Faculty Development and Resident Education around Supervision and Progressive 
Responsibility  
 
All faculty and residents will participate in education around supervision and responsibility as 
part of yearly orientations, as well as “preps” for residents prior to starting inpatient rotation. 
 
POLICY FOR RESIDENT “HAND-OFFS” OF PATIENT CARE  
 
Checklist for Verbal Communication during Sign-Out: The Who, What, Where, When, 
and How  
 

WHO should participate in the sign-out process?  
o Outgoing clinician primarily responsible for patient’s care  
o Oncoming clinician who will be primarily responsible for patient’s care (avoid 
passing this task to someone else, even if busy)  
o Consider supervision by experienced clinicians if early in training  
 

WHAT content needs to be verbally communicated? Use situation briefing model, or 
SBAR, technique:  



Page 47 of 83 
 

o Situation—Identify each patient (name, age, sex, chief complaint) and briefly state 
any major problems (active and those that may become active during cross-
coverage).  
o Background—pertinent information relevant to current care (eg, recent vitals and/or 
baseline exam, labs, test results, etc); advanced directives code status.  
o Assessment—working diagnosis, response to treatment, anticipated problems 
during cross-coverage including anything not adequately described using written 
form (eg, complex family discussions).  
o Recommendation—to-do lists and if/then recommendations.  

 
WHERE should sign-out occur?  

o Designated room or place for sign-out (eg, avoid patient areas because of HIPPA 
requirements)  
o Minimize disruptions  
o Ensure systems support for sign-out (eg, computers, printer, paper, etc.)  

 
WHEN is the optimal time for sign-out?  

o Designated time when both parties can be present and pay attention (eg, beware 
of clinic, other obligations)  
o Have enough time for interactive questions at the end (eg, avoid rush at the end of 
the shift)  

 
HOW should verbal communication be performed? 

 o Face to face, allowing for questions  
o Verbalize data in the same order for each patient at each sign-out  
o “Read back” all to-do items  
o Adjust length and depth of review according to baseline knowledge of parties 
involved and type of transition in care  

 
Checklist for Elements of a Safe and Effective Written Sign-out—ANTICipate  
 

Administrative data  
o Patient name, age, sex  
o Medical record number  
o Room number  
o Admission date  
o Primary inpatient medical team  
o Primary care physician  
o Family contact information  

 
New information (clinical update)  

o Chief complaint, brief HPI, and diagnosis (or differential diagnosis)  
o Updated list of medications with doses, updated allergies  
o Updated, brief assessment by system/problem, with dates  
o Current “baseline” status (eg, mental status, cardiopulmonary, vital signs, 
especially if abnormal but stable)  
o Recent procedures and significant events  

 
Tasks (what needs to be done)  

o Specific, using if-then statements  
o Prepare cross-coverage (eg, patient consent for blood transfusion)  
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o Alert to incoming information (eg, study results, consultant recommendations), and 
what action, if any, needs to be taken during the cross-coverage  

 
Illness  

o Is the patient sick?  
 

Contingency planning/Code status 
o What may go wrong and what to do about it  
o What has or has not worked before (eg, responds to 40 mg IV furosemide)  
o Difficult family or psychosocial situations  
o   Code status, especially recent changes or family discuss  

 
 
Adapted from http://www.uwmedicine.org/education/documents/gme/Supervision-
Policies/Family-Medicine-Supervision-Policy.pdf 
 
GMEC approved 
 

Skagit Regional Health 
Institutional Duty Hours Policy 

 
Scope: All SRH residencies accredited by the Accreditation Council for Graduate Medical 
Education (ACGME) and sponsored by the Skagit Regional Health.  
 
Definitions: Duty hours are defined as all clinical and academic activities related to the 
training program, i.e., patient care (both inpatient and outpatient), administrative duties 
related to patient care (including any medical record charting completed at home), the 
provision for transfer of patient care, time spent in-house during call activities, scheduled 
didactic activities such as conferences and journal club, scheduled research activities, and 
other program activities such as participating in committees and in interviewing residency 
candidates. Duty hours do not include reading, studying, and academic preparation time 
spent away from the duty site.  
 
In-house call is defined as those duty hours beyond the normal work day when residents are 
required to be immediately available in the assigned institution.  
 
Duty Hours: Consistent with the ACGME duty hours standard outlined in the Common 
Program Requirements (CPR), graduate medical education programs sponsored by SRH 
must meet the following requirements:  
 
1. Maximum Hours of Work per Week: Duty hours must be limited to 80 hours per week, 
averaged over a four week period, inclusive of all in-house call activities and all 
moonlighting. (CPR VI.G.1.)  
 
NOTE: The ACGME does not allow compliance with the duty hours standard to be based on 
a rolling average. Averaging must be by rotation, aggregated over a four-week period for 
rotations of one calendar month or longer, or calculated within the duration of the rotation for 
rotations of less than four weeks in length. Compliance with all aspects of the duty hours 
standard must be achieved within a given rotation, regardless of duration (i.e., a two-week 
rotation of heavy duty and a two-week rotation of light duty may not be combined to achieve 
compliance). Further, vacation or leave days must be taken out of the numerator and the 
denominator for calculating duty hours, call frequency or days off (i.e., if a resident is on 

http://www.uwmedicine.org/education/documents/gme/Supervision-Policies/Family-Medicine-Supervision-Policy.pdf
http://www.uwmedicine.org/education/documents/gme/Supervision-Policies/Family-Medicine-Supervision-Policy.pdf
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vacation for one week, the hours for that rotation should be averaged over the remaining 
three weeks).  
 
2. Mandatory Time Free of Duty: Residents must be scheduled for a minimum of one day 
free of duty every week (when averaged over four weeks). At-home call cannot be assigned 
on these free days. (CPR VI.G.3).  
 
3. Maximum Duty Period Length:  
a. Duty periods of PGY-1 residents must not exceed 16 hours in duration. (VI.G.4.a)  
b. Duty periods of PGY-2 residents and above may be scheduled to a maximum of 24 hours 
of continuous duty in the hospital. Strategic napping, especially after 16 hours of continuous 
duty and between the hours of 10:00 p.m. and 8:00 a.m., is strongly suggested. (VI.G.4.b) 
Residents may be allowed to remain on-site in order to accomplish these effective 
transitions of care; however, this period of time must be no longer than an additional four 
hours. (VI.G.4.b).(1)  
Residents must not be assigned additional clinical responsibilities after 24 hours of 
continuous in-house duty. (VI.G.4.b).(2) 
 
Protocol for Episodes When Residents Remain on Duty Beyond Scheduled Hours: 
In unusual circumstances, PGY-2+ residents, on their own initiative, may remain beyond 
their scheduled period of duty to continue to provide care to a single patient. Justifications 
for such extensions of duty are limited to reasons of required continuity for a severely ill or 
unstable patient, academic importance of the events transpiring, or humanistic attention to 
the needs of a patient or family. (CPR VI.G.4.b).(3).  
o Under those circumstances, the resident/fellow must appropriately hand over the care of 
all other patients to the team responsible for their continuing care (VI.G.4.b).(3).(a).(i); and, 
document the reasons for remaining to care for the patient in question and submit that 
documentation in every circumstance to the program director (VI.G.4.b).(3).(a).(ii).  
o The program director must review each submission of additional service, and track both 
individual resident and program-wide episodes of additional duty in EVALUE. 
(VI.G.4.b).(3).(b)  
 
4. Minimum Time Off Between Scheduled Duty Periods and After In-House Call to 
Ensure Adequate Rest:  

a. PGY-1 residents should have 10 hours, and must have eight hours, free of duty 
between scheduled duty periods. (CPR VI.G.5.a))  

b. Intermediate-level residents [as defined by the Review Committee] should have 10 
hours free of duty, and must have eight hours between scheduled duty periods. They must 
have at least 14 hours free of duty after 24 hours of in-house duty. (VI.G.5.b)  

c. Residents in the final years of education [as defined by the Review Committee] 
must be prepared to enter the unsupervised practice of medicine and care for patients over 
irregular or extended periods. (CPR VI.G.5.c) 

 This preparation must occur within the context of the 80-hour, maximum 
duty period length, and one-day-off-in-seven standards. While it is desirable that 
residents in their final years of education have eight hours free of duty between 
scheduled duty periods, there may be circumstances [as defined by the Review 
Committee] when these residents must stay on duty to care for their patients or 
return to the hospital with fewer than eight hours free of duty. (CPR VI.G.5.c).(1)  
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o Circumstances of return-to-hospital activities with fewer than eight hours away from the 
hospital by residents in their final years of education must be monitored by the program 
director and tracked in EVALUE. (CPR VI.G.5.c).(1).(a)  
 
5. Maximum Frequency of In-House Night Float: Residents must not be scheduled for 
more than six consecutive nights of night float. (CPR VI.G.6.). This may be further specified 
by the Review Committee.  
 
6. Maximum In-House On-Call Frequency: PGY-2 residents and above must be 
scheduled for in-house call no more frequently than every-third-night (when averaged over a 
four-week period). (CPR VI.G.7.)  
 
NOTE: Internal Medicine and subspecialty programs may not schedule in-house call more 
frequently than every third night. Averaging of the interval between in-house call is not 
permitted.  
 
7. At-Home Call: At-home call (pager call) is defined as call taken from outside the 
assigned institution. Time spent in the hospital by residents on at-home call must count 
towards the 80-hour maximum weekly hour limit. 

a. The frequency of at-home call is not subject to the every third night limitation, but 
must satisfy the requirement for one-day-in-seven free of duty, when averaged over four 
weeks. At-home call must not be so frequent or taxing as to preclude rest or reasonable 
personal time for each resident/fellow. (CPR VI.G.8.a).  

b. Residents are permitted to return to the hospital while on at-home call to care for 
new or established patients. Each episode of this type of care, while it must be included in 
the 80-hour weekly maximum, will not initiate a new “off-duty period”. CPR VI.G.8.b)  
 
Fatigue Mitigation: Programs must educate all faculty members and residents to recognize 
the signs of fatigue and sleep deprivation; educate all faculty members and residents in 
alertness management and fatigue mitigation processes; and, adopt fatigue mitigation 
processes to manage the potential negative effects of fatigue on patient care and learning, 
such as naps or back-up call schedules. (CPR VI.C.). Programs may provide additional 
training to house staff, and must identify proper training methods for their faculty.  
 
Moonlighting: SRH has established a Request for Approval of Outside Work 
(“Moonlighting”) Activities protocol to address moonlighting activities. Neither the school nor 
its training programs encourage moonlighting. Program Directors must ensure that approved 
moonlighting activities do not interfere with the ability of residents and fellows to achieve the 
goals and objectives of the educational program. PGY-1 residents are not permitted to 
moonlight.  
All hours spent engaging in moonlighting activities (including both internal and external 
moonlighting) must be counted towards to 80-hour Maximum Weekly Hour Limit as well as 
all other aspects of the duty hours standard. Therefore, all moonlighting hours must be 
reported in addition to regular hours worked. Noncompliance with the duty hours policy may 
result in revocation of approval to engage in moonlighting activities.  
 
Exceptions: Individual programs in a favorable accreditation status with the ACGME may 
request exception to the 80-hour limit for up to 10 or eight additional hours per week if 
permitted by their RRC. Requests for exception must be reviewed and approved by the 
Graduate Medical Education Committee (GMEC) prior to submission to the program’s 
Residency Review Committee (RRC). Requests must include:  
1. Educational rationale and/or need,  
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2. Rotations for which exception is being requested,  
3. Program moonlighting policy,  
4. Explanation of any effects on patient safety,  
5. Explanation of any effects on resident or fellow fatigue and/or sleep deprivation,  
6. Demonstration that faculty have been trained to recognize the effects of resident or fellow 
fatigue and/or sleep deprivation, and  
7. Duration of the request (which will not exceed the period before the next RRC site visit).  
 
Program Policies: SRH requires all ACGME-accredited residency training programs to 
develop and maintain a policy on resident duty hours. Program duty hour policies must meet 
the educational objectives and patient care responsibilities of the training program, and must 
comply with duty hour limits according to specialty-specific Program Requirements, the 
Common Program Requirements. ACGME duty hours standard, and the Institutional Duty 
Hours Policy. In addition, the policy must also address:  
1. How the program monitors duty hours, according to SRH institutional policies, with a 
frequency sufficient to ensure compliance with ACGME requirements.  
2. Protocols for adjusting schedules as necessary to mitigate excessive service demands 
and/or fatigue.  
3. How the program monitors the demands of at-home call and protocols for adjusting 
schedules as necessary to mitigate excessive service demands, if applicable.  
4. How the program monitors the need for and ensures the provision of back up support 
systems when patient care responsibilities are unusually difficult or prolonged.  
5. Whether or not the program allows moonlighting. If moonlighting is allowed, the policy 
must comply with and reference the SRH GME Moonlighting (Outside Professional Activity) 
Policy.  
6. Mechanisms used by the program to ensure residents and fellows report their duty hours 
(including program assigned duties and moonlighting activities, if applicable) in EVALUE.  
 
When residents and fellows are assigned to a rotation outside their program, the specialty-
specific Program Requirements regarding duty hours, as well as the receiving program’s 
duty hours policy, apply.  
Records of programs duty hours policies are maintained by the GME Office.  
 
Compliance: SRH monitors compliance with the ACGME duty hours standard through a 
variety of mechanisms. Follow-up and resolution of identified problems are the responsibility 
of the Program Director and Department.  
1. EVALUE: All programs are required to track duty hours using EVALUE. Residents and 
fellows are required to report their daily duty hours, and have access to two-week blocks in 
EVALUE for documenting their time for the prior and current weeks. Blocks are available on 
a one-week rolling cycle (Sunday – Saturday), after which residents will be locked out from 
reporting duty hours. Duty hour reporting must be completed by the resident/fellow, and not 
the program. Residents and fellows approved for internal and external moonlighting 
activities are also required to report all moonlighting hours worked in EVALUE.  
 
Duty hours compliance must be monitored by each program, and will be reviewed by GMEC 
monthly. Programs found to be noncompliant with the duty hours standard (e.g., 15% or 
more of residents reporting violations, less than 70% of shifts reviewed) will be required to 
submit a corrective action plan to GMEC within 30 days of the reported violations. Questions 
or concerns with the data reported should be brought to the immediate attention of the GME 
Office to ensure any reporting errors are addressed in a timely manner.  
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In the event that a resident/fellow remains beyond their scheduled period of duty to continue 
to provide care to a single patient, the resident/fellow must document the reason for 
remaining in the hospital as part of their duty hours in EVALUE.  
 
2. Internal Reviews: At the midpoint between each program’s scheduled site visit, the GMEC 
is responsible for conducting an internal review of the program. As part of the internal review 
process, the Internal Review Committee members will review the program’s duty hours 
policy, documentation of resident/fellow duty hours for the previous six months, and will 
meet with the trainees and obtain their confidential assessment of program compliance with 
duty hours. 
 
3. ACGME Resident/Fellow Survey: All core specialty programs and subspecialty programs 
with four or more fellows are surveyed by the ACGME every year between January and 
May. Aggregated reports are made available to the program and sponsoring institution if the 
survey had a response rate of 70% or greater. Programs found to be in significant 
noncompliance with the duty hours standard will be required to submit a corrective action 
plan to GMEC within 30 days of receipt of the survey. Programs across specialties that are 
identified as having a series of non-compliant responses (either annually or in consecutive 
program reviews) may be required to submit a Duty Hour or Progress Report to their Review 
Committee or undergo an accreditation site visit at an earlier date than stated in the 
program’s most recent Letter of Notification.  
 
4. Complaint Hotline/Email: Residents are encouraged to contact the GME Office 
anonymously or confidentially through to report duty hour violations. The program director 
will be required to submit a corrective action plan to GMEC within 30 days of receipt of the 
complaint. 
 
 

 
 

Skagit Regional Health 
GME Vendor Interaction Policy 

 
Scope  
This policy covers all residents participating in ACGME-accredited postgraduate medical 
education programs sponsored by SRH.  
 
Policy  
While partnerships between industry and physicians may further mutual interests to improve 
clinical management of diseases and improve patient care, some relationships with vendors 
create potential conflicts of interest for health care providers. A conflict of interest occurs 
when reasonable observers could conclude that professional requirements of a physician’s 
roles are or will be compromised due to the influence by a vendor through gifts or services 
unrelated to the benefit of patients. At times, the appearance of influence, even when not 
connected to a specific benefit to the physician, can create an atmosphere of doubt about 
the physician’s motivations.  
 
This policy addresses resident behavior and relationships with vendors in educational 
contexts, which may include clinical training sites. The purpose of the policy is to ensure that 
graduate medical education activities at SRH are not compromised through vendor 
influence, either collectively or through interactions with individual residents. The goal of this 
policy is to further the professional accountability in trainees to their patients and colleagues. 
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SRH supports policies governing vendor practices and conflicts of interest, and all residents 
are expected to observe local policies.  
 
The following descriptions of allowable and prohibited practices is not intended to be 
exhaustive, and any other interactions between residents and vendor representatives that 
have the appearance of compromising impartiality in clinical or academic practices are 
likewise discouraged.  
 
Because residents train in many different venues within and outside SRH, it is possible that 
they will encounter conflicting policy statements on various aspects of vendor interactions 
and conflict of interest. Where a conflict exists between this policy and that of another 
organization, it is the overarching policy of SRH that the stricter policy will apply to a given 
situation within that organization.  
 
Pharmaceutical Samples  
The acceptance by a resident of free pharmaceutical samples for delivery to patients is not 
allowed except when approved explicitly by the medical director and pharmacy or equivalent 
at a clinical site and when reviewed with a supervising faculty physician. One example of an 
acceptable use would be in a SRH clinical trial. Any acceptance of pharmaceutical samples 
for self-use is strictly prohibited for all residents.    
 
Vendor gifts  
“Gifts” refers to items of value given without explicit expectation of something in return. Gifts 
may also include outside meals at restaurants, promotional items, services such as 
transportation, invitations to participate in social events, promotional items, and business 
courtesies, meals and beverages,  
and “ghost-writing” of scholarly works on behalf of the resident. SRH residents may not 
accept gifts, regardless of value, for themselves or on behalf of SRH, individually or as a 
group, from any vendor or manufacturer of a health care product or from the representative 
of any such vendor or manufacturer. This includes food supplied at educational conferences 
as well as meals provided off-site. 
 
Purchase Decisions  
While residents do not typically participate in institution-level purchase decisions, more 
senior trainees may be appointed to committees with responsibility for supply or equipment 
choices. For residents involved with vendor decisions, the following conditions apply:  
 
a. Residents who sit on purchasing committees must disclose to the committee chair the 
following in writing prior to influencing purchasing/joining the committee AND each year 
while making/influencing purchasing decisions on behalf of any unit of SRH. Disclosures 
should be made to the chair of the standing or ad hoc committee charged with purchasing, 
and the chair of the person’s department/supervisor:  

i. The names of vendors with whom the resident has at any time accepted gifts or 
funding including: research funding, speaker fees, visiting professorships, advisory board 
compensations, travel funds, etc. AND  

ii. The amount of compensation received per year for each discrete financial 
relationship with each vendor  
 
b. When a resident member of the committee or individual purchaser has had financial ties 
with a manufacturer within the past two years whose products are being considered for 
purchase or lease, that person must:  
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i. Recuse him/herself from the committee’s discussion of that vendor’s product and 
competing products being considered, which means at minimum to leave the room during 
deliberations.  

ii. The resident should not vote on the product in question or its competitors NOR 
attempt to persuade or dissuade fellow members of the committee from voting for the 
product.  

iii. In instances where there is no standing committee, such as when an individual is 
charged with making a decision, that individual should convene an ad hoc committee which 
will be governed by this policy.  
 
 
Program Monitoring of Resident-Vendor Representative Interactions  
Program leadership should be aware of and discuss with residents any interaction with 
representatives from vendors to ensure that any contacts are within the scope and spirit of 
this policy. Interactions that appear to place the resident in a position of obligation to or 
influence by, the vendor, should be explicitly discouraged.  
 
Programs should provide training to residents on vendor relations and conflicts of interest, 
including reference to this policy and other relevant institutional policies. Program directors 
are encouraged to include assessment of vendor interactions as part of the semi-annual 
review process, and require documentation of vendor interactions in resident portfolios. 
Programs should correct actions as needed to ensure that the policies described here are 
observed.  
 
Program directors must communicate this policy to their trainees as part of the program 
orientation, and reinforce it through inclusion in program handbooks and other information 
sites for resident reference.  
All SRH residency program directors, faculty, and trainees are expected to observe local 
policies.  
 
FAQ: Vendor Policy  
Q: The proposed policy is so restrictive that it seems to effectively eliminate all 
access of vendors to residents and vice versa. Is there any circumstance in which a 
resident could meet with a vendor representative?  
A: This policy recognizes the role of the program director and supervising teaching faculty in 
modeling professional behavior and mentoring residents to identify circumstances that could 
potentially obligate them in some way. Clearly defined educational activities that conform to 
the GME Vendor Policy and include presentations by vendors are allowed. For instance, a 
reasonable situation would be when a vendor is training individuals or groups in the use of 
an instrument or pharmaceutical that is already in use by the institution or discussing 
specifics of a new drug added to the formulary.  
 
Q: Our department serves food at our weekly educational conference. This activity, as 
well as an invited professorship is supported by unrestricted educational grants. 
Does the policy allow these sorts of activities?  
A: Yes, the policy allows funds that originated in an unrestricted vendor grant to be used for 
purposes related to educational activities, as long as the donor does not restrict the 
purchase of food from grant funds.  
 
Q: Our noon residency conference has had lunch provided by a medical equipment 
company for several years. I’ve now been told that the hospital no longer allows food 
from outside vendors to be served to employees. Our residents don’t have time to get 
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to the cafeteria to buy their own lunches and still make the conference. Our program 
does not have discretionary funds that could be used to cover this expense. Do we 
have any other recourse?  
A: SRH now prohibits vendor-furnished meals for conferences. The new GME vendor policy 
also extends this prohibition to any SRH location. In some cases, SRH has indicated that 
they will provide lunches to conference participants. Please check with the medical director’s 
office at the site where you hold your conference to discuss whether the hospital might 
provide food for your conference.  
 
Q: A pharmaceutical company underwrites our monthly journal club meeting by 
funding a dinner at a local restaurant. A company representative attends the meeting 
and pays the bill but does not do any marketing to the faculty or residents who are 
present. Why does the policy prohibit this activity?  
A: This activity would be allowed if the funding was through an unrestricted grant made by 
the vendor to the department. However, as currently organized the activity provides an 
opportunity for the vendor to market, either directly or indirectly. Further, given the 
cumulative annual limit of $50 per person for any gift from a vendor to a state employee, it is 
likely that over the course of a year the meals that have been paid for will exceed that limit, 
violating the State Ethics in Public Service Act.  
 
Q: As a program director I am uneasy with the requirement that I monitor or maintain 
awareness of how my residents are interacting with vendors, especially during 
outside rotations. How can I ensure that they are not behaving inappropriately?  
A: Most program directors meet frequently (weekly or monthly) with residents to discuss 
issues and concerns about various aspects of the residents’ training. This is an appropriate 
time to bring up questions about what sorts of interactions are taking place between trainees 
and vendor representatives. The same discussion should also take place at faculty 
meetings. The GME vendor policy also strongly recommends that program directors provide 
education on relations and conflicts of interest. The key to development of professional 
behaviors is modeling and education, not discipline, and residents should feel comfortable 
raising concerns about behavior that they observe in their peers or in faculty that has the 
appearance of a conflict of interest.  
 
Q: At the national meeting of our professional society, vendor presence is 
overwhelming, with everything from buffet meals to free trinkets to bus transportation 
between sites (with the busses gaudily decorated with a vendor logo). It is critical to 
the professional development of my residents that they attend this meeting, but the 
obvious sellout by the society is embarrassing and negates any good teaching that 
we may have done in our department. Should I even allow trainees to attend meetings 
with such blatant commercialism?  
A: The obvious message from your professional society is in conflict with many other 
medical organizations who have taken a stand on vendor influence. You cannot deny your 
residents the opportunity to learn and network at these meetings, but should provide a forum 
for their concerns about what they have experienced. Program directors and residents 
should encourage them to address their concerns to the organization and let the leadership 
know how they view the presence of vendor influence.  
 
It can sometimes be reasonable to consume food and beverages provided by a vendor as 
part of a professional conference: Food and beverages may be accepted and consumed at 
hosted receptions where attendance is related to one’s job duties (a hosted reception is 
considered to be a social function involving a diverse group of people that does not involve a 
sit-down meal). For those not involved in the acquisition of goods and services, food and 
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beverages also may be accepted and consumed on infrequent occasions in the ordinary 
course of an event where attendance at the event is related to the performance of official 
duties (for example, if a commercial or non-profit entity puts on a conference or trade show, 
the faculty member’s attendance is related to his or her job, and the presentation occurs in 
the morning, then the faculty member may accept and consume doughnuts, muffins, fruit, 
coffee and juices if they are provided; similarly, if the presentation occurs in the afternoon or 
evening, the faculty member can accept a luncheon or dinner type meal).  
 
Q. If a company that makes equipment used in a particular procedure and is willing to 
cover the cost of a resdient to travel and attend training sponsored or produced by 
the company, is it possible for the fellow to attend?  
A: The proper approach would be for the department and the program to determine if the 
training is appropriate and sufficiently important such that the department/program would 
want to send residents to the training as part of their program. If so, then the department 
could ask the company to donate funds sufficient to cover the travel to the department. If 
funds are donated, the department /program should select the residents who are to attend 
as part of their program, and the department/program should arrange and pay for the travel, 
lodging and other costs using the donated funds. In such a situation, it is important that the 
donation of funds not be conditioned on the attendance of any particular individuals. The 
decision as to which residents are sent to the training must made by the 
department/program. 
 
 
 

 
 
 
 
 
 

Skagit Regional Health 
Physician Impairment Policy 

 
Scope: All residents participating in SRH graduate medical education programs. 
 
Background: Impaired physicians can put themselves and their patients at risk. Physicians 
are known to be at increased risk for completed suicide compared to the general population. 
The State of Washington recognizes this risk and provides a confidential resource through 
the Washington Physicians Health Program (WPHP) for identifying, referring for evaluation 
or treating, monitoring recovery and endorsing the safety of healthcare practitioners who 
have a condition, mental or physical, which could affect their ability to practice with 
reasonable skill and safety.  
 
At SRH, impairment is managed as a medical and behavioral illness. Implicit in this concept 
is the existence of criteria permitting diagnosis, opportunity for treatment, and with 
successful progress toward recovery, the possibility of returning to work in an appropriate 
capacity. However, untreated or relapsing impairment is not compatible with safe clinical 
performance.  
 
To minimize the incidence of impairment, SRH and WPHP have developed didactic 
programs to educate faculty and trainees about physician impairment, including problems of 
substance abuse, its incidence and nature, and risks both to the involved individuals and 
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patients. Education also includes an explanation of the concerning signs and symptoms of 
impairment, and how to detect abnormal behavior associated with use of psychoactive 
drugs and alcohol abuse. Each Department should have a program in place to educate 
trainees about physician impairment, including the incidence of physician suicide and 
problems of substance abuse including risks both to the involved individuals and patients.  
 
Definition: The definition for “impairment” in the State of Washington is the “inability to 
practice with reasonable skill and safety”. Impairment can be due to any physical or mental 
condition. Examples of conditions that may cause impairment are:  
 S ubs ta nce  (drug or a lcohol) a bus e  a nd de pe nde nce  (s e e  Appe ndix 1 for furthe r de ta il)  
 Mood dis orde rs  s uch a s  ma jor de pre s s ion with or without s uicida l ide a tion a nd attempt  
 Anxie ty dis orde rs  s uch a s  P TS D, OCD, or phobia s   
 S le e p dis orde rs   
 S tre s s  dis orde rs  a nd “burnout”  
 Ne urode ge ne ra tive  dis orde rs  s uch a s  Multiple  S cle ros is   
 Tra uma tic Bra in Injury  
 Chronic non-malignant pain  
 Be ha viora l cha nge s  from me dical conditions, such as poorly controlled Diabetes Mellitus 
or thyroid irregularities  
 
Goals: The primary goals of this policy are to:  
1. Prevent or minimize the occurrence of impairment, including substance abuse, among 
SRH residents;  
2. Protect patients from risks associated with care given by an impaired trainee. If there is a 
concern that a trainee may be impaired, he/she must be removed from patient contact until 
approved to return to work by both the WPHP and the program.  
3. Compassionately confront impairment and allow for diagnosis, relief from patient care 
responsibilities, treatment as indicated, and appropriate rehabilitation.  
 
In achieving these goals, several principles are involved:  
1. The safety of both the impaired trainee and his/her patients is of prime importance.  
2. The privacy and dignity of the impaired trainees should be maintained as far as is 
possible in the context of safe patient care and departmental administration.  
3. The program, GME Office, and WPHP will work together to facilitate the diagnosis and 
management of the trainee’s impairment.  
 
Policy: Program Directors and faculty must monitor residents and fellows for the signs of 
impairment, and especially those related to depression, burnout, suicidality, substance 
abuse, and behavioral disorders.  
 
Further, it is also the responsibility of every individual—including Program Directors, faculty 
and trainees—licensed by the Washington State Department of Health (DOH) to report any 
licensed healthcare practitioner who may not be able to practice with reasonable skill and 
safety as a result of a physical or mental condition according to WAC 246.16.200. This 
reporting requirement applies to anyone who observes that a physician may be impaired. 
Actual evidence of impairment is not required. In the absence of patient harm, sexual 
misconduct, or professional misconduct, this reporting requirement may be fulfilled and 
confidentially reporting the individual to the WPHP. Trainees may make this report to the 
WPHP directly, or may make their concerns known to the Program Director, Chief of 
Service, GME Counseling Service, GME Office or another responsible individual.  
 



Page 58 of 83 
 

For new trainees with a history of impairment as well as current trainees who exhibit 
evidence of impairment, evaluation, treatment and monitoring will be performed under the 
auspices of the WPHP or applicable physicians’ health program. When a trainee is referred 
to the WPHP for assessment, the trainee is required to sign a release allowing the Program 
Director and the GME Office to receive information on the outcome of the assessment and 
ongoing monitoring.  
 
The SRH GME conducts a thorough background check on all new trainees upon 
appointment to SRH residency program. If a history of DUI or other alcohol/substance abuse 
related crime(s) is revealed, a referral may be made to the WPHP in order to determine if 
ongoing evaluation, treatment and/or monitoring is required.  
 
As a condition of appointment, all trainees are required to comply with the Program Director 
or faculty member’s decision to remove them from participation in clinical duties and other 
professional activities and to refer them to WPHP should impairment be suspected and/or 
confirmed.  
 
The WPHP is solely authorized to determine fitness for duty and endorse the return to work 
(i.e., the resumption of training and clinical care responsibilities) of all trainees who 
experience and/or exhibit signs of impairment.  
 
Resources: GME Office & GME Counseling Service: Confidential counseling services are 
provided free of charge for residents and their spouses/life partners. The GME Office and 
counselors are also available to facilitate referrals to WPHP.  
 
Employee Health:  Physically impaired physicians are referred to Employee Health or the 
Medical Staff Office depending on the identification process of the impairment.  They are 
then referred to the Employee Assistance Program or Washington Physicians Health 
Program (WPHP). 
 
WPHP: The WPHP provides assessment and counseling to impaired individuals, and also 
provides support to Program Directors and faculty by closely guiding them through the 
referral, evaluation, treatment and monitoring processes. Confidentiality is always preserved 
by both services to the limits that are legally permissible.  
WPHP  
(206) 583-0127 or 800-552-7236  
Address: Suite 1010, 720 Olive Way, Seattle WA 98101  
www.wphp.org  
 
Intervention: Once concern is raised about a trainee, the Program Director should act 
quickly to  
perform a workplace intervention. In the absence of the Program Director, Department 
Chair, or Associate Program Director, any responsible faculty member may perform a 
workplace intervention.  
 
Program If WPHP determines that the trainee is not impaired, mention of the concern shall  
Status: be removed from his/her records and the trainee will be allowed to return to work 
without prejudice. However, should WPHP conclude that a trainee is suffering from 
impairment, the trainee may be required to complete outpatient treatment with WPHP and/or 
may be referred to an outside facility for further evaluation and potential inpatient treatment. 
In this case, the Program Director must immediately take appropriate action, which may 
include:  
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1. Suspension from Clinical Duties: This action will be considered if impairment may 
adversely affect the trainee’s ability to provide safe patient care or may otherwise put the 
individual at risk for hurting him/herself or others. The program may assign other 
educational/training responsibilities to the trainee during this time.  
2. Leave of Absence: In inpatient treatment is indicated as a part of the treatment plan, the 
program may opt to place the trainee on a medical leave of absence and remove him/her 
from all patient contact and other program duties.  
 
Leave Status: Trainees who must undergo inpatient treatment and rehabilitation at an 
outside facility will automatically be placed on medical leave during this period. This medical 
leave will be unpaid unless the trainee elects to use vacation or sick leave during this time; 
however, the trainee will continue to receive benefits including medical insurance per 
hospital policy. Depending on the duration of leave, the trainee may be required to extend 
his/her training in order to meet ACGME and/or Board minimum training requirements. The 
Residency Position Appointment (RPA) will not be renewed for the upcoming year for any 
trainee currently undergoing treatment and rehabilitation until he/she is cleared to return to 
work by WPHP and the program.  
Return to Trainees who have been treated for impairment will require a full endorsement 
from  
Work: both the treatment center and the WPHP before consideration will be given to their 
return to training. The program will make the decision about accepting a trainee back into 
training only after full consultation with WPHP and after review of the trainee’s previous 
academic performance. Trainees will be required to agree to and sign a Return to Work 
Agreement, which outlines the terms under which the trainee is allowed to return to clinical 
and/or other training duties. In some cases, trainees may undertake limited duties as a part 
of the Return to Work Agreement. Due to the many risks to recovery inherent in the 
healthcare workplace, in some cases, return to training may not be recommended.  
Trainees who are deemed able to return to training will be required to commit to a full 
monitoring program as determined by the WPHP. The WPHP will be responsible for 
arranging chemical, behavioral, and worksite monitoring that allows for the endorsement 
that the trainee is safe to practice. The program will allow reasonable accommodations for 
trainees to meet the requirements of this monitoring program.  
An appropriate workplace monitor will be identified at each training site who will both provide 
and receive reports from the WPHP of the trainee’s progress. The workplace monitor(s) will 
be responsible for making sure the trainee reports for work as required and will be the point 
person for any concern regarding the trainee. The workplace monitor may need to notify 
other faculty members or chief residents of the situation, although confidentiality will be 
maintained wherever possible.  
 
Diagnostic In some cases, the presence of an impairing condition may not necessitate 
treatment,  
Monitoring but the need for close monitoring may also not be fully ruled out immediately. In 
these  
Contract: cases, individuals may be permitted to return to clinical duties, but may be 
required to participate in a Diagnostic Monitoring Contract with WPHP. The program will 
provide reasonable accommodations for individuals to meet the requirements of the 
Diagnostic Monitoring Contract.  
Financial Evaluation by the WPHP is at no cost to the trainee or referring program. If the 
WPHP  
Considerations: determines further assessment or evaluation is required, the trainee will be 
referred  
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to a nationally recognized substance abuse or behavioral health treatment facility. The 
nearest drug and alcohol treatment facility is in Oregon. The cost of this evaluation ranges 
from $3000 to $5000 and is the responsibility of the trainee. In circumstances where no 
evidence of impairment is found, the Department may consider refunding the cost of the 
evaluation. This will depend on the circumstances under which the evaluation was 
requested. If the evaluation by WPHP or by another facility reveals evidence of substance 
abuse and/or other impairing condition(s), all costs for any additional assessment and 
subsequent treatment of the condition(s) will be the responsibility of the trainee. Medical 
insurance may cover some of these costs.  
If a Diagnostic Monitoring Contract is required by WPHP for further evaluation, the costs 
associated with this contract will be the responsibility of the trainee.  
In the event that an assessment or evaluation is requested by another agency (i.e., MQAC), 
all associated costs and subsequent treatment costs will be responsibility of the trainee. The 
Department will not be responsible for cost of the assessment, evaluation, or treatment, if 
required.  
Disclosure: SRH and WPHP support full confidentiality to the extent allowed by SRH policy 
and law. Further, confidentiality of evaluation, treatment and monitoring by WPHP is 
assured by the WPHP Confidentiality Assurance Policy. However, programs are required to 
disclose impairment and successful return to practice, if applicable, for hospital or medical 
licensing board training verification and/or credentialing inquiries.  
SRH expects that its faculty and trainees will adhere to the SRH Professionalism Policy in all 
interactions with patients, the public, members of the University community and each other. 
This expectation extends to all interactions related to compliance with this Policy, including 
reporting concerns about a trainee’s possible impairment and a trainee’s response to any 
expression of concern regarding possible impairment and/or notice of a workplace 
intervention.  
 
Final Comments: Stigma, shame, guilt, and an exaggerated sense of responsibility can 
make it very, very difficult for afflicted physicians to seek help on their own. It falls upon us to 
speak up.  
Whenever you have concerns about a trainee’s possible impairment, you are encouraged to 
discuss these concerns with the Program Director, GME Office or WPHP. This can be done 
without identifying the individual about whom you are concerned. Sharing your concerns 
provides two major benefits: 1) it unburdens you, and 2) it may validate your concerns and 
make it easier to identify an individual who needs formal intervention. Our ultimate goal is to 
create a medical culture that values health and wellness for our patients as well as for our 
physicians. Be well!  
 
 
Appendix 1. “6 Is” for 
Suspected Substance 
Abuse 1. IRRITABILITY  
Mood swings  
Negative attitude  
Argumentative  
Inappropriate anger  
Overreaction to criticism  
Altercations with staff  
Altercations with patients  
Altercations with peers  
Other disruptive behavior  
Personality change  

2. INABILITY  
Inappropriate orders  
Inadequate charting:  
 Quantity,  
 Qua lity,  
 Time line s s ,  
 QA outlie r  
 
Difficulty with difficult cases  
Deviation from standard 
procedures:  

3. INACCESSIBILITY  
Frequent tardiness  
Frequent absence  
MIA “missing in action”:  
 fre que nt trips  to the  
bathroom,  
 fre que nt trips  to the  
parking lot,  
 prolonge d bre a ks ,  
 una va ila ble  whe n on ca ll,  
 una va ila ble  for 
discussions,  
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Un-witnessed wasting / 
excessive or insufficient 
patient analgesia,  
Spillage / breakage  
Decreased performance  
Frequent malpractice action  
Frequent forgetfulness  

Frequent beeper failure  
Frequent illness  
Monday morning or Post 
holiday “flu”  
Early departure on Friday 
afternoons or pre-holiday  
Nodding off  

4. IRRESPONSIBILITY  
Shifts work load  
Manipulates the schedule  
Hurry-up / catch-up rounds  
Hasty rounds  

5. ISOLATION  
Odd hours for rounds  
Volunteers for graveyard shift  
Absent from DRs lounge  
Eats alone  
Avoids departmental 
meetings,  
CME events, Social events  

6. INCIDENTALS  
Eyes - red / puffy / glassy 
pupillary changes / avoids 
eye contact  
Disheveled - tremors / 
bruises / needle tracks / long 
sleeves / sweating  
Complaints - patients/ staff / 
colleagues  
Gossip - marital / financial 
problems  
Driving Under the Influence 
(DUI)  
Unexpected / frequent job 
changes  
AOB / excessive scent/ mints 
to mask AOB  

 
Skagit Regional Health 

Resident Moonlighting Policy 
 
Scope: This policy applies to Residents (R2 and up only) participating in approved training 
programs.  
 
Background: Moonlighting is an optional activity. SRH does not require moonlighting. 
Rather, such activities are generally discouraged because training programs are a full time 
endeavor that should be the Trainee’s highest priority at all times. The Accreditation Council 
for Graduate Medical Education (ACGME) has generally discouraged Moonlighting for the 
following reasons:  
• Moonlighting competes with the opportunity to achieve the full measure of the educational 
objectives of the residency; and  
• The added time burden takes away from study and reduces opportunities to rest and the 
ability for a more balanced lifestyle.  
 
Nevertheless, SRH does recognize that moonlighting, when managed appropriately, may 
provide an opportunity for Trainees to augment their professional skill development. In 
addition, economic factors may sometimes lead some Trainees to pursue moonlighting. 
However, in no instance will a Trainee be required to engage in such activity.  
 
Trainees who choose to Moonlight must ensure that Moonlighting does not interfere with 
their ability to achieve the goals and objectives of their training program. Trainees in 
ACGME-accredited training programs are responsible for complying with the Institutional 
Duty Hours Policy, which requires that all moonlighting hours count towards total duty hours. 
Accordingly, Program Directors and the Office of Graduate Medical Education (GME) may 
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approve Moonlighting activities only if these activities will not in any way interfere with the 
Trainee’s program responsibilities and the Trainee’s ability to comply with the Duty Hours 
Policy and this Policy.  
 
Definitions: ACGME: Accreditation Council for Graduate Medical Education.  
 
Approved GME Program or Approved Training Program: Approved programs include 
those residency training programs approved by the ACGME, American Board of Medical 
Specialties (ABMS).  
Duty Hours: Includes all clinical and academic activities related to the training program, 
such as patient care (in-patient and out-patient), administrative duties related to patient care, 
transfer of patient care (including any medical record charting completed remotely), the 
provision for transfer of patient care, time spent in-house during call activities, scheduled 
didactic activities such as conferences and journal club, scheduled research activities, and 
other program activities such as participating in committees and in interviewing residency 
candidates. Duty hours also includes all hours engaged in any Moonlighting activities. Duty 
Hours do not include reading and preparation time spent away from the duty site.  
External Moonlighting: Extra work for extra pay performed at a site that is not at SRH. 
Internal Moonlighting: Extra work for extra pay performed at SRH.  
Moonlighting: Any circumstance of working, including clinical or non-clinical activities, 
outside of the Trainee’s Approved Training Program, regardless of whether at an External or 
Internal Moonlighting site.  
Professional Fee Billing: Billing for a physician’s clinical services to patients under the 
Medicare Physician Fee Schedule.  
Trainee: Residents participating in Approved Training Programs who are participating in 
non-accredited training programs and who do not hold a concurrent acting instructor or other 
faculty title.  
Policy: SRH prohibits a Trainee from engaging in any Moonlighting activity unless approved 
in writing by the Trainee’s Program Director and the GME Office PRIOR to engaging in such 
activity. Either the Program Director or the GME Office has the discretion to deny or 
terminate Moonlighting activities for any reason, including interference with educational 
objectives, patient care responsibilities and/or Duty Hour compliance.  
 
A. Site  
 
1. Moonlighting at SRH  
 

 Internal Moonlighting is not permitted as long as it does not interfere with 
regularly assigned duties. 

 
2. Moonlighting outside of SRH 
 

 Moonlighting is permitted as long as it is approved by the GMEC or Program 
Director.  

 
B. Moonlighting Request Process  
 
It is the responsibility of the Trainee to initiate the following Moonlighting Request process.  
1. Prior to the commencement of any Moonlighting activity, a Trainee wishing to Moonlight 
must submit a completed and signed Request for Approval of Moonlighting Activities to 
his/her Program Director for approval. This Request for Approval may be obtained via the 
GME office.  
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2. The Program Director has the discretion to decide whether or not the proposed 
Moonlighting activity is compatible with the training requirements of the training program. 
The Program Director may permit, prohibit, limit or revoke permission to moonlight as s/he 
deems appropriate. Factors to be considered include PGY level, academic standing, total 
Duty Hours, interference with Trainee’s ability to achieve the goals and objectives of his/her 
Approved Training Program, and ability to complete regular duties. PGY-1 residents are 
not permitted to moonlight.  
 
3. The Program Director must indicate his/her approval of a Trainee’s request by completing 
the appropriate section of the Request for Approval form. If approved, the Program Director 
then sends the Request form to the GME Office for review and a determination. The 
Trainee shall not Moonlight without written approval from both the Program Director 
and the GME Office. If the Program Director denies the request, no Moonlighting shall 
occur. The Program Director’s decision to deny a Moonlighting request is final and not 
subject to review. 
 
C. Trainee Requirements and Responsibilities  
 
1. General – The Trainee must be in good standing within his or her Approved Training 
Program and have an unrestricted license to practice medicine, osteopathy, dentistry, or 
podiatry in the state in which he or she intends to moonlight.  
 
2. Duty Hours – All Moonlighting hours must be counted towards the duty hours limits as 
described in the Institutional Duty Hours Policy. Trainees must comply with the Institutional 
Duty Hours Policy. 
  
3. Professional Liability Coverage – In general, SRH will not provide professional liability 
coverage for Internal Moonlighting activities at SRH as it is not permitted. External 
moonlighting activities are not covered by SRH’s professional liability program, 
unless there are exceptional circumstances and prior approval is granted by the Office of 
Risk Management. Absent those exceptional circumstances, the Trainee must either 
purchase sufficient malpractice insurance to cover his or her Moonlighting activities or obtain 
written assurance from the site or hiring entity that it will provide malpractice insurance and 
workers’ compensation coverage to the Trainee.  
 
4. Medical Licensure Requirements – Under Washington State Law (RCW 18.71.095(3)), a 
limited license “. . . shall permit the resident physician to practice medicine only in 
conjunction with his or her duties as a resident/fellow physician and shall not authorize the 
physician to engage in any other form of practice.” Approval of Moonlighting activities by 
SRH does not constitute SRH’s endorsement that the Trainee has the appropriate license. It 
is the Trainee’s responsibility to ensure that he or she is appropriately licensed before 
engaging in any Moonlighting activities.  
 
5. DEA Licensure Requirements –Trainees who engage in Moonlighting activities at any site 
outside of SRH (External Moonlighting) must obtain an individual DEA license and may not 
use the license obtained through SRH for this purpose unless it is their own individual DEA 
obtained through SRH. 
 
D. Period of Approval  
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Approval of a Request for Approval is valid for the then current academic year only. The 
Trainee must submit a new Request for Approval each academic year (generally July 1 – 
June 30).  
 
E. Withdrawal of Approval  
 
The Program Director and or GME Office may withdraw approval at any time if the Trainee 
is not in compliance with the conditions of approval or if it appears that the Moonlighting 
activities are interfering with the Trainee’s performance in the Approved Training Program.  
 
F. Professional Fee Billing  
 
1. External Moonlighting  
 
Professional Fee Billing for services performed by Trainees in inpatient, outpatient and 
emergency department services is permitted as long as it not at SRH. 
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Attachment A  
 
Resident Disclosure and Request for Approval of Moonlighting Activities  
 
Section I: Disclosure of Proposed Moonlighting  
1. Resident Name: _________________________________________________________  
 
2. Residency Program: ___________________________________________________  
 
3. Training Year: 
________________________________________________________________  
 
4. Specific description of the activity: 
_________________________________________________  
 
5. Name of institution/organization: 
__________________________________________________  
 
6. Name of the Medical Director where the services will be provided:  
 
_________________________________________________________________________
____  
 
7. Dates upon which moonlighting activities will commence _____________ and end 
_____________  
 
8. Average number of moonlighting hours worked per week: 
________________________________  
 
9. Maximum length of shift: 
________________________________________________________  
 
10. Amount of time off (number of hours) between end of moonlighting shift and the 
beginning of the scheduled accredited program shift: 
________________________________________________  
 
11. Source(s) of compensation for moonlighting: 
_________________________________________  
 
12. Will professional fees be billed for this activity? (Check one)  
Yes, professional fees will be billed for my moonlighting activities.  
No, professional fees will not be billed for my moonlighting activities.  
 
13. DEA license number (please attach a copy of DEA license): 
______________________________  
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Section II: Trainee’s Certification  
By signing this Request for Approval, I certify that the foregoing description of my requested 
moonlighting activities is accurate and true. I understand that any approval of the requested 
moonlighting activities is conditioned on my ongoing compliance with the following 
assurances, and will terminate upon failure to comply with any of the following:  
• Moonlighting outside my approved training program will not interfere in any way with my 
educational experience, performance or regular training program responsibilities as a 
resident/fellow.  
• I will not engage in moonlighting activities during my scheduled training program hours, 
including times when I am scheduled to be on-call or available for consultations as part of 
my approved training program.  
• I must remain in good standing in my approved training program, as documented by 
satisfactory evaluations, in order to continue moonlighting activities.  
• I must promptly update this Request Form to reflect any changes in my moonlighting 
activities.  
• I may not engage in moonlighting activities in which there may be a conflict of interest with 
my appointment at SRH.  
• My moonlighting activities outside the approved training program must comply with 
applicable federal and State law and regulations.  
• I agree to be bound by the following work hour limits: My total aggregate work hours, 
including both my activities as part of an approved training program and my moonlighting 
activities shall not exceed 80 hours per week when averaged over four weeks. Further, I will 
not be on duty more than 24 consecutive hours, and I will have at least 10 hours off after 
moonlighting and before the start of my training program activities.  
• I must provide my own malpractice insurance coverage during periods in which I am 
engaged in moonlighting activities. I understand that the malpractice insurance provided by 
SRH for my authorized training program duties does not cover any moonlighting activities.  
• I will not be visually identifiable as a trainee, and will not hold myself out as a trainee, in a 
SRH residency program when I am engaged in moonlighting.  
• I understand that failure to comply with any of the foregoing conditions may result in 
withdrawal of permission to engage in moonlighting or other disciplinary actions.  
 
I certify that I will comply with all of the foregoing conditions while engaging in 
moonlighting activities:  
_____________________________________________________ 
______________________  
Trainee Signature Date  
 
Section III: Program Director Approval/Disapproval  
I have reviewed the above-noted request in addition to the expected duty hours and my 
determination regarding that request is as follows:  
Request Approved. I concur that the SRH duty hour requirements will not be 
exceeded. Approval for moonlighting activities is granted solely subject to the above-noted 
conditions and through the earliest of either the end of the current academic year or until 
change(s) to the approved moonlighting activities occurs. Submission of an updated 
Request for Approval must occur each subsequent year or immediately upon any change in 
the activities or narrative described above.  
Request Denied.  
 
_____________________________________________________ 
______________________  
Program Director’s Signature Date  
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_____________________________________________________ 
______________________  
Office of Graduate Medical Education Signature Date 

 
 
 
 

Skagit Regional Health 
 

Clinical Competency Committee (CCC) Policy 
 
Scope: All ACGME-accredited residency programs sponsored by the SRH  
 
Background: The assessment of trainees by the Clinical Competency Committee (CCC) is 
a key element of the Next Accreditation System (NAS). The CCC is designed to bring insight 
and perspectives of a group of faculty members to the trainee evaluation process. The CCC 
also serves as an early warning system if a trainee fails to progress in the educational 
program, and assists in his/her early identification and move toward improvement and 
remediation.  
 
Policy: The program director must appoint a CCC, and develop and maintain a written 
description of the CCC’s responsibilities, including charge, membership and procedures 
[Common Program Requirements V.A.1. & V.A.1.b)]. This policy must be provided to the 
GME Office.  
 
Membership: The CCC must be composed of at least three faculty members, one of whom 
may be the program director, who have the opportunity to observe and evaluate trainees 
[Common Program Requirement V.A.1.a)]. Faculty members should represent all major 
training sites and should include both junior and senior faculty.  
 
Other members of the CCC may include other physician faculty members from the same 
program or other programs, or health professionals (e.g., nursing staff, physician assistants) 
who have extensive contact and experience with trainees in patient care and other health 
care settings [Common Program Requirement V.A.1.a)(1)(a)].  
 
Chief residents who have completed core residency programs in their specialty and are 
eligible for specialty board certification may be members of the CCC [Common Program 
Requirement V.A.1.a)(1)(b)]. Residents who do not meet all of the above criteria, including 
chief residents in the accredited years of the program, may not serve as CCC members or 
attend CCC meetings.1 1 Chief residents in the accredited years of the program are 
excluded from the CCC in order to ensure that the residents’ peers are not providing 
promotion and graduation decisions, or involved in recommendations for remediation or 
disciplinary actions. However, the chair(s) of the CCC and/or program director should 
receive input from these residents outside the context of CCC meetings through the 
evaluation system. 
 
The chair of the committee may be either the program director or a faculty member 
appointed by the program director or voted on by the committee, depending on the 
program’s Review Committee requirements.  
 



Page 68 of 83 
 

Program Administrators may attend CCC meetings to provide administrative support and 
help document CCC deliberations and decisions. However, program administrators may not 
serve as members of the CCC.  
 
Charge: The members of the CCC are expected to provide honest, thoughtful evaluations of 
the competency level of trainees. They are responsible for reviewing all assessments of 
each trainee at least semiannually, and for determining each trainee’s current performance 
level by group consensus [Common Program Requirement V.A.1.b).(1).(a)]. Larger 
programs may schedule meetings more frequently. The CCC consensus decision will initially 
be based on existing, multi-source assessment data and faculty member observations. As 
programs enter the NAS, the CCC will use the Milestone evaluations to inform this process. 
The committee must prepare and ensure the reporting of Milestones evaluations of each 
trainee to the ACGME semiannually in December and June [Common Program 
Requirement V.A.1.b).(1).(b]). Milestones evaluations must be submitted by the program 
director or designee(s) via the Accreditation Data System (ADS) website.  
 
The committee is responsible for making recommendations to the program director on 
promotion, remediation and dismissal based on the committee’s consensus decision of 
trainees’ performance [Common Program Requirement V.A.1.b).(1).(c)].2 However, the 
program director has final responsibility for the evaluation and promotion of trainees.  
 
2 All academic actions, including remediation and dismissal, must be reported to the GME 
Office and may require review by the Attorney General’s Office. 
 
The committee should inform, where appropriate, the Program Education Committee (PEC) 
of any potential gaps in curriculum or other program deficiencies that appear to result in a 
poor opportunity for trainees to progress in each of the Milestones.  
 
The program director or designee(s) must provide feedback to each trainee regarding 
his/her progress in each of the Milestones. This feedback must be documented in the 
trainee’s file.  
 
The committee is also responsible for providing feedback to the program director on the 
timeliness and quality (e.g., rating consistency and accuracy) of faculty’s documented 
evaluations of trainees, in order to identify opportunities for faculty training and 
development.  
 
Finally, the committee is responsible for giving feedback to the program director to ensure 
that the assessment tools and methods are useful in distinguishing the developmental levels 
of behaviors in each of the Milestones.  
 
Confidentiality: Proceedings of CCCs are protected under the SRH Comprehensive Quality 
Management System. As such, all records generated by the committee as a result of its 
deliberations should be marked with the following: “Confidential coordinated quality 
improvement / risk management / peer review information under RCW 70.41.200/ 
4.24.250/43.70.510; any joint preparation or sharing of this information with another 
coordinated QI program is pursuant to the protection of RCW 70.41.200(8)/43.70.510(6). Do 
not disclose, reproduce, or distribute without permission.”  
 
Guidelines: The following guidelines are recommended for conducting the CCC review 
process:  
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1. The committee must meet at least semiannually, and may meet more often for 
larger programs.  

2. Meetings should be kept to two hours or less.  
3. The chair serves to guide the committee in its work to provide a consensus 

decision for Milestones evaluations.  
4. Committee members must be oriented to each assessment tool and its 

relationship to the Milestones evaluations.  
5. All committee members should be required to participate in committee 

deliberations regularly (at least 75% of all meetings).  
6. Depending on the size of the program, review of each trainee’s evaluations 

should be assigned to specific committee members. For small programs, all 
members may be assigned to review all trainees. For larger programs, two or 
three CCC members who have worked with the trainee may be assigned to 
prepare a recommendation to the committee. Committee members should be 
responsible for: a. Reviewing all evaluations (e.g., faculty evaluations, 
multisource assessments, case/clinical experience logs, in-service exam scores) 
and performance data for the last six months of training in advance of the 
meeting, and  

a. Completing the Milestones evaluation for each trainee in advance of the 
meeting.  

7. Reviews should be presented by training year.  
8. The committee must form a consensus Milestones evaluation based on member 

reviews and the committee’s discussion for each trainee.  
 
Resources: ACGME Common Program Requirements (effective July 1, 2015)  
ACGME NAS FAQ: Clinical Competency Committees and Program Evaluation Committees 
 
 

Skagit Regional Health 
 

Assessment and Evaluation Policy 
 

Scope: All SRH residencies accredited by the Accreditation Council for Graduate Medical 
Education (ACGME) and sponsored by the SRH. 
  
Purpose: Establish SRH GME expectations and highlight relevant ACGME Common 
Program Requirements (CPRs) required for robust program evaluation systems.  
 
Policy: All SRH GME programs must develop and implement a robust evaluation system 
that meets the minimum requirements of the ACGME as outlined in the Common Program 
Requirements (CPRs) as well as SRH’s expectations for 1) Resident/Fellow Evaluation and 
2) Faculty Evaluation.  
 
Resident/Fellow Evaluation:  
Resident/fellow performance assessment must include both Formative Evaluation [CPR 
V.A.2.] and Summative Evaluation [CPR V.A.3.].  
 
Formative Evaluation/Assessment: Faculty must evaluate trainee performance in a timely 
manner during each rotation or similar educational assignment, and document this 
evaluation at completion of the assignment [CPR V.A.2.a)]. For programs that do not have 
defined rotations, formative written evaluations by faculty must be conducted and provided 
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to trainees at least quarterly. Evaluations must be completed using the EVALUE Residency 
Management System.  
 
The formative evaluation process must be structured such that the program can provide 
reliable assessments of competence in patient care, medical knowledge, practice-based 
learning and improvement, interpersonal and communication skills, professionalism, and 
systems-based practice, based on the specialty-specific Milestones [CPR, V.A.2.b).(1)] and 
include the use of multiple evaluators (e.g., faculty, peers, patients, self, and other 
professional staff) [CPR, V.A.2.b).(2)].  
 
The program must use this formative evaluation to document progressive resident/fellow 
performance improvement appropriate to the educational level [CPR, V.A.2.b).(3)].In 
addition, the program must provide each trainee with documented semiannual evaluation of 
performance with feedback [CPR, V.A.2.b).(4)]. The semiannual evaluation may be 
conducted by the program director or designee, and must be considered as a part of the 
advancement process in accordance with the program’s established advancement and 
promotion criteria.  
 
Summative Evaluation: The program director must provide a summative evaluation for 
each resident/fellow upon successful completion of the specialty program expectations 
[CPR V.A.3.b)]. This evaluation must become part of the trainee’s permanent record 
maintained by the institution, and must be accessible for review by the trainee. [CPR 
V.A.2.b) (1)].  
 
The final summative evaluation must document the trainee’s performance during the final 
period of education (i.e. the last six months of training) [CPR V.A.3.b).(2)] and verify that the 
trainee has demonstrated sufficient competence to enter practice without direct supervision 
[CPR V.A.3.b).(3)]. In addition, the specialty-specific Milestones must be used as one of the 
tools to ensure trainees are able to practice core professional activities without supervision 
upon completion of the program [CPR V.A.2.a)].  
 
The program director must appoint a Clinical Competency Committee (CCC), which is 
responsible for reviewing all resident/fellow evaluations semiannually, preparing and 
assuring the reporting of Milestone to the ACGME on a semiannual basis, and advising the 
program director of resident/fellow progress, including promotion, remediation and dismissal 
[CPR V.A.1.]. The composition, roles and responsibilities of the CCC are described further in 
the Common Program Requirements [CPR V.A.1.] and in the SRH GME Clinical 
Competency Committee Policy.  
 
Faculty Evaluation: At least annually, the program director must evaluate faculty 
performance as it relates to the educational program [CPR V.B.1.]. These evaluations 
should include a review of the faculty’s clinical teaching abilities, commitment to the 
educational program (demonstrated by active participation in and support of resident 
educational activities), clinical knowledge, professionalism, and scholarly activities [CPR 
V.B.2.].Finally, the evaluation must include at least annual written confidential evaluations by 
the trainees [CPR V.B.3.].  
 
Appendices: Resident/Fellow Evaluation Guidelines  
Faculty Evaluation Guidelines  
Resources  
 
Resident Evaluation Guidelines  
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The purpose of the following guidelines is to provide program directors background 
information and specific suggestions for implementing the expectations defined in the policy.  
 
Formative Evaluation  
Formative assessment, or assessment for learning, documents resident progressive 
development over time and informs the on-going learning process for the trainee, the 
faculty, the program director, and the institution. Assessment tools document this 
development and should be aligned with the published goals and objectives and the relevant 
specialty-specific milestones for each rotation/ educational assignment, program clinical and 
procedural objectives, and, as applicable, to the specialty specific Entrustable Professional 
Activities (EPAs).  
Goals of Formative Evaluation:  
• Provide a transparent evaluation system based on the goals and objectives of each 
rotation or educational assignment, and on the published specialty-specific milestones.  
• Maximize resident/fellow learning development through frequent, timely, meaningful 
feedback to provide multiple individual data points as evidence for promotional purposes.  
• Support a learning environment that nurtures individual growth and development.  
• Provide data to continuously improve the learning, teaching, curriculum, evaluation 
instruments, and program outcomes.  
 
To meet these goals, programs are expected to use a multi-faceted approach with multiple 
instruments, evaluators, and observations. These instruments include direct observation 
assessments (for clinics, consults, procedures, and/or labs), end-of-
rotation/shift/assignment evaluations, multi-source feedback, evaluations of 
presentations at conference, semi-annual meeting assessments, individual learning 
plan guides (ILP), portfolios and self-reflections on learning, in-house training exams, 
case/procedure logs, as well as other educational instruments that reflect the progress and 
performance expectations in the specialty area and within the ACGME competencies.  
 
Case and Procedure Logs  
As case and procedure logs record the number of cases or procedures performed, they 
document an aspect of training and practice that leads to competent performance in the 
medical, diagnostic, and surgical procedures essential for the area of practice. Considered 
in combination with direct observation assessments of procedures, the logs and evaluations 
of the procedures together provide evidence of competency.  
 
Frequency of Documented Formative Assessment and Evaluation  
A sufficient number and variety of documented assessments should be completed 
semiannually by a number of faculty and other members of the health care team and/or 
program to ensure reliable judgments can be made by the Clinical Competency Committee 
(CCC). Depending on the specialty area and the types of assessments, a general guide 
based on recommendations by experts follows (see end notes):  
 
• Eleven (11) documented direct observation assessments a year at a minimum (e.g., a 
distribution of “Mini-CEX-like” assessments, direct observation of procedural skills 
assessments, in-patient consult assessments, others).   
• One (1) Multi-Source Feedback round per year at a minimum. A round is defined as the 
collection of a number of assessment instruments throughout the year from individuals in 
direct contact with the trainee, including supervisors, peers, self, nurses, allied health 
professionals, and patients.  
• A number of competency-based end-of-rotation evaluations (tailored to the rotation, shift, 
or assignment) at the completion of each rotation or educational assignment.  
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Or,  
A minimum of four (4) quarterly global assessments if rotations are not the educational unit. 
(A best practice is to tailor ‘global’ assessments to the specific educational assignments 
experienced during the quarter.)  
 
Program directors are responsible for ensuring that faculty complete resident assessment 
and evaluation forms in EVALUE in a timely manner (within days of the end of the 
rotation/educational assignment or quarter).  
 
Rationale  
 
Frequent, documented workplace assessments provide a longitudinal record of individual 
progress to enable trainees to visualize their learning over time, and the assessor to 
similarly judge and provide evidence on the performance improvement of the learner. 
Providing frequent, specific, and timely verbal and written feedback to the learner supports 
an overall positive learning environment and reinforces an educational culture in which 
feedback for learning is the norm.  
 
Evidence indicates that combinations of multiple assessment types, with multiple raters and 
multiple observations, provide reliable judgments of performance. Research supports the 
tenet that there is no perfect evaluation instrument, but that combining multiple instruments 
(such as those listed above), provides a feasible and reliable method for high-stakes 
judgments. 
 
In addition, it is assumed that faculty will provide pedagogically sound, frequent verbal 
feedback. Feedback — both written and verbal — should be directed toward observed 
specific behaviors, actions or skills, and should be timely (within hours or days). In addition, 
faculty are expected to be professionally consistent in their verbal and written evaluations—
that is, if a faculty gives positive verbal feedback, the documented written feedback should 
reflect this positive feedback as well as other observations of performance.  
 
Frequent formative assessment also enables programs to identify struggling residents 
earlier in their training. Weaker trainees will need more intensive guidance and support than 
those performing at a higher level. For those performing at a higher level, a comprehensive 
evaluation system such as this enables them to identify specific areas in which they can 
improve.  
For programs with paper-based direct observation instruments, trainees can take 
responsibility for requesting faculty feedback and completion of their instruments. In this 
case, the paper forms are commonly provided to the trainees who then present the form to 
the faculty for completion, or request that faculty complete the evaluation forms on a daily, 
weekly, or bi-monthly basis, whichever requirement and frequency best fits the work and 
practice of the specialty area. The completed forms are then entered into EVALUE.  
 
Semiannual Evaluation of Performance  
 
The program director (or designee) will meet semiannually with each resident (every 3 
months for R1’s) to review all documented performance records, plans and evidence of 
scholarly activity (if applicable), case and procedure logs and other performance indicators, 
including the most recent CCC milestone report and an individual learning plan (ILP) 
generated by the CCC, if applicable.  
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During the meeting, trainees will be asked to reflect on their performance and progress, and 
make plans with the director (or designee) to address current and future training needs. 
Based on the collection of work (i.e. portfolio or dossier), evidence of experience and work 
accomplished, and the trainee’s individual learning plan (if available), the program director 
(or designee) will provide guidance and academic advice to enable the trainee to meet 
program performance expectations by re-setting learning and improvement goals (e.g., with 
individual learning plan (ILP)]. These semiannual meetings should provide the basis for 
trainees to develop self-evaluation skills and the foundations for life-long learning.  
 
Accessibility of Evaluations  
To provide transparency and fairness, all evaluation instruments must be distributed and 
explained to residents and fellows at the beginning of the training year, rotation, or 
educational experience (along with the relevant goals and objectives) and whenever there 
are revisions or changes to the evaluation instruments or processes. In addition, all 
completed, documented evaluations of resident performance must be accessible to trainees 
on EVALUE or in their files.  
Faculty Development in Assessment  
In addition, faculty must be trained in the use of all assessment tools in order to achieve 
greater reliability and, ultimately, validity with the instruments. In-depth training sessions can 
be useful, along with shorter, continuous training on the appropriate use and interpretation 
of the forms.2, 3 From ACGME Frequently Asked Questions about the Next Accreditation 
System: “Evaluation is a core faculty member competency, but most faculty members will 
need added training in the evaluation process.... They will initially need to discuss the 
milestone narratives and reach a common agreement of their meaning.”4  
 
Summative Evaluation  
Program directors will provide a final summative evaluation, which includes documentation 
of performance during the final period of training (i.e. the last six months). This evaluation 
must indicate that each graduating trainee has demonstrated sufficient competence to enter 
practice without direct supervision.  
From ACGME CPRs, [V.A.3.],5 on Summative Evaluation:  
“The specialty-specific milestones must be used as one of the tools to ensure residents are 
able to practice core professional activities without supervision upon completion of the 
program. (Core)  
“The program director must provide a summative evaluation for each resident upon 
completion of the program. (Core)  
“This evaluation must:  
become part of the resident’s permanent record maintained by the institution, and must be 
accessible for review by the resident in accordance with institutional policy; (Detail)  
document the resident’s performance during the final period of education, and, (Detail)  
verify that the resident has demonstrated sufficient competence to enter practice without 
direct supervision.” (Detail)  
 
Summative evaluations must be completed within four weeks of completion of all training 
requirements. These documents must be stored in EVALUE or in the resident’s or fellow’s 
permanent file, will be accessible to the trainee, and may vary in form by program.  
 
Faculty Evaluation Guidelines  
Faculty performance in the educational program can be assessed in a variety of ways, 
depending on the emphasis and expectations of the program. Most of the items listed below 
are required as a part of the ACGME Annual Program Update in ADS:  
• Faculty clinical teaching abilities as reflected in evaluations from  
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o Conference presentations and organized clinical discussions (e.g. M&Ms, Case 
Presentations, journal club)  
o Resident/fellow confidential assessments of individual faculty (minimum of 4 
recommended)  
o Other assessments, variable by program, such as 360 degree assessments; peer 
assessments, rounding effectiveness, debrief assessments, mentoring/advising 
assessments  
 
• Commitment to the educational program. Examples vary by program:  
 
o Participation in educational committees (e.g. CCC, Program Evaluation Committee, 
Curriculum Committee) or as a faculty advisor for a resident committee.  
o Participation as a faculty mentor for a resident.  
o Attendance and participation at educational program retreats, faculty meetings, and/or 
conferences.  
o Attentiveness to completing assessments of residents in a timely (within days) and 
thoughtful manner. [Percentage of faculty that complete written evaluations of residents 
within 2 weeks.]  
o Quality of comments on evaluation forms: The number of individualized, specific, 
behaviorally-based comments written to residents on assessment tools can be an indicator 
of faculty commitment to the educational program.  
o Readiness to support the program director and residents on projects (e.g. QI Projects, 
others)  
o Number of residents mentored and collaborating with in scholarly activity  
 
• Scholarly activities: The Faculty Scholarly Activity Template in ADS must be updated 
annually. The annual reporting areas in the ADS template include:  
 
o Pub Med ID numbers  
o Number of conference presentations (abstracts, posters, and presentations)  
o Number of other presentations (such as grand rounds), materials developed, or work 
presented in non-peer review publications  
o Number of chapters or textbooks published  
o Number of grants with leadership  
o Leadership roles in national medical organizations or served as reviewer or editorial board 
member for a peer-reviewed journal  
o Teaching of formal courses: responsibility for seminar, conference series, course 
coordination for any didactic training.  
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Skagit Regional Health 
 

Annual Program Evaluation Policy & Procedures 
 

Scope: All ACGME-accredited residency and fellowship programs sponsored by Skagit 
Regional Health. 
  
Policy: All ACGME-accredited programs must appoint a Program Evaluation Committee 
(PEC), which must perform and document formal, systematic evaluation of the curriculum at 
least annually [Common Program Requirement V.C.]). The program, through the PEC, must 
perform an Annual Program Evaluation (APE), including the monitoring and tracking of 
Program Report Card metrics on (1) resident/fellow performance, (2) faculty development, 
(3) graduate performance, including performance of program graduates on the certification 
examination1, (4) program quality, including confidential program evaluations by trainees 
and faculty1, and (5) progress on the previous year’s action plan(s) [Common Program 
Requirement V.C.2.].  
1 One year fellowship programs are exempt from this requirement. 
 
Membership: Members of the PEC must include at least two faculty members and one 
trainee [Common Program Requirement V.C.1], Other members of the committee should 
include the program director, associate program director(s), program administrator(s), and 
representative teaching faculty from each major participating institution (i.e., site directors).  
 
Charge: The PEC must have a written description of its responsibilities [Common Program 
Requirement V.C.1.a).(2)]. The charge should address the PEC’s responsibilities for: (1) 
planning, developing, implementing, and evaluating educational activities of the program; (2) 
reviewing and making recommendations for revision of competency-based curriculum goals 
and objectives; (3) addressing areas of non-compliance with ACGME standards; and, (4) 
reviewing the program annually using evaluations of faculty, trainees, and others [Common 
Program Requirement V.C.1.a).(3)]. The PEC must prepare a written action plan to 
document initiatives to improve performance in one or more areas of the Program Report 
Card, as well as delineate how they will be measured and monitored. The action plan should 
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be reviewed and approved by the teaching faculty and documented in faculty meeting 
minutes [Common Program Requirement V.C.3].  
 
Compliance: Annually, programs must submit meeting minutes and action plans from the 
program evaluation, as well as the Program Report Card, by June 30th to their Department 
Chair and the GME Office via EVALUE. The results of the review will be reviewed by the 
Annual Program Evaluation Subcommittee, with feedback provided to programs when 
indicated. Further action may also be required according to the terms of the Special Review 
Policy. 
 
Program Report Card  
Programs must monitor and track: (1) resident/fellow performance, (2) faculty development, 
(3) graduate performance, (4) program quality, and (5) progress on the previous year’s 
action plan(s). In addition, programs may monitor relevant clinical performance and outcome 
data. Suggested performance data in each of the areas is listed below.  
 
1. Resident/Fellow Performance a. Clinical experience (e.g., average number of 
procedures and/or cases by training level) compared to national norms and/or ACGME 
requirements  
b. Scholarly activity (e.g., PubMed IDs, Conference Presentations, Chapters/Textbooks, 
Teaching/Presentations)  
c. Duty hour compliance; duty hour reporting compliance  
d. In-service exam scores for the previous five years  
e. USMLE/COMLEX scores for the previous five years  
 
2. Faculty Development  
a. Aggregated results of confidential evaluations of faculty by residents/fellows  
b. Evaluation completion compliance by faculty  
c. Scholarly activity (e.g., PubMed IDs, Conference Presentations, Other Presentations, 
Chapters/Textbooks, Grant Leadership, Leadership or Peer-Review Role, Teaching Formal 
Courses)  
d. Teaching activities in the program (e.g., didactic, conference, grand rounds presentations)  
e. Participation in SRH faculty development activities (e.g., departmental, GME)  
f. Participation in ACGME/AOA, national specialty society, and other educational 
conferences  
 
 
3. Graduate Performance  
a. Board certification exam pass rates of graduates for the previous five years  
b. Acceptance into fellowship positions  
c. Percent of graduates in academics  
d. Retention within the WWAMI region  
e. Graduate survey results (e.g., satisfaction with training program; adequacy of preparation 
for practice; employer assessment of alumni knowledge, skills and preparation for practice)  
 
 
4. Program Quality  
a. ACGME accreditation status and recent citations (if applicable)  
b. ACGME Resident/Fellow and Faculty Survey results  
c. Program director, faculty, and administrator turnover  
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d. Applicant statistics (e.g., number of applicants, percent from top medical schools, percent 
Alpha Omega Alpha (AOA) members or Sigma Sigma Phi (SSP) members, diversity 
measures, percent international medical graduates, diversity measures)  
e. Match results (e.g., percentage filled, depth of rank list/matched applicants, SOAP 
participation, percent AOA members, diversity measures, percent international medical 
graduates)  
f. Aggregated results of confidential evaluations of the program by residents/fellows and by 
faculty  
g. Aggregated results of evaluations of rotations by residents/fellows  
h. Aggregated results of Milestones Reports (indicating strengths/weaknesses of curriculum 
or evaluation system)  
 
 
5. Progress on Last Year’s Action Plans (may include revisions to curriculum and/or 
evaluation system, improvements to the learning environment, changes to program policies, 
etc.) 
 
 

Skagit Regional Health 
Resident Transfer Policy  

 
Scope: All ACGME-accredited residencies and fellowships sponsored by SRH.  
 
Definition: Residents are considered ‘transfer' residents under several conditions including:  

Moving from one SRH program to another program within SRH.  
Moving to/from an SRH GME program from/to a program at a different 

sponsoring institution.  
Entering a subsequent residency or fellowship program after 

successfully completing a residency or fellowship program at SRH or 
any other institution.  

 
Policy: Before accepting a transfer resident into an SRH GME training program, the 

program director must obtain confirmation of the transfer residents 
satisfactory performance in the trainees’ current program. (For candidates 
who are not currently in a training program and who are more than three 
years past graduation, this should be obtained from the candidate’s current 
employer.) The program must also obtain verification of previous educational 
experiences and a summative competency-based performance evaluation 
once available.  
For trainees leaving a program prior to completion of the current program, the 
SRH program director must consult with the resident’s current program 
director regarding the transfer before accepting the resident. This should be 
done as early as possible in the discussion with a prospective transfer 
candidate and before any offer of a position is made. In this circumstance, 
trainees are expected to continue training in their current program until the 
end of their current appointment according to the terms of their Residency 
Position Appointment (RPA), unless an earlier resignation is mutually agreed 
upon by the trainee and program director. Trainees who leave their program 
without the approval of their program director and prior to the end of the 
academic year are considered in violation of the terms of the RPA and may 
not be eligible for appointment to another SRH training program.  
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Procedures: Residents transferring INTO an SRH program  
One to two months prior to anticipated transfer, obtain a statement 

regarding the resident’s current standing and indication of when the 
summative competency-based performance evaluation will be 
completed. An example of an acceptable verification statement is: 
“(Resident name) is currently a PGY (level) intern/resident in good 
standing in the (residency program) at (sponsoring institution). S/he 
has satisfactorily completed all rotations to date, and we anticipate 
s/he will satisfactorily complete her/his PGY( ) year on June 30, (year). 
A summary of her/his rotations and a summative competency-based 
performance evaluation will be sent to you by July 31, (year).”  

Obtain written or electronic verification of previous educational 
experiences, including rotations completed and procedural/operative 
experience.  

Obtain a written or electronic (see ACGME template).summative 
competency-based performance evaluation from the resident’s current 
program director  

Discuss the results of the summative evaluation with the current 
program director in person or via telephone, and keep written 
documentation of this discussion along with the training verification 
and summative evaluation in the resident’s/fellow’s permanent file.  

 
Residents transferring FROM an SRH GME program  

For residents transferring out of an SRH training program prior to 
completion of the program, the SRH program director must provide 
timely verification of previous educational experiences and a 
summative performance evaluation to the program director of the 
program into which the resident is transferring.  

For residents completing preliminary training in a n SRH training 
program and moving into another SRH training program, the program 
director of the preliminary training program must provide timely 
verification of previous educational experiences and a summative 
performance evaluation to the SRH program director of the program 
into which the resident is transferring.  

 
Skagit Regional Health 

 Grievance Policy & Procedure  
 

Scope  
All residents participating in accredited SRH post-graduate residency programs. 
 
Definition  
For this policy, “grievance” is defined as any controversy or claim arising out of an alleged 
violation of any provision of the Resident Position Agreement (RPA) other than evaluation of 
academic or clinical performance or professional behavior, the non-reappointment decision or 
any other academic matters including but not limited to the failure to attain the educational 
objectives or requirements of the training program. Appeals related to these academic matters 
are covered under the Academic Action Review Policy. Grievances may be filed by individual 
residents or by groups of residents.  
 
The grievance procedure is intended to be an informal process to resolve disagreements 
internally and is not intended to be an adversarial forum. At each step, residents and 
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program directors are encouraged to resolve differences through discussion and 
negotiation. However, the procedure as set forth provides for those instances in which 
outside assistance in resolving conflict is needed.  
 
Principles  
 
Issues of Policy: Grievances relate to violations of stated articles of the RPA; no grievance 
will be filed under this policy and procedure that petitions for a change in RPA policy. Such 
issues should be referred to the GMEC for consideration of revisions to the RPA or SRH 
GME policy. Remedies will be restricted to restoration of rights or services provided by the 
RPA; remedies will not include changes to the RPA or other GME policy or procedure.  
 
Outside Assistance: Throughout the grievance procedure, another resident, medical 
student, SRH staff employee, or faculty member who shall be identified as an “associate” 
may accompany the aggrieved resident. The resident may confer with an associate during 
proceedings; however, the associate may not actively participate or present at the hearing. 
Attorney representatives may not attend the grievance proceedings for either party.  
 
Time Limit: The resident(s) must initially file a grievance as set out in the following section 
within the current academic year (July 1 to June 30) or within 90 calendar days after the 
resident knew or should have known of the act or omission upon which the grievance is 
based, whichever time period is longer.  
 
Waiver of Procedural Steps: Any of the provisions of this policy and procedure may be 
waived by written mutual consent of the involved parties.  
 
Adjudication: Interpretation of any aspect of this policy and procedure will be the 
responsibility of the Chair of the SRH Graduate Medical Education Committee (GMEC), 
whose decision shall be final.  
 
Procedure  
 
Step 1: Program Level: The written grievance letter must meet the time limit stated above, 
and include the following information: A factual description of the grievance, the article(s) of 
the RPA that may have been violated, the date in which the grievant(s) first became aware 
of the alleged violation, and the remedy sought. The letter should include as attachments 
any documentation relevant to the grievance. The program director must schedule a 
meeting within 30 calendar days after receiving the letter, to include the program director, 
aggrieved resident(s) and their designated associates (if any), program 
administrator/coordinator, and other faculty members who have direct knowledge of the 
circumstances around the grievance. If the program director is not available to convene this 
meeting, then the department chair will appoint a faculty member to substitute for the 
program director. Failure of the program to hold the meeting within the 30 calendar day time 
limit will result in the grievance automatically proceeding to the next level. The program 
director will chair the meeting at which all parties will be allowed to present their evidence. 
The decision on the grievance will be issued by the program director and will include a 
determination of whether the specific article of the RPA has been in fact violated, and if so, a 
proposed remedy. This answer shall be presented in writing to each grievant within 7 
calendar days after the meeting. Aggrieved resident(s) may accept the findings of the 
program director, or may file a grievance through the GMEC. The findings of the program 
director will become unless the next level of grievance (Step 2) is filed within 14 calendars 
days after the date of the decision.  
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Step 2: Graduate Medical Education Committee (GMEC): Resident(s) may file their 
grievance to the Chair of the GMEC following program level response. Such filing shall be in 
writing and include a factual description of the grievance, the article(s) of the RPA that may 
have been violated, the date in which the grievant(s) first became aware of the alleged 
violation, and the remedy sought. The letter should include as attachments any 
documentation relevant to the grievance as well as the response of the program director to 
the grievance. The grievance letter must be received by the Chair of the GMEC within 14 
calendar days of receipt of the program director’s response. In cases that involve multiple 
programs that waived the program level review, such filings must be received by the Chair of 
the GMEC within 90 calendar days after the resident knew or should have known of the act 
or omission upon which the grievance is based. The Chair of the GMEC will appoint a 
Grievance Committee to hear the grievance. This Committee will hold a meeting on this 
grievance within 30 calendar days after receipt of this grievance by the GMEC Chair.  
 
 Composition: This committee will be composed of current sitting members of the 
SRH GMEC, and will include 4 voting members, including 2 voting faculty members and 2 
voting resident members. Faculty and residents of the program involved in the dispute may 
not be appointed to the Grievance Committee. The Committee will be chaired by the Chair 
of GMEC, unless the GMEC Chair is a party to the grievance or if the grievance has been 
filed by residents in the GMEC Chair’s academic department. In this case, the Chair of the 
GMEC will appoint a substitute Chair from the available faculty members of the GMEC. If the 
Grievance Committee cannot be assembled using GMEC members exclusively, the GMEC 
Chair may appoint outside faculty or hospital administrative members. In any case, the 
voting members will include two residents, two faculty members and/or a faculty and 
administrative member.. The Chair will cast a vote only in case of a tie.  

 Attendance: Attendance of the Resident’s associate is permitted at the Resident’s 
option. The appropriate faculty, program director, and the department chair or his/her 
designee are permitted to attend even if not required to be present at the meeting as a party 
to the grievance. Only the voting Grievance Committee members are permitted to be in 
attendance during any pre-proceeding meetings (i.e., organizational meetings) and the 
deliberations of the Grievance Committee.  
 
 Procedure: The Chair of the Grievance Committee will allow each party to state their 
case with a time limit of 20 minutes each, and to present a final rebuttal of 10 minutes each. 
The aggrieved resident(s) will make the initial presentation and rebuttal. Grievance 
Committee members may ask questions at the conclusion of each presentation and rebuttal 
but should not ask questions during the presentation except for short requests for 
clarification of fact. The Chair of the Grievance Committee will permit or deny questions that 
interrupt presentations according to this rule.  
 
 Decision Making: At the conclusion of the Grievance Committee’s review of the 
grievance, the Committee shall issue a written statement of its findings and render a 
decision within 7 calendar days of its final meeting, which will be transmitted to all parties to 
the dispute, with a copy to the Chair of the GMEC. The Grievance Committee may require 
more time to render their decision in which case the Committee shall notify the parties of the 
expected time frame of the issuance of the decision, which shall not exceed an additional 
ten (10) calendar days. Each member of the Grievance Committee has one vote and all 
votes are equal. All decisions of the Grievance Committee are final, unless either party 
appeals the decision in writing to the Chief Medical Officer (CMO) within 7 calendar days of 
the date of the decision.  
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Step 3: CMOs Appeal: A final appeal may be filed by either party to the grievance as noted 
above. This appeal shall be in writing and include all letters, documentation, and written 
responses from each level. The CMO or his/her designee will issue his/her final decision 
within 14 calendar days of receipt of the appeal of the grievance, unless more time is 
required in which case the CMO shall notify the parties of the expected time frame of the 
issuance of his decision but not to exceed an additional 14 calendar days. The decision of 
the Grievance Committee will be deemed to be affirmed if the CMO or his/her designee 
does not act on the appeal within 14 days of the receipt of the appeal. 

 
Skagit Regional Health 

Resident and Fellow Eligibility and Selection Policy 
 
Purpose: Skagit Regional Health’s (SRH) Medicine Eligibility and Selection Policy is 
designed to ensure fair and consistent consideration and decision-making for all applicants 
to SRH GME residency and programs. Recruitment and appointment of residents to SRH 
programs is performed by the respective program director and faculty under the oversight of 
the Graduate Medical Education Committee (GMEC) and the Office of Graduate Medical 
Education.  
 
Policy: Each SRH GME program must develop a program-specific eligibility and selection 
policy that complies with the requirements outlined in this policy and applicable specialty-
specific eligibility requirements as specified by the relevant Review Committee (RC). This 
must be made available to all interested applicants (e.g., via the program website).  
 
Eligibility: Program directors must comply with the criteria for resident eligibility as defined 
in the Institutional Requirements [IR IV.A.], the Common Program Requirements [CPR III.A], 
and the applicable RC requirements. Applicants must meet one of the following 
qualifications to be eligible for appointment to an ACGME-accredited program:  
1. graduation from a medical school in the United States or Canada, accredited by the 
Liaison Committee on Medical Education (LCME); or,  
2. graduation from a college of osteopathic medicine in the United States accredited by the 
American Osteopathic Association (AOA); or,  
3. graduation from a medical school outside of the United States or Canada, and meeting 
one of the following additional qualifications: a. holds a currently valid certificate from the 
Educational Commission for Foreign Medical Graduates prior to appointment, or,  
b. holds a full and unrestricted license to practice medicine in a US licensing jurisdiction in 
his or her current ACGME specialty/subspecialty program or,  
c. has graduated from a medical school outside the United States and has completed a Fifth 
Pathway program provided by an LCME-accredited medical school.  
4. We are unable to accept J-1 or H-1B Visas at this time. 
 
Program directors must also ensure that candidates are eligible for a Washington (or other 
applicable) state provider license (see Licensing Policy), are authorized to work in the 
United States at the time of appointment1, and meet the applicable essential abilities 
requirements of the program.  
Non-US citizens must possess appropriate work authorization prior to their appointment to a 
SRH GME program. Additional requirements or restrictions may apply for positions 
depending on source of funding, such as grants awarded by the National Institutes of Health 
(NIH). 
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ACGME Eligibility Criteria Effective July 2016  
Effective July 1, 2016, new eligibility requirements for prerequisite training for entry or 
transfer into ACGME-accredited residency programs and fellowship programs take effect. 
These are detailed in the Common Program Requirements Effective July 1, 2016 and the 
One-Year Common Program Requirements Effective July 1, 2016 on the ACGME website.  
 
Residency Programs: All prerequisite post-graduate clinical education required for initial 
entry or transfer into ACGME-accredited residency programs must be completed in 
ACGME-accredited residency programs, or in Royal College of Physicians and Surgeons of 
Canada (RCPSC)-accredited or College of Family Physicians of Canada (CFPC)-accredited 
residency programs located in Canada. Residency programs must receive verification of 
each applicant’s level of competency in the required clinical field using ACGME or 
CanMEDS Milestones assessments from the prior training program [CPR III.A.1.a)].  
Specific exceptions to the above may apply [CPR III.A.1.b) – d)].  
 
Program directors should refer to the attached list of Eligibility Exception Decisions by 
Specialty to determine if a request for an exception to the eligibility criteria may be made by 
the program. Also refer to the Resident Eligibility FAQs for more information. AOA approved 
residencies in certain specialties are included in this list.  Both of our programs can accept 
AOA transfers. 
 
 
Application: All SRH GME training programs are required to use the Electronic Residency 
Application Service (ERAS®) or other centralized application service if available in their 
discipline to receive and accept applications to the program. Programs in disciplines that do 
not use a centralized service may have applicants apply directly to the program. The list of 
Participating Specialties and Programs is available on the ERAS website.  
 
Interview: Applicants invited to interview for a resident position must be informed in writing 
or by electronic means, of the terms, conditions, and benefits of their appointment to the 
ACGME-accredited program, as well as all institutional and program policies regarding 
eligibility and selection for appointment, either in effect at the time of the interview or that will 
be in effect at the time of his or her eventual appointment. This includes financial support; 
vacations; parental, sick, and other leaves of absence; and professional liability, 
hospitalization, health, disability and other insurance accessible to residents/fellows and 
their eligible dependents. All terms, conditions, and benefits of the potential appointment are 
described in the Residency and Fellowship Position Appointment (RFPA), which are 
available by January 15th of each year and effective for the following academic year. These 
resources are posted on our website under medical education and on the web at on the 
AOA opportunities website at 
http://opportunities.osteopathic.org/search/search_details.cfm?program_id=330027&hosp_i
d=330002&returnPage=1.  
 
Selection: Programs must select trainees among eligible applicants on the basis of training 
program-related criteria such as their preparedness, ability, aptitude, academic credentials, 
communication skills, and personal qualities such as motivation and integrity, as well as 
professionalism. Programs must not discriminate with regard to sex, race, age, religion, 
color, national origin, disability, or any other applicable legally protected status.  
 
Before accepting a resident who has completed residency training at SRH or an outside 
training program, or who is transferring from another program, the program must obtain 
verification of previous educational experiences and a summative competency-based 
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performance evaluation of the transferring resident, as outlined in the SRH GME Transfer 
Policy.  
 
Matching: All SRH GME training programs are required to participate in the National 
Residency Matching Program (NRMP) Match or other organized matching program where 
such is available in their discipline and to the fullest extent possible.  
 
NRMP Match: Program directors and administrators are required to review the terms and 
conditions of the applicable Match Participation Agreement for their specialty each year and 
comply with applicable Match policies, including the All-In Policy for the Main Residency 
Match, and the Match Commitment, which addresses violations of NRMP Policy.  
 
As noted in the Match Participation Agreement, program directors are prohibited from 
offering positions to ineligible applicants, and must use the Applicant Match History in the 
Registration, Ranking, and Results (R3) System to determine an applicant’s eligibility for 
appointment.  
 
Program directors are reminded, per the Match Participation Agreement, that it is a breach 
of the applicable Match Participation Agreement for: (a) a program to request applicants to 
reveal ranking preferences; (b) an applicant to suggest or inform a program that placement 
on a rank order list or acceptance of an offer during the Supplemental Offer and Acceptance 
Program (SOAP) is contingent upon submission of a verbal or written statement indicating 
the program’s preferences; (c) a program to suggest or inform an applicant that placement 
on a rank order list or a SOAP preference list is contingent upon submission of a verbal or 
written statement indicating the applicant's preference; (d) a program to require applicants to 
reveal the names or identities of programs to which they have or may apply; or (e) program 
and an applicant in the Matching Program to make any verbal or written contract for 
appointment to a concurrent year residency or fellowship position prior to the release of the 
List of Unfilled Programs.  
 
Match Participation  
 
Waiver: In the event that a program participating in the NRMP Specialties Match Service, 
SF Match, or other organized matching program wishes to accept a candidate outside of the 
Match, the program must request a waiver from full participation in the Match. Waiver 
requests are made to the GMEC and must include:  
the number of positions to be offered outside the Match and positions in the Match;  
a detailed description of the program’s application and selection process for applicants 
accepted outside of the Match; and  
confirmation that candidates being considered for positions outside the Match will not be 
interviewed as part of the official NRMP and are not currently registered for the Match.  
 
Waivers are time-limited and will not be granted for more than 25% of available positions (or 
1 position for programs with less than 4 first year positions) in the program. 
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