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Fellowship Program in Transfusion Medicine at UNC Hospitals  


  
 


 ____________________________________________________________  


POLICY AND PROCEDURE  


 


POLICY ON DUTY HOURS  


____________________________________________________________  


 


  
A) Background  
UNC Hospitals Policy on Duty Hours must be consistent with the ACGME Common Program Requirements and Specialty 


Specific Duty Hour Requirements. Although the responsibilities for patient care are not necessarily over a specific time, duty 


hours must be regulated in order to promote excellent patient care and safety, resident education and physician well being. The 


Program’s Duty Hour Policy must be in compliance with the relevant Program requirements and UNC Hospitals Policy on 


Duty Hours.  


B) Maximum Duty Period Length and Mandatory Time Free of Duty  
1. UNC Hospitals Policy on Duty Hours and the ACGME requirements take precedence over all other policy statements 


and apply to all sites to which residents are assigned.  


2. Duty hours must be limited to 80 hours per week, averaged over a 4-week period, inclusive of all in-house call 


activities and all moonlighting and special duty projects. Duty hours are defined as all clinical and academic activities 


related to the residency program, i.e., patient care (both inpatient and outpatient), administrative duties related to 


patient care, the provision for transfer of patient care, time spent in-house during call activities, and scheduled 


academic activities such as conferences. Duty hours DO NOT include reading and preparation time spent away from 


the duty site.  


3. Residents must be scheduled for one day free of duty every week when averaged over four weeks. At home call 


cannot be assigned on these free days.  


4. PGY1 and intermediate residents should have 10 hours off between scheduled duty periods. Per the ACGME, 


“should” is a term used to designate requirements so important that their absence must be justified, and a program or 


institution may be cited for failing to comply with a requirement that includes the term "should". There are however 


appropriate educational justifications, and inevitable, unpredictable circumstances which result in a respite period of 


less than 10 hours. In these instances, residents must have a minimum of 8 hours free of duty before the next 


scheduled duty period. Per the ACGME, “must” is a term used to identify a requirement which is mandatory or done 


without fail, and therefore constitutes an absolute requirement.  


 All residents who have duty hour reports indicating a respite period of between 8 and 10 hours will be 


required to document the activities that prohibited 10 hours of respite. They will be asked to provide written 


educational justification or explain in writing the unpredictable circumstance that resulted in the reporting of 


between 8 and 10 hours respite between scheduled duty periods.  
 All reports of less than 8 hour respite periods will be treated as an absolute violation of the duty hour 


regulations.  
5. Duty periods of PGY1 residents must not exceed 16 hours in duration. 


Duty periods of PGY2 residents and above may be scheduled to a maximum of 24 hours of continuous duty in the 


hospital. After 16 hours of continuous duty, residents are encouraged to engage in strategic napping, especially when 


the 16 hour mark occurs between 10:00pm and 8:00am.  
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 After 24 hours of continuous duty, the resident may remain on-site for transitions of care and/or to attend an 


educational conference when that transition is completed, but this period of time must be no longer than an 


additional four hours. No new patients may be assigned or additional clinical duties assigned (including 


continuity clinics) during those additional four hours.  
 After 24 hours of in-house duty, residents must have 14 hours free of duty before the next scheduled duty 


period.  
6. Individual exceptions to maximum duty hour periods. In unusual circumstances, a resident may remain 


beyond their scheduled period of duty to continue to provide care to a single patient with the following additional 


policies:  


 The extension of duty hour period must be initiated voluntarily by the resident – never assigned, or suggested, by the 


faculty member or senior resident.  
 PGY1 residents are not permitted to remain beyond their scheduled duty hour period.  
 Possible justifications for this extension of the duty hour period include those established by each  


program’s respective RRC.  
 The resident must transfer the care of all other patients to the resident team responsible for their  


continuing care.  
 The resident will complete such reporting processes as established by the program to record the  


extended duty hour period.  
 The program director will review each submission of additional service.  


7. 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. 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. Such instances must be reported to, and monitored by, the Program Director.  


C) On-call activities:  
PGY 2 residents and above must be scheduled for in-house call no more frequently than every 3rd night when averaged over a 


four week period, unless there are different provisions specified by the program’s respective RRC.  


4. D)  At-Home Call (pager call is defined as call taken from outside the assigned Institution):  
1. Time spent in the hospital by residents on at-home call must count toward the 80-hour maximum weekly 


hour limit. 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.  


2. At-home call must not be so frequent or taxing as to preclude rest or reasonable personal time for each 


resident.  


3. 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.”  


5. E)  In-House Night Float:  
Residents must not be scheduled for more than six consecutive nights of night float, unless there are other  


provisions specified by the program’s respective RRC.  


F) Oversight:  
1. Each program must have written policies and procedures consistent with the Institutional and Program Requirements for 


resident duty hours and the working environment. These policies must be distributed to residents and faculty. Monitoring of 


duty hours is required with frequency sufficient to ensure an appropriate balance between education and service.  


Each program must monitor duty hours within the education committee by regularly reviewing the duty 
hours within their program and at all Institutions at which the residents rotate. The GMEC Subcommittee 
on Duty Hours must receive semiannually a report regarding program residents' compliance with duty 
hours. Each program must have an educational program to recognize the signs of fatigue for the residents 
and faculty.  


2. Back-up support systems must be provided when patient care responsibilities are unusually difficult or prolonged or if 


unexpected circumstances create resident fatigue sufficient to jeopardize patient care.  


1. The program must adopt and apply policies to prevent and counteract the potential negative effects of fatigue 


and sleep deprivation.  


2. Residents must be provided with on-call rooms that permit rest and privacy when on duty in the hospital.  
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3. All duty hour concerns by residents should first be directed to the Program Director. Alternately, the resident may go 


directly to the Office of Graduate Medical Education to request investigation.  


G) Reporting and Compliance requirements:  
1. All residents and subspecialty residents appointed through the Office of Graduate Medical Education are required to record 


all duty hours in E*Value in a timely manner.  


2. Residents will receive reminders from E*Value to record their hours every seven (7) days. 


3. Residents who have not recorded their hours for a period of fourteen (14) days will be contacted by their  


Program Director. 


4. Residents who have not recorded their hours for a period of twenty-one (21) days will be removed from  


clinical duties and will forfeit their pro rata stipend payments until they record their hours. In addition, noncompliance with the 


institutional duty hour policy shall be included in the resident’s evaluation under the ACGME core competencies of 


Professionalism and Systems-Based Practice.  


H) Moonlighting:  
1. Education of a resident is a full-time academic pursuit. Moonlighting is to be discouraged. However, the time spent 


moonlighting must count toward the weekly 80-hour duty limit, averaged over a 4-week period.  


2. If a program allows moonlighting, the Program Director must ensure that moonlighting does not interfere with the 


ability of the resident to achieve the goals and objectives of the educational program, and the Program Director and 


resident must comply with UNC Hospitals Graduate Medical Education Policy on Moonlighting.  


3. If a program allows moonlighting and a resident chooses to moonlight, it is the responsibility of that resident to assure 


that all moonlighting activity occurs within the duty hour restrictions, including total hours per week, days off per 


week, and a mandatory 10 hour respite between all moonlighting and duty periods (see the moonlighting policy 


for more details).  


I) Duty Hour Exception:  
1. An RRC may grant exceptions for up to 10% of the 80-hour limit to individual programs based on a sound 


educational rationale. The GMEC must approve the proposal prior to the program requesting an exception on the 


RRC level.  


2. The program must follow the attached procedure for requesting a 10% exception for the 80-hour limit.  
Reviewed and Approved by GMEC: Reviewed and Approved by GMEC: Reviewed and Approved by GMEC: Revised and Approved by GMEC: Approved 


by MSEC:  
Revised and Approved by GMEC: Revised and Approved by GMEC: Revised and Approved by GMEC: Revised and Approved by GMEC:  
December 17, 2003 September 21, 2005 October 18, 2006 December 17, 2008 January 12, 2009 September 16, 2009 March 16, 2011 June 23, 2011 


September 21, 2011  
Approved by MSEC: October 12, 2009 Approved by MSEC: April 11, 2011 Approved by MSEC: August 8, 2011 Approved by MSEC: October 10, 2011  







 


Page 4 


PROCEDURE  
UNIVERSITY OF NORTH CAROLINA HOSPITALS GRADUATE MEDICAL EDUCATION REQUEST FOR 80-
HOUR DUTY LIMIT EXCEPTION  


           ________________________________________________________  
1. An ACGME-accredited training program may request an exception for up to 10% of the 80-hour duty limit averaged 


over a four-week period.  


2. The request must be submitted to the GMEC Chair of the Subcommittee on Duty Hours. The GMEC Subcommittee 


on Duty Hours will make a recommendation to the GMEC.  


3. When requesting an exception to the 80-hour duty limit, the Education Committee of the program must include the 


following:  


1. The program’s ACGME accreditation status;  


2. The educational rationale for the exception as it applies to a particular assignment, rotation(s), and level(s) of 


training; a blanket exception for the entire educational program should rarely be requested;  


3. Resident rotation(s) changes and call schedules must be provided;  


4. There must be an attestation of continuous faculty supervision during the extended hours;  


5. Effect of extended hours on rotations outside of UNC Hospitals;  


6. Plans for monitoring the duty hours in total and in particular the hours above 80 hours;  


7. The program’s moonlighting policy must be noted for the period in question.  


4. If approved by the GMEC, the Program Director may send the request to the respective RRC. The DIO of UNC 


Hospitals must sign this letter. If the 10% increase is granted to the program, all residents must be notified in writing 


that the GMEC and ACGME have approved the increase in duty hours. The duration of the exception will be limited 


to no longer than the date of the next program review.  


5. The Education Committee of the program must assess and document semiannually the impact of the increase on the 


physical well being of the residents and whether the program’s educational goals have been enhanced by the increase 


in duty hours and that patient safety has not been compromised.  


6. The program’s Education Committee’s semiannual reports must be sent to the GMEC Chair of the Subcommittee on 


Duty Hours. These reports will be presented to the GMEC.  
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DUTY HOURS POLICIES SPECIFIC TO TRANSFUSION MEDICINE FELLOWSHIP 


1. The fellow will choose 14 days to be on service/call each month. The fellow must do at 


least one weekend period (Friday-Sunday)/month. The fellow cannot do more than 2 


weekends in a row. The program director will approve the chosen call days prior to the 


schedule being finalized. 


2. The program director will review the fellow’s duty hours in E*Value every two weeks to 


monitor for any potential violations. 
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 ____________________________________________________________  


POLICY AND PROCEDURE  


 


POLICY ON FELLOW EVALUATION 


____________________________________________________________  


 


 
UNC Hospitals is the sponsoring institution for ACGME-accredited residency training programs, 


American Dental Association training programs and other training programs appointed through the Office 


of Graduate Medical Education. The ACGME requires that faculty in each program must evaluate 


resident performance in a timely manner during each rotation or similar educational assignment, and 


document this evaluation at completion of the assignment. Each program must:  


 -  provide objective assessments of competence in patient care, medical knowledge, practice-


based learning and improvement, interpersonal and communication skills, professionalism, and 


systems- based practice;  


 -  use multiple evaluators (e.g., faculty, peers, patients, self, and other professional staff);  


 -  document progressive resident performance improvement appropriate to educational level; and  


 -  provide each resident with documented semiannual evaluation of performance with feedback.  


Individual residency programs may have additional types of evaluations required by the 


respective RRC.  


The evaluations of resident performance must be accessible for review by the resident, in 


accordance with institutional policy.  


The program director must provide a summative evaluation for each resident upon completion of 


the program. 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. This evaluation must  


 -  document the resident’s performance during the final period of education, and  


 -  verify that the resident has demonstrated sufficient competence to enter practice without direct  


supervision.  


All ACGME training programs, American Dental Association training programs and other 


training programs appointed through the Office of Graduate Medical Education must use 


E*Value for the following evaluations, at a minimum:  


1. faculty evaluations of residents after rotations; 


2. resident evaluations of faculty at least annually; and 3. resident evaluations of rotations.  


Other evaluative tools may be used as appropriate in addition to and to supplement E*Value.  
Written and Approved by GMEAC: Executive Committee Approval: GMEC Reviewed and Approved: GMEC Revised and Approved: MSEC 


Approval:  
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GMEC Reviewed and Approved: GMEC Reviewed and Approved: GMEC Reviewed and Approved: GMEC Reviewed and Approved: MSEC 


Approval:  
GMEC Revised and Approved: MSEC Approval: 


GMEC Revised and Approved : MSEC Approval:  
GMEC Revised and Approved: MSEC Approval:  
November 1998 December 14, 1998 November 15, 2000 December 19, 2001 February 4, 2002 December 17, 2003 September 21, 2005 


September 20, 2006 December 17, 2008 January 12, 2009 March 17, 2010 April 12, 2010 April 20, 2011  
May 9, 2011 October 19, 2011 December 12, 2011  
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EVALUATION POLICIES SPECIFIC TO TRANSFUSION MEDICINE FELLOWSHIP 


1. The fellow will be evaluated by 5 patients in the first 6 months of the fellowship which 


will be included in the mid-year evaluation. Also in the mid-year evaluation, will be a 


self-evaluation and evaluation by both the MD and non-MD faculty. 


2. The fellow will be evaluated by 5 patients in the last 6 months of the fellowship which 


will be included in the final evaluation. Also in the final evaluation, will be a self-


evaluation, a peer evaluation (by the pathology residents who rotate on TMS), and 


evaluation by both the MD and non-MD faculty. 
 








 
 
 
 
 
 
 
 
 
 
 


 
Fellowship Program in Transfusion Medicine at UNC Hospitals  


  
 


 ____________________________________________________________  


POLICY AND PROCEDURE  


 


POLICY ON GRIEVANCE PROCESS 


____________________________________________________________  


 
The ACGME requires that the sponsoring institution provide residents with fair, reasonable, and readily 


available written institutional policies and procedures for grievance and due process. These policies and 


procedures must minimize conflict of interest by adjudicating parties in addressing:  


(1) Academic or other disciplinary actions taken against residents that could result in dismissal, non- 


renewal of a resident's agreement, non-promotion of a resident to the next level of training, or other 


actions that could significantly threaten a resident's intended career development; and,  


(2) Adjudication of resident complaints and grievances related to the work environment or issues related 


to the program or faculty.  


Before bringing a grievance regarding either a disciplinary action or a complaint related to the work 


environment, a resident should first discuss the matter with the Residency Program Director in his/her 


training program (unless the grievance is based on an action or inaction of the Residency Program 


Director) and/or the Designated Institutional Official (DIO) in the Graduate Medical Education Office.  


Academic or Other Disciplinary Actions:  
Step I. Discussions Between Resident and Department Chair 


A resident who faces academic or other disciplinary actions that could result in dismissal, non-renewal of 


the resident’s agreement, non-promotion to the next level of training, or other actions that could 


significantly threaten the resident’s intended career development has fifteen (15) days after receiving 


written notice of such action to appeal the decision by presenting a written statement of his/her grievance 


to the Department Chair. The Department Chair, or designee, shall meet with the resident within seven (7) 


days after receipt of the resident’s grievance, and shall render a decision within seven (7) days after all 


necessary discussions are held.  


Step II. Discussions Between Resident, Chief Operating Officer of UNC Hospitals and Chief of Staff 


If the Step I decision is not satisfactory to the resident, the resident may request consideration of the 


matter by the Chief Operating Officer of UNC Hospitals and Chief of Staff. The request must be 


presented within seven (7) days after receipt of the Step I decision and shall be addressed to the Chief 


Operating Officer. The Chief Operating Officer of UNC Hospitals and Chief of Staff shall meet with the 


resident within fourteen (14) days after receipt of the resident’s request and shall render a decision within 


seven (7) days after all necessary discussions are held.  


Step III. Appeal Committee 


If the Step II decision is not satisfactory to the resident, the resident may request consideration of the 


matter by an ad hoc hearing committee. The request must be presented to the President of UNC Hospitals 
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within seven (7) days after receipt of the Step II decision. An ad hoc hearing committee shall be 


appointed by the Chair, Executive Committee of the Medical Staff upon recommendation of the Chief 


Operating Officer of UNC Hospitals and Chief of Staff. Such committee shall have five (5) members, one 


of whom shall be designated to serve as Chair. A resident from the Housestaff Executive Council shall be 


one of the five (5) members.  


A hearing shall be held not less than fourteen (14) days nor more than twenty-eight (28) days from the 


date of the resident’s request for a hearing. The President of UNC Hospitals shall notify the resident of 


the time, place and date of such hearing at least seven (7) days in advance of such hearing date. An 


accurate record of the hearing shall be kept. The resident shall have the right to call, examine and cross- 


examine witnesses and to representation by counsel. The hearing need not be conducted strictly according 


to the rules of law relating to the examination of witnesses or presentation of evidence.  


Within seven (7) days after final adjournment of the hearing the ad hoc committee shall make a written 


report and recommendation, and shall forward its report and recommendation together with the hearing 


record and all other documentation to the President of UNC Hospitals. The President of UNC Hospitals 


shall render a written decision to the resident within seven (7) days after receipt of the ad hoc committee’s 


report and recommendation.  


Complaints and Grievances Related to the Work Environment:  
Step I. Discussions Between Resident and Department Chair 


A resident who wishes to file a complaint or grievance related to the work environment has fifteen (15) 


days after the incident that is the subject of the complaint or grievance occurs to provide written notice of 


such incident to the Department Chair. The Department Chair shall meet with the resident within seven 


(7) days after receipt of the resident’s complaint or grievance, and shall render a decision within seven (7) 


days after all necessary discussions are held.  


Step II. Discussions Between Resident, Chief Operating Officer and Chief of Staff of UNC Hospitals 


If the Step I decision is not satisfactory to the resident, the resident may request consideration of the 


matter by the Chief Operating Officer and Chief of Staff of UNC Hospitals. The request must be 


presented within seven (7) days after receipt of the Step I decision and shall be addressed to the Chief 


Operating Officer. The Chief Operating Officer and Chief of Staff of UNC Hospitals shall meet with the 


resident within fourteen (14) days after receipt of the resident’s request and shall render a decision within 


seven (7) days after all necessary discussions are held.  


Step III. Appeal 


If the Step II decision is not satisfactory to the resident, the resident may request consideration of the 


matter by the President of UNC Hospitals. The request must be presented to the President of UNC 


Hospitals within seven (7) days after receipt of the Step II decision. The President of UNC Hospitals shall 


meet with the resident within fourteen (14) days after receipt of the resident’s appeal and shall render a 


decision within seven (7) days after all necessary discussions are held. The President’s decision is a final 


decision.  
RESPONSIBLE UNIT 


Director’s Office/Graduate Med. Ed. Comm.  


GMEC Reviewed and revised:  


GMEC Reviewed and Approved: MSEC Approval:  


5/92 5/94 3/95 1/98 9/00 11/03 10/06 3/08 11/09 11/10 3/11 10/11 12/11  
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 ____________________________________________________________  


POLICY AND PROCEDURE  


 


POLICY ON FELLOW PROFESSIONAL ACTIVITIES IN ADDITION TO, OR OUTSIDE OF, THE 


REQUIREMENTS OF THE FELLOWSHIP PROGRAM (MOONLIGHTING)  


____________________________________________________________  


 


 
 _____________________________________________________________  


The Executive Committee of the Medical Staff has the responsibility for determining institutional 
policy regarding whether moonlighting by residents in training should be authorized. 
Unauthorized moonlighting is inconsistent with the educational objectives of Residency program 
requirements as specified by the UNC Hospitals Graduate Medical Education Office and the 
Accreditation Council on Graduate Medical Education (ACGME) and, therefore, is prohibited. 
Violation of this policy may result in dismissal.  
“Moonlighting” is defined as extra work for extra pay. While performing moonlighting services, 
residents must have a full, unrestricted license issued by the North Carolina Medical Board. All 


moonlighting hours must be documented in E*Value; failure to do so will result in revocation of 
moonlighting privileges. All residents must comply with the written policies regarding duty 
hours as per the training program, UNC Hospitals and ACGME.  
Those resident trainees moonlighting at UNC Hospitals or a UNC Health Care System affiliated 
entity (except for Rex Healthcare and Chatham Hospital) are covered under the UNC Hospitals 
Liability Insurance Trust Fund professional liability program. No other moonlighting is covered 
under the UNC Hospitals Liability Insurance Trust Fund professional liability insurance program 
as the activity is outside the scope of UNC Health Care System employment. Trainees who are 
not moonlighting at UNC Hospitals or a UNC Health Care System affiliated entity are responsible 
for their own professional liability coverage (either independently or through the entity for 
which the trainee is moonlighting), DEA licensure, Medicare (or other governmental) provider 
number and billing training, and must meet any other requirements for clinical privileging at the 
employment site, including those trainees moonlighting at Rex Healthcare and Chatham 
Hospital.  


Authorized moonlighting which does not interfere with the Residency Program requirements as 
specified by the ACGME are permitted under limited circumstances. The term for any authorized 
moonlighting shall not extend beyond the end of the academic year in which the moonlighting 
is approved. Residents who want to  
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participate in moonlighting activities for longer than one academic year must apply for approval 
of such activities each academic year.  


I. All duly appointed residents to the Housestaff of UNC Hospitals shall perform their duties 
during such hours as the Departmental Duty Hour Policies specify. Duty hours, although 
subject to modification and variation depending on the clinical area to which the 
Housestaff member is assigned and/or exigent circumstances, shall be in accordance 
with State, Federal, Departmental and Institutional requirements.  


II. Permission to engage in moonlighting in addition to, or outside of, the Residency 
Program’s requirements by a member of the Housestaff must:  


1. be granted in writing by the Residency Program’s Director and Chair of the  


Department;  


2. be approved by the Graduate Medical Education Committee;  


3. be consistent with ACGME and Program Requirements;  
4. not impinge upon the performance of educational obligations of the  


resident; and  


5. not require the resident to work more than the hours permitted by the  


Program, ACGME, State and Institution requirements. 
It is the responsibility of the Program Director/Department Chair to monitor each 
resident who has been approved to moonlight for the effect of moonlighting on 
the resident’s residency training and with respect to compliance with this policy; 
any adverse effects on the resident or resident failure to comply with this policy 
may lead to withdrawal of permission to moonlight by the Program Director, 
Department Chair or the Graduate Medical Education Committee.  


III. Residents must not be required to perform moonlighting.  
IV. All residents engaged in moonlighting in addition to, or outside of, the Residency 


Program requirements must be licensed for unsupervised medical practice in the State 
where the moonlighting occurs.  


V. In evaluating proposed moonlighting, the Program Director and Department Chair must 
consider the following:  


1. The capacity of the resident to fulfill his/her educational objectives and 
responsibility for patient care within his/her residency program; and  


2. The total number of hours worked, including moonlighting, must not exceed the 
80-hour duty limits; and  


C. The resident must have at least ten (10) hours respite time between the end of the 


moonlighting hours and the start of duty hours of his/her residency that involve patient care.  


VI. A Department considering a resident’s request to moonlight must submit the resident’s 
“Request for Approval To Moonlight” Form and supporting documentation to the Office 
of Graduate Medical Education. The Office of Graduate Medical Education will review the 
paperwork for the following prior to GMEC consideration:  


A. The name of the site and a particularized description of the moonlighting activity(ies), 
including the estimated number of hours to be worked;  


B. The Program Director’s and Department Chair’s signatures approving the resident’s 
request to moonlight;  
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C. Documentation that the resident has a permanent medical license, not a training 
license, if required;  


D. Documentation that adequate liability coverage is provided by the site, if required;  


E. Whether the resident has the appropriate training skills to carry out the assigned 
duties;  


F. The total hours worked, including moonlighting, do not exceed the 80-hour duty 
limits; and  
G. Agreement by resident to provide documentation of all sites resident or subspecialty 
resident is moonlighting, including documentation by the site of the number of hours 
worked.  


VII. The Graduate Medical Education Committee (GMEC) will act upon the request and make 
a recommendation to the Executive Committee of the Medical Staff.  


VIII. Residents who perform moonlighting must record their moonlighting hours, in addition to 
their regular duty hours, in E*Value.  


IX. Housestaff will be provided with a copy of this policy prior to their appointment.  


X. This Policy will appear in the Housestaff Manual.  


XI. A Chair or Program Director may decide that moonlighting in his/her program only be 
allowed under a stricter policy than the one outlined herein; such a  


departmental policy should be provided to applicants for residency training and reaffirmed at 
the time of appointment and orientation to the department.  


XII. A Chair or Program Director may decide that moonlighting is not allowed during 
residency training in his/her program; this policy should be provided to applicants for 
residency training and reaffirmed at the time of appointment and orientation to the 
department.  


XIII. Residents who are on Family Medical Leave will not be approved for or permitted to 
moonlight and prior permission to moonlight will be suspended during any period of 
Family Medical Leave.  


XIV. PGY 1 residents are prohibited from any moonlighting.  


XV. All moonlighting counts toward the 80-hour duty limits.  
XVI. Moonlighting cannot be used to avoid compliance with the 80-hour duty limits.  


XVII. Moonlighting activities must not commence prior to approval by the GMEC. Moonlighting 
requests will not be approved retrospectively.  


Originating Unit: Executive Committee of the Medical Staff  
Reviewed and revised as necessary:  
GMEAC Revised and Approved: Medical Staff Approval: 


GMEC Reviewed and Approved: GMEC Reviewed and Approved: GMEC Revised and Approved: GMEC Revised and Approved: Medical Staff Approval:  
GMEC Revised and Approved: Medical Staff Approval: GMEC Revised and Approved Medical Staff Approval: GMEC Revised and Approved: Medical 


Staff Approval: GMEC Revised and Approved: GMEC Revised and Approved: Medical Staff Approval:  
5/92 5/94 5/95 5/97 12/19/01 2/4/02 12/17/03 10/18/06 10/17/07 9/17/08 10/13/08 12/17/08 1/12/09 9/16/09 10/12/09 3/16/11 4/11/11 6/15/11 6/23/11 8/8/11  
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POLICY AND PROCEDURE  


 


POLICY ON REAPPOINTMENT, NONREAPPOINTMENT, AND DISMISSAL OF 


FELLOWS 


____________________________________________________________  


 


 


I. Reappointment  


The duration of the Appointment to Graduate Medical Education is for a period of 
twelve (12) months, unless an individual resident’s current resident year is extended by 
the Program Director due to periods of remediation, probation, or resident absence. 
Reappointment and/or promotion to the next level of training is at the discretion of the 
Hospitals and Program Director and is expressly contingent upon several factors, 
including, but not limited to, the following: satisfactory completion of all training 
components, the availability of a position, satisfactory performance evaluations, full 
compliance with the terms of the Agreement of Appointment, the continuation of the 
Hospitals’ and Program’s accreditation by the ACGME, and the Hospitals’ financial ability  


A resident’s appointment is expressly conditioned upon satisfactory performance of all 
Program elements by the resident. If the actions, conduct, or performance, professional 
or otherwise, of the resident are deemed by the Hospitals, GMEC or Program Director to 
be inconsistent with the terms of the Resident Appointment Agreement, the Hospitals’ 
standards of patient care, patient welfare, or the objectives of the Hospitals, or if such 
actions, conduct, or performance reflect adversely on the Program or Hospitals or 
disrupt operations at the Program or Hospitals, corrective action may be taken by the 
Hospitals and Program Director.  


II. Handling of Academic and Performance Problems, Grievances, and Appeals  


Program Directors should refer to the UNC Hospitals “Guidelines for Handling Academic 
and Performance Problems.” The Grievance Procedures Policy is given to residents and 
is located in the UNC Hospitals Graduate Medical Education Manual. This procedure 
must be followed and shared with the resident.  


III. Notice of Non-Reappointment or Non-Promotion  
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In instances where a resident’s agreement will not be renewed, or when a resident will 
not be promoted to the next level of training, the Program Director must provide the 
resident with a written notice of intent no later than four  


months prior to the end of the resident’s current agreement. However, if the primary 
reason(s) for the non-renewal occur(s) within the four months prior to the end of the 
Resident Appointment Agreement, programs must provide their residents with as much 
written notice of the intent not to renew as the circumstances will reasonably allow, 
prior to the end of the agreement or appointment.  


1. Summary Suspensions  


The Executive Committee of the Medical Staff, the Board of Medical Examiners, 
the Hospitals and the Program Director each shall have the authority to 
summarily suspend, without prior notice, all or any portion of a resident’s 
appointment and/or privileges granted by the Hospitals whenever it is in good 
faith determined that the continued appointment of the resident places the 
safety or health of UNC Hospitals’ patients or personnel in jeopardy, or to 
prevent imminent or further disruption of Hospitals operations, or in the event of 
egregious behavior by a resident. All summary suspensions shall be reviewed in 
accordance with the provisions of the Grievance Procedures Policy.  


2. Automatic Termination  
a. For Lack of License. Notwithstanding any provision to the contrary, a 
resident’s appointment shall be terminated automatically and immediately upon 
the suspension, termination, or final rejection of a resident’s application for 
his/her professional license. In the event of such a suspension, termination, or 
final rejection, a resident is obligated to report that fact to the Program Director, 
Department Chair, and Office of Graduate Medical Education immediately. Upon 
obtaining the necessary licensure, the resident may reapply for appointment to 
Graduate Medical Education through the clinical department and with the 
approval of the same individuals as if for initial appointment. Residents must be 
familiar with UNC Hospitals Policy on Medical License Requirements.  


b. For Egregious Behavior. Notwithstanding any provision to the contrary, a resident’s 
appointment shall be terminated automatically and immediately whenever it is in good 
faith determined that the resident’s egregious behavior, in violation of ethical and 
criminal regulations or laws, has placed the safety or health of UNC Hospitals’ patients 
or personnel in jeopardy, or has or may imminently cause serious disruption of the 
Hospitals  


operations. Egregious behavior includes providing false information as part of the 
application or interview process.  
In the event a resident’s agreement is terminated by the Hospitals, the resident shall 
only be entitled to appeal rights and procedures accorded to residents and subspecialty 
residents as set forth in the Graduate Medical Education Grievance Procedures Policy. A 
resident shall not be entitled to the hearing appellate rights granted to physician 
members of the Medical Staff as described in the Hospitals’ Medical Staff Bylaws.  
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1. (i)  A resident may terminate his/her appointment at any time after notice to and 
discussion with the Program Director, unless waived by the Hospitals, on at least 
30 days written notice to the Hospitals after that discussion.  


2. (ii)  If a resident’s appointment is terminated, either voluntarily or involuntarily, 
the Program Director shall recommend to the Hospitals whether or not to extend 
credit to the resident for participation in the Program; the Program Director is 
not obliged to recommend that such credit be extended and the Hospitals is not 
obliged to extend any such credit.  


Upon such termination of appointment, the resident shall:  


1. (1)  Receive his/her stipend through the effective date of such termination.  


2. (2)  Return to the Hospitals all property owned by it by or before the close of 
business on the effective date of termination of the resident’s appointment and 
the appointment agreement.  


IV. Non-Reappointment Based on Institutional Factors  
When non-reappointment is based on reasons other than a resident’s performance, 
such as residency closure or specific RRC actions to reduce number of residents, such 
non-reappointments when made by the Hospitals, GMEC or Program Director shall be 
final and not subject to further appeal or review and shall not be grievable under the 
Hospitals’ grievance procedure.  
V. Non-Reappointment Based on Resident Factors  


When non-reappointment is based on a resident’s unsatisfactory performance or 
noncompliance with the terms of the appointment agreement, the appropriate 
remediation actions shall be invoked prior to any such determination being “final”  


and the program director will follow the recommendations of the ACGME, respective 
RRCs and UNC Hospitals’ recommended “Guidelines for Handling Academic and 
Performance Problems.”  
VI Reporting Obligations  


The Hospitals will comply with the obligations imposed by state and federal law and 
regulations to report instances in which a resident is not reappointed or is terminated 
for reasons related to alleged mental or physical impairment, incompetence, malpractice 
or misconduct, or impairment of patient safety or welfare.  
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 ____________________________________________________________  


POLICY AND PROCEDURE  


 


POLICY ON RESIDENT ELIGIBILITY AND SELECTION  


FOR RECRUITMENT AND APPOINTMENT  


____________________________________________________________  


I. All residency programs, whether accredited or non-accredited (Programs) should select 


residents from a pool of applicants who meet the eligibility requirements established by 


the ACGME or the Commission on Dental Accreditation (CODA), as applicable to the 


program’s specialty. University of North Carolina Hospitals is a participating member of 


organized matching programs such as the National Resident Matching Program, Dental 


National Matching Service, and other advanced residency matching programs. When 


selecting from among qualified applicants, it is strongly suggested that Programs 


participate in an organized matching program, where such is available. The Designated 


Institutional Official (DIO) shall serve as the institutional representative for the National 


Resident Matching Program.  


II. Applicants must meet one of the following minimum requirements in order to be 


considered for a residency position:  


1. Graduate of medical or dental school in the United States and Canada accredited 


by the Liaison Committee on Medical Education (LCME) or CODA,  


2. Graduate of college of osteopathic medicine in the United States accredited by the 


American Osteopathic Association (AOA),  


3. Graduate of medical school outside the United States and Canada who have 


either:  


1. (i)  a currently valid certificate from the Educational Commission for 


Foreign Medical Graduates or  


2. (ii)  a full and unrestricted license to practice medicine in North Carolina.  


4. Graduate of medical school outside the United States and have completed a Fifth 


Pathway program provided by an LCME-accredited medical school.  


5. Graduate of dental school outside the United States and meet the requirements to 


obtain a North Carolina Intern Permit from the North Carolina State Board of 


Dental Examiners.  


III. Visas that permit Graduate Medical Education training must be valid as outlined in the 


current Graduate Medical Education Directory. The University of North Carolina 


Hospitals sponsors J-1 visas as part of this process.  
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IV. Eligible applicants will be considered on the basis of residency program-related criteria 


such as their preparedness, ability, aptitude, academic credentials, communication skills, 


and personal qualities such as motivation and integrity.  


1. UNC Hospitals will not discriminate with regard to sex, race, age, religion, color 


national origin, disability, veteran status, sexual orientation, or any other 


applicable, legally protected status.  


2. Each program must have a written policy for resident selection and recruitment.  


3. UNC Hospitals is committed to creating and sustaining an environment that 


values a variety of perspectives and experiences. As such, each UNC Hospitals 


residency program is encouraged to formally incorporate specific selection 


strategies into their policy for resident selection and recruitment that enhances the 


recruitment of residents who represent diversity in the dimensions of race, 


ethnicity, gender and geographic origin.  


V. Each Program should consider the following in their selection process.  


1. Each Program must have a selection committee that will review the applications 


of the program’s resident candidates, both those applying for entry level positions 


and candidates under consideration as transfers to fill advanced-level resident 


vacancies within the program. Selection committee members should include the 


Chair, Program Director, Assistant Program Director(s) and/or residents at 


various levels of training.  


2. For Programs participating in an organized matching program, the DIO, or his/her 


designee(s) from the Office of Graduate Medical Education (OGME), shall 


review the application of any candidate who is applying as a new resident outside 


of the match process, or any candidate who is applying to fill a subsequent 


vacancy in a Program, regardless of whether the Program participates in an 


approved match process. The OGME must approve all such candidates before any 


offer is made.  


3. Programs participating in the Electronic Application Service (ERAS) may accept 


application materials as provided through ERAS for the Match only;  


4. Interviews should be extended to the best-qualified candidates. Qualities of 


professionalism and character should be considered. The DIO may, in his/her sole 


discretion, interview and/or appoint his/her designee(s) from the OGME to 


interview, any candidate who is applying to a Program outside of an organized 


matching  


process, or any candidate who is applying to fill a subsequent vacancy in a Program, regardless 


of whether the Program participates in an approved match process;  


5. The selection process should be broad-based to include participation by faculty, residents 


and tour of facilities; and  


6. Residency Programs must not enroll non-eligible physicians, as the enrollment of non-


eligible residents may be cause for withdrawal of accreditation of the involved Program.  


VI. Each program must include the following for applicants invited for interviews:  


1. Candidates for interviews must receive oral and written information related to 


clinical rotations, didactic program, procedures for evaluating residents and 


programs, requirements for duty hours and call schedule, policies regarding 


vacation, sickness, family leave act, disability and medical/dental coverage, 


financial support, hospitalization, resident disability insurance, and health 
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insurance for residents and their families. Call rooms, meals, and laundry services 


or their equivalents need to be included in the information package.  


2. After a resident has been selected and matched, the resident folder must retain all 


letters of recommendation and references.  


VII. All selected applicants will be required to submit the following:  


1. UNC Hospitals Application for Appointment to Graduate Medical Education,  


2. Three letters of reference:  


1. (i)  One letter of reference should be mailed from the Dean or designee at 


the School of Medicine/Dentistry from which the applicant graduated, 


certifying the degree awarded and the date awarded or anticipated date.  


2. (ii)  One letter of reference must be mailed from the Chairman or designee 


in the chosen specialty at the Medical/Dental School from which the 


applicant graduated.  


3. (iii)  A third letter of reference must be mailed from someone who has 


knowledge of the applicant’s experience, ability, educational 


accomplishments and character.  


3. In the case of applicants applying for positions beyond the first year, the three 


letters of recommendation should include one from the program director of the 


residency program in which the applicant has most recently served and two from 


members of the medical or dental staff of the hospital affiliated with the  


sponsoring institution of that residency program (see also VIII, Resident Transfers).  


4. An official Medical/Dental School transcript, from the Registrar of the School of 


Medicine/Dentistry subsequent to graduation. A photocopy is not acceptable.  


5. Signed Authorization for Release of Information (included with the application).  


6. Pre-employment drug screening.  


7. Signed background check verification.  


8. Current curriculum vitae that includes date or anticipated date of medical/dental school 


graduation and name of UNC Hospitals residency program the applicant hopes to enter.  


9. Any resident who has a disability (according to the Americans with Disabilities Act) 


and/or special restrictions on his/her medical license must report this information and 


requests for accommodations to the Program Director and the OGME no later than the 


first day his/her residency program begins.  


VIII. Verification of Previous GME Training  


To determine the appropriate level of education for a resident who is transferring from another 


residency program, the program director must receive written or electronic verification of the 


previous educational experience and summative competency-based performance evaluations of 


the transferring resident prior to acceptance into the program.  


VIII. Appointment  


UNC Hospitals and the program directors shall assure that residents are given a Graduate 


Medical Education Appointment Agreement provided by the GME office, which outlines the 


terms and conditions of their appointment to a program. UNC Hospitals shall monitor programs 


with regard to implementation of terms and conditions of appointment by program directors. 


UNC Hospitals and program directors must ensure that residents are informed of and adhere to 


established educational and clinical practices, policies, and procedures in all sites to which 


residents are assigned following their appointment to a program.  
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 ____________________________________________________________  


POLICY AND PROCEDURE  


 


POLICY ON PATIENT CARE ACTIVITIES AND SUPERVISION RESPONSIBILITIES  


____________________________________________________________  


 


  
A. POLICY  


The Graduate Medical Education Committee will ensure that sponsored residency programs provide 
appropriate supervision for residents in accordance with the ACGME Institutional and Common Program 
Requirements.  


B. PROCEDURE  


1. Each sponsored residency program will develop a policy and procedure on resident supervision which 
specifies that residents are provided with progressively increasing responsibility for patient care 
according to their level of education, ability, and experience. These policies must specify the extent to 
which residents may undertake patient care without direct supervision. The program must use the 
following classifications of supervision:  


1. 1)  DirectSupervision–thesupervisingphysicianisphysicallypresent with the resident and patient.  


2. 2)  IndirectSupervision:  


1. 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.  


2. Withdirectsupervisionavailable–thesupervisingphysicianis not physically present within the 
hospital or other site of patient care, but is immediately available by means of telephone 
and/or electronic modalities, and is available to provide direct supervision.  


3. 3)  Oversight–thesupervisionphysicianisavailabletoprovidereviewof procedures/encounters with 
feedback provided after care is delivered.  


PGY-1 residents should be supervised either directly or indirectly with direct supervision immediately 
available (see also #5, below).  


2. The program director and faculty members must evaluate and determine the level of 
responsibility for each resident in the provision of patient care with/without supervision, and in 
assuming a supervisory role, based on specific programmatic criteria.  


3. Each sponsored program is to establish schedules which assign qualified faculty physicians, 
residents or fellows to supervise, at all times and in all settings, in which residents provide any 
type of patient care. The type of supervision to be provided is delineated in the residency 
program curriculum’s rotation description.  


4. The program must list guidelines for circumstances and events in which residents must 
communicate with appropriate supervising faculty members. Each program will reference the 
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applicable ACGME RRC’s Specialty-Specific Program Requirements and RRC FAQs to identify, and 
incorporate as appropriate, specific circumstances in which the resident – regardless of level of 
training – should communicate with their supervising faculty attending physician, if such 
circumstances have been identified by the RRC. Programs are encouraged to add to the RRC’s 
list of mandated communication events as appropriate.  


5. PGY-1 residents should be supervised directly until the resident has demonstrated sufficient 
competence to progress to being supervised indirectly with direct supervision available. Each 
program will define and list (with guidance from the applicable ACGME RRC’s Specialty-Specific 
Program Requirements and RRC FAQs) specific examples of procedures or other patient care 
activities for which a minimum number of directly supervised activities must be performed 
successfully as the basis for granting indirect supervision status to a PGY-1.  


6. 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.  


7. Each sponsored program will provide the Graduate Medical Education with a copy of its policy on 
resident supervision as a part of the annual program evaluation reporting.  


GMEC Reviewed and Approved: 10/19/11 MSEC Approval:  
 





