
 
SECTION 4 – RESIDENT EDUCATIONAL AND WORK ENVIRONMENT 

 Duty Hours 
 Handoffs and Transition of Care 
 Alertness and Fatigue Management 
 Moonlighting 
 Harassment 
 Mistreatment Guidelines 
 Social Networking Guidelines 
 Professionalism 
 Resident Impairment Substance Abuse 

o Drug Free Workplace Statement 
 Vendor Interaction Policy 
 Medical Record Policy 
 Disaster Policy 

 

  



GME Policy 401_________________________________________________________________________________ 

DUTY HOURS 

 
Every training program must comply with the current duty hour’s requirements specified by the 
Accreditation Council on Graduate Medical Education (ACGME). A request for exception to these 
requirements must be first approved by the GMEC office and then by the ACGME specialty Residency 
Review Committee (RRC). 
 
The program director from each training program must: 

 File a detailed duty hours policy with the GMEC which covers all major assignments and which 
specifies the means by which duty hours and fatigue will be monitored 

 File an updated policy annually with the GMEC or more often if a change in the training program 
occurs that impacts duty hours 

 Ensure that faculty and residents or fellows in the program have received education on the 
effects of fatigue 

 Ensure that residents respond to surveys regarding compliance with duty hours from the 
ACGME and from the GMEC 

 
The GMEC shall: 

 Approve and maintain a duty hours policy from each training program 
 Periodically survey residents and fellows regarding compliance with duty hours, provide 

program directors with the results, and request follow-up when appropriate 
 Review the results of externally conducted surveys of residents and fellows regarding duty hours 

and request follow-up when appropriate 
 Periodically review program compliance with duty hours policy. 

 
RESIDENT DUTY HOURS IN THE LEARNING AND WORKING ENVIRONMENT 
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, moonlighting (internal and 
external), and scheduled academic activities such as conferences. Duty hours do not include reading and 
preparation time spent away from the duty site. 
 
RESIDENT’S WORK WEEK 
Residents’ regular clinical responsibilites, for most rotations and for office hours, typically extend 
Monday through Friday, 7 a.m. to 5:30 p.m. However, for residents on rotation which involve night call, 
time off will be given to comply with ACGME duty hour guidelines. During working hours, residents 
should always be available by pager. A residents’ weekend working hours will vary depending upon the 
rotation. 
 
PGY-2 and PGY-3 residents completing a call shift are required to work for their 24 hour call, and then 
are allowed 4 hours to finish continuity duties.  
 
If a resident is scheduled in clinic, they must stay for the entire session regardless of patient volume, and 
you must check with the charge nurse and faculty preceptor prior to leaving the clinic to verify all 
patient responsibilities have been completed. 



All rotation work hours have been designed to comply with the ACGME duty hour requirements. 
 
DUTY HOUR LOGGING 
Residents are responsible for logging all duty hours into the New Innovations system. All duty hours may 
be logged within four weeks of the end of the rotation. For Example, all duty hours for block 2 must be 
completed before the start of block 4. Failure to complete this requirement will be discussed during 
your advisor meeting or semi-annual review. The web address for New Innovations is http://www.new-
innov.com. 
 
MAXIMUM DUTY HOURS 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. 
 
MANDATORY TIME FREE OF DUTY 
Residents much be provided with 1 day in 7 free from all educational and clinical responsibilites, 
averaged over a four-week period, inclusive of call. One day is defined as on continuous 24-hour period. 
 
MAXIMUM DUTY PERIOD 
PGY-1 residents: Duty period for PGY-1 residents must not exceed 16 hours in duration. 
PGY-2 and PGY-3 residents: Duty periods for PGY-2 and PGY-3 residents may be scheduled to a 
maximum of 24 hours of continuous duty in the hospital. The program encourages resident to use 
fatigue management strategies as detailed during orientation.  PGY-2 and PGY-3 residents are allowed 
to remain on-site for up to four (4) additional hours to ensure effective transition of care occurs. 
 
MINIMUM TIME OFF BETWEEN DUTY PERIODS 
PGY-1 residents should have 10 hours, and must have 8 hours free of duty between duty periods. 
PGY-2 and PGY-3 residents should have 10 hours free of duty, and must have 8 hours between 
scheduled duty periods. They must also have at least 14 hours free of duty after 24 hours of in-house 
duty. 
 
CRITICAL EVENTS 
Residents should also be available for critical events in the lives of their continuity patients such as 
obstetrical delivery throughout their three (3) years of training, but with the understanding that their 
subsequent schedules should be adjusted, as necessary, to comply with the duty hour restrictions.  
 
DUTY HOUR EXTENSION 
A program desiring to petition its specialty RRC for an exception to the Common Program Requirements 
regarding duty hours, I.e. for up to a 10% increase in total weekly hours averaged over four weeks for 
one or more specific rotations, must first submit a written request to the GMEC for endorsement. The 
narrative to be submitted to the GMEC must follow the format requested the  ACGME, as provided on 
the ACGME.org web page under the title “RRC Procedures for Granting Duty Hours Exceptions” and 
including sections 1-5 as listed under “Required Documentation”. 
 
Such requests will be considered by the GMEC at the next regularly scheduled monthly meeting. If the 
GMEC endorses the request, the petition may be forwarded to the specialty RRC signed by the program 
director and by the Chair of the GMEC. No modifications may be made in training hours until approval 
has been granted in writing by the specialty RRC.                                                                  
 
Approved: 4/25/2017                                                   
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HANDOFFS AND TRANSITIONS OF CARE 

 
The purpose of this policy is to assure continuity of care and patient safety. The ACGME requires a 
minimum number of patient care transitions, a structured and monitored handoff process, training for 
competency by residents in handoffs, and readily available schedules listing residents and attending 
physicians responsible for each patient’s care. In addition to resident-to-resident patient transitions, 
residents must care for patients in an environment that maximizes effective communication among all 
individuals or teams with responsibility for patient care in the healthcare setting. 
 
DEFINITION 
A “handoff” or “transition of care” is defined as the communication of information to support the 
transfer of care and responsibility for a patient or a group of patients from one provider to another. This 
is best done as a face-to-face encounter between providers, but it can be conducted over the telephone 
so long as both parties have access to an electronic or printed version of the sign-off sheet or summary. 
The handoff/transition of care is an interactive communication process for passing specific, essential 
patient information from one caregiver to another.  
 
POLICY 
Each training program should review call schedules at least annually to minimize transitions in patient 
care within the context of the other duty hour standards. Whenever possible, transitions of care should 
occur at a uniform daily time to minimize confusion. Documentation of the process involved in arriving 
at the final schedule should be included in the minutes of the annual program review meeting. 
 
Each training program is responsible for notifying the hospital telephone operators about its call 
schedule so that the entire health care team (staff physicians, residents, medical students and nurses) 
know how to immediately reach the resident and attending physician responsible for an individual 
patient’s care. 
 
Each residency training program is responsible for assuring its residents are competent in 
communicating with all caregivers involved in the transitions of patient care. This includes members of 
effective interprofessional teams that are appropriate to the delivery of care as defined by their 
specialty residency review committee. Methods of training to achieve competency may include GME 
orientation sessions, annual review of the program-specific policy by the program director with the 
residents, departmental and GME conferences, and on-line training activities. 
 
Each program must ensure that its process includes opportunities to observe both the behavior of the 
receiving clinician and the reporting clinician, as each has a responsibility to the patient. 

 The process must be facilitated by a supervising attending physician or, at a minimum, a senior 
resident, until such time as competency is determined for any individual resident 

 An opportunity for verification of the received information through repeat back or read back as 
deemed appropriate for the situation 

 An opportunity for the receiving clinician to ask pertinent questions and requisite information 
from the reporting physician 



 An opportunity to observe and reinforce that the process is conducted discreetly so as to 
preserve confidentiality, and in a way that is free from distractions such as telephones, cell 
phones, hand-held electronic devices, or disruptive third-party conversations 

 
Each program must ensure that residents demonstrate competency in performance of tasks related to 
handoffs. Some suggested methods include: 

 Direct observation of a handoff session, with use of a checklist by a supervising clinician skilled 
in this task, to provide feedback 

 Direct observation of a handoff session by a more senior supervising resident already certified as 
competent in performing the process 

 Evaluation of written handoff materials by either of the above supervisory chains of command 
 Use of case-based simulation OSCE 
 Mini-CEX for knowledge and skill assessments 
 Evaluation of adverse event and root cause analysis to define causational relationship to quality 

of handoff process  
 
RESPONSIBILITIES 
The transferring resident or attending MUST: 

 Comply with policy and procedures for handoffs 
 Resolve discrepancies and concerns in a timely manner 
 Remain in the hospital until an effective handoff has occurred with the attending or resident 

coming onto the service. Supervision as required must be in attendance 
 
The receiving resident or attending MUST: 

 Review the handoff form or receive verbal handoff (free of distraction) 
 Resolve any questions with transferring resident or attending prior to acceptance of patient 

 
The Program Director MUST: 

 Ensure that schedules and assignments minimize the number of transitions in caring for patients 
 Evaluate each resident for competency attainment in performing handoffs through direct 

observation and documentation in the resident’s file 
 Ensure that a standardized process is in place and familiar to all residents and attending 

supervisors 
 Ensure that the learning environment has the requisite materials and infrastructure to support 

the process (e.g., forms, computers, telephones) 
 Ensure that all are familiar with HIPAA requirements and the need to preserve patient 

confidentiality and privacy 
 Ensure that a process is in place for any necessary remediation 

 
 
Approved: 4/25/2017 
  



GME Policy 403_________________________________________________________________________________ 
 

ALERTNESS AND FATIGUE MANAGEMENT  
 

 
All residents and fellows are required to complete training on fatigue. This addresses the hazards of 
fatigue and ways to recognize and manage sleep deprivation. Programs must adopt fatigue mitigation 
processes to manage sleep deprivation. Programs must adopt fatigue mitigation processes to manage 
the potential negative effects of fatigue on patient care and learning, such as naps or backup call 
schedules. Call rooms will be available in all hospitals for residents who take in-house call. A safe 
transportation option and/or adequate sleep facilities in which residents may sleep or rest for periods of 
time must be available to any resident who may be too fatigued to safely return home. A trainee who 
needs safe transportation home due to fatigue or illness may use a taxi/Uber service and submit the 
original receipt to their residency program office. 
 
The program director must monitor duty hours and adjust schedules as necessary to mitigate excessive 
service demands and/or fatigue. The program director must also monitor the need for and ensure the 
provision of backup support systems when patient care responsibilities are unusually difficult or 
prolonged. If applicable, the program director will monitor the demands of at home call and adjust 
schedules as necessary to mitigate excessive service demands and /or fatigue. 
 
In addition to the training on fatigue that the GME office requires for all new residents and fellows, 
individual programs must provide annual education for residents and faculty members on their 
program-level duty hour policies including the process to ensure continuity of patient care in the event 
that a resident may be unable to perform his/her patient care duties. Annual program training 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 
process; 

 Educate residents and faculty members on the professional responsibilities of physicians to 
appear for duty appropriately rested and fit to provide the services required by their patients. 
Residents and faculty members must also demonstrate an understanding and acceptance of 
their personal role in: 
- management of their time before, during and after clinical assignments; 
- recognition of impairment, including illness and fatigue, in themselves and in their peers; 

and, 
- honest and accurate reporting of duty hours. 

 
 
 
Approved: 4/25/2017 
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MOONLIGHTING 

 
 

Moonlighting is defined as any professional activity outside the course and scope of a resident’s 
approved training program. Residents must not be required to engage in moonlighting.  
 
Residents on a J-1 visa cannot participate in moonlight activities. All other residents are allowed to 
submit a request for moonlighting. Each resident is responsible for maintaining the appropriate state 
medical license where moonlighting occurs and separate malpractice insurance. 
 
To ensure that professional activities outside the program do not interfere with the ability of the 
resident to achieve the goals and objectives of the educational program, written approval must be 
obtained from the program director. If approved, the program director will include a written statement 
of permission in the resident’s file. The resident’s performance must be monitored and if adversely 
affected, may require withdrawal of permission to moonlight.  All resident moonlighting activities will be 
closely monitored by the program directors with oversight from the GMEC and institution.  
 
 
 
 
Approved: 4/25/2017 
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HARASSMENT 
 
 
DEFINITION 
Sexual harassment is defined by law as unwanted sexual advancements, physical contact, gestures, or 
verbal communication that is offensive or humiliating, or interferes with required tasks or career 
opportunities at the University. 
 
ABOUT 
The University of Illinois College of Medicine Rockford is firmly committed to the most fundamental 
principles of academic freedom, equality of opportunity, and human dignity. To this end, the University 
strictly prohibits discrimination or harassment against any person because of race, color, religion, 
national origin, ancestry, age, marital status, disability, sexual orientation including gender identity, 
unfavorable discharge from the military or status as a protected veteran, arrest records, genetic 
information, citizenship status and/or order of protection status, and will comply with all federal and 
state nondiscrimination, equal opportunity and affirmative action laws, orders, and regulations. The 
University's Nondiscrimination Policy protects persons from discrimination in all terms and conditions of 
employment, including hiring, selection, promotion, transfer, pay, tenure, discharge, and discipline. It 
also applies to admissions and access to-/treatment in University programs and activities.  
 
As part of the Office of the Chancellor, the Office for Access and Equity (OAE) is the office charged with 
reviewing and addressing complaints of harassment and/or discrimination. 
 
RECOGNITION 
Sexual harassment can occur between faculty-residents, resident-resident, resident-student, resident-
patient, and resident-employee. 
 
Unwelcome sexual advances, requests for sexual favors, and other verbal or physical conduct of a sexual 
or gender-related nature constitute sexual harassment when: 
 

1. Submission to or rejection of such conduct is used as the basis for decisions affecting an 
individual’s rewards or status in employment or in an academic program. Coercion or 
bribery could be involved. 

2. Such conduct is sufficiently severe to create a hostile, humiliating, offensive University-
related environment or to interfere substantially with required tasks or career opportunities 
at the University. Repetition of the unwelcome behavior would be viewed as sexual 
harassment. However, in the case of an unwelcome intimate touch, one occurrence can be 
sufficient to constitute sexual harassment. 

3. The College of Medicine will provide information on the sexual harassment policy and 
reporting procedure to all new residents during orientation. 

 
 
 
 
 

 



POLICY STATEMENT 
In accordance with “The University of Illinois Statement on Sex Discrimination, Sexual Harassment, and 
Sexual Misconduct”, the University of Illinois prohibits and will not tolerate sex discrimination, sexual 
harassment, or other sexual misconduct of any kind (including sexual assault, sexual violence, and sexual 
abuse) of or by employees, students, and visitors. The University will take action to provide remedies 
when such discrimination, harassment, or misconduct is discovered. The University complies with 
applicable federal and state laws to achieve an environment for study, work, and public engagement 
that is free from sex discrimination, sexual harassment, and sexual misconduct in all of its forms. 
 
In particular, the University is committed to complying with Title IX of the Education Amendments Act of 
1972 (“Title IX”), which states as follows: 
 
No person in the United Stated shall, on the basis of sex, be excluded from participation in, be denied 
the benefits of, or be subjected to discrimination under any education program or activity receiving 
Federal financial assistance. 
 
Discrimination on the basis of sex (i.e., sex discrimination) includes sexual harassment, sexual assault, 
and sexual violence. 
 
EXPECTATIONS FOR RESPONSIBILITY AND COOPERATION 
 

1. Each of the University of Illinois campuses (at Chicago, Springfield, and Urbana-Champaign) 
is responsible for maintaining and broadly disseminating a comprehensive written policy 
that prohibits sex discrimination, sexual harassment, and other types of sexual misconduct 
(including sexual assault, sexual violence, and sexual abuse). Each campus must also 
maintain a set of written procedures that include, at minimum, information about (a) the 
identity of any and all lead and deputy Title IX coordinators on each campus, (b) how to 
make a complaint or a report of conduct that is alleged or suspected to be a violation of the 
campus’s policy, (c) how complaints and reports will be investigated, and (d) the types of 
sanctions or other corrective actions available to address violations of each campus’s policy 
and other conduct inconsistent with the campus’s policy. 

2. Each campus must conduct an education program for all students and employees as part of 
an ongoing effort to prevent sex discrimination, sexual harassment, and sexual misconduct 
within the University of Illinois community. At a minimum, each campus’s education 
program must include the following topics (a) identity of any and all Title IX coordinators for 
the University and the campus; (b) overview of applicable federal, state, and local laws 
(including Title IX); (c)  prevention of sex discrimination, sexual harassment, and other types 
of sexual misconduct (including sexual assault, sexual violence, and sexual abuse); (d) 
procedures for making a complaint or report of alleged or suspected sex discrimination, 
sexual harassment, or other type of sexual misconduct; (e) the procedures that will be used 
to investigate and resolve such complaints and reports; (f) the types of sanctions or other 
corrective actions available to address violations of each campus’s policy and other conduct 
inconsistent with the campus’s policy; and  (g) requirements for mandatory reporting of 
child abuse and neglect under the Illinois Abused and Neglected Child Reporting Act 
(“ANCRA”). Campuses must provide this education program to all incoming and transfer 
students each fall and to all employees and designated personnel on a regular interval of 
not less than every three years. All Title IXZ coordinators shall also be training regarding Title 



IX and the conduct that Title IX prohibits this policy, and the applicable campus-specific 
policy and procedures. 

3. All members of the University of Illinois community are responsible for reviewing, 
understanding and adhering to the policies in place for the campus at which they preside. 
University of Illinois employees and students will be subject to the campus-specific policy 
and procedures in place on the campus at which they are employed or enrolled. If more 
than one policy and procedures could apply to a particular situation, the University will 
determine in its discretion which policy and procedures shall apply and notify the parties 
involved of its determination. 

 

WEBSITE ADDRESS FOR THIS POLICY 
This policy and related procedures are published on the University Human Resources website at 
http://www.hr.uillinois.edu/ in the Policy Library section. Required posting associated with this policy 
are also available online at the University’s Required Federal and State Posters site. 

 
 
Approved: 4/25/2017 
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MISTREATMENT GUIDELINES 
 
BACKGROUND 
The University of Illinois College of Medicine Rockford is committed to assuring a safe and supportive 
learning environment.  Mistreatment of residents is unacceptable and will not be tolerated.   
Expectations are outlined in University documents/policies.  These include the following: 
 
Expectations for all members of the University Community are outlined in multiple University policies 
and code statements.  These policies include, but are not limited to, the following: 
 
Nondiscrimination & Harassment Policies: http://oae.uic.edu/UnlawfulDiscrimination/index.htm 
Title IX/Sexual Misconduct Policy: http://oae.uic.edu/TitleIX/index.htm  
University of Illinois Ethical Code of Conduct for Employees: 
https://www.ethics.uillinois.edu/compliance/code_of_conduct  
 
The Guidelines for Reporting of Resident Mistreatment, along with the aforementioned 
documents/policies will be shared, by the Office of Graduate Medical Education, on an annual basis with 
all residents (new and continuing), faculty and staff. 
 
EXAMPLES OF MISTREATMENT 
The University of Illinois College of Medicine Rockford defines mistreatment as behavior that is 
inconsistent with the aforementioned documents/policies and which unreasonably interferes with the 
learning process.  Individuals are encouraged to report. 
 
Examples of mistreatment include, but are not limited to: 
 
Verbally abusing, belittling, or humiliating a resident. 
• Intentionally singling out a resident for arbitrary treatment that could be perceived as punitive. 
• Unnecessarily excluding a resident from reasonable learning opportunities. 
• Assigning duties as punishment rather than education. 
• Pressuring a resident to exceed established restrictions on work hours. 
• Exploiting a resident in any manner, e.g. performing personal errands. 
• Threatening a lower or failing grade/evaluation to a resident for inappropriate reasons. 
• Committing an act of physical abuse or violence of any kind, e.g. throwing objects, aggressive 
 violation of personal space. 
• Making any sexual advances, comments, jokes, or taunting remarks about a resident. 
 
REQUIRED REPORTING 
If a supervisor, executive, administrative staff or faculty member observes sexual harassment or 
discrimination or receives a sexual harassment or discrimination complaint from a resident, he or she is 
obligated to report the observation or complaint in a timely manner to the Office for Access and Equity 
at 312.996.8670 or oae@uic.edu. 
 
PROCEDURES FOR REPORTING CONCERNS 
Residents should use the following procedures to address what they believe to be discriminatory, 
harassing, unfair, arbitrary or capricious treatment by faculty or staff.  Residents who themselves 



experience or observe other residents experiencing possible mistreatment are encouraged to discuss it 
with someone in a position to understand the context and address necessary action. The individual 
considering making a report of mistreatment may first, if possible and comfortable doing so, attempt to 
resolve the matter directly with the alleged offender.  Residents may use any of the following reporting 
options: 
 
 
  
 

 

OPTIONS FOR FILING A REPORT: 
A. File a report with the Behavioral Intervention Team (B.I.T.).  A referral form can be obtained at 

https://web.rockford.uic.edu/campus/bit/BIT_BehaviorReferralForm.pdf.  Place the completed 
referral in the B.I.T. boxes located in the Family Health Center, Physical Plant, Human Resources 
or send to B.I.T. through interoffice mail. 

Faculty Advisor

Behavioral Science 
Director

815-395-5716

Residency Coordinator
Rockford   815-972-1037
Dixon          815-285-8908
Monroe      608-324-1518

Residency Program 
Director

Rockford 815-972-1000
Dixon      815-972-1000
Monroe  608-324-2641

Department Head 
Rockford 815-395-5805
Dixon      815-395-5805

OR
Chief Medical Officer

Monroe
608-324-2566

Discuss 
with: Behavioral Intervention 

Team

https://web.rockford.uic.
edu/campus/bit/BIT_Beha

viorReferralForm.pdf

Office of Diversity & 
Inclusion Rockford

815-395-5740

Compliance                 
Hotline Reporting 

Program                    
866-665-4296

UIC Office of                
Access and Equity

312-996-8670

Or File 
a 

Report:



 
B. File an identified or anonymous report on the College of Medicine compliance hotline at 
 866.665.4296. The College of Medicine Rockford participates in a Compliance Hotline Reporting 
 Program that is answered 24 hours a day, 365 days a year by a representative from a nationwide 
 vendor.  Concerns are then reported back to the campus for review and investigation.  If callers 
 choose, this program of reporting will allow callers to remain anonymous.   
 
C. File a report with the UIC Office for Access and Equity at 312.996.8670 or oae@uic.edu. 
 Residents may also choose to pursue claims of unlawful discrimination or harassment in    
               compliance with the University’s Nondiscrimination Policy Statement. 
 
 
RESPONDING TO CONCERNS 
All complaints of mistreatment will be taken seriously.  The residency Program Director will be notified 
of all reported concerns of mistreatment of residents and conduct an initial inquiry into the 
circumstances.  The Program Director in consultation with the Office of Access and Equity will determine 
whether or not the alleged behavior is a violation of Title VII and Title IX of the Civil Rights Act and/or 
the Illinois Human Rights Act.  The Program Director, in consultation with the Office of Access and 
Equity, will determine the extent to which further investigation is needed. 
 
If a decision is made that further investigation is warranted, the Program Director will convene an 
investigative committee, whose members will include the Director of Compliance and Risk Management 
and the Director of Human Resources.  The committee will also include the Designated Institutional 
Official (DIO), or their designee.  The DIO or their designee will serve the role of resident advocate, 
supporting the resident throughout the process, prioritizing the resident’s needs and best interests. The 
Program Director will serve as the committee chair and will ensure the completion of the investigation, 
the development of recommendations, the implementation of potential corrective action and the 
maintenance of appropriate records.   
 
All concerns will be responded to in a timely and professional manner.  During an investigation, all 
parties will receive an equal opportunity to be heard.  The privacy rights of all parties will be respected.  
Individuals requesting anonymity should be aware that doing so may interfere with the University’s 
ability to investigate the concern and their ability to receive information about the follow-up 
investigation.  While complete confidentiality cannot be promised, disclosure of allegations and findings 
will be made only to persons with a legitimate need to know.   
 
Given the nature of resident mistreatment, specific investigations and remedies will be determined on a 
case-by-case basis.   
 
NO RETALIATION 
UIC policy prohibits retaliatory action against any person who engages in a good faith disclosure of 
alleged wrongful conduct to a designated University official or public body.  It also prohibits retaliatory 
action towards anyone participating in an investigation of wrongful conduct, such as sexual harassment.  
Alleged retaliation will be subject to investigation and may result in disciplinary action up to and 
including termination. 
 
Approved: 05/2016 
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SOCIAL NETWORKING GUIDELINES 

The Office of Graduate Medical Education recommends that post graduate trainees exercise caution in 
using social networking sites such as Facebook, Instagram, Twitter, etc. Items that represent 
unprofessional behavior posted by post-graduate trainees on such networking sites are not in the best 
interest of the University and may result in disciplinary action up to and including termination. 
 
If using social networking sites, residents and fellows should use a personal email address as their 
primary means of identification. Their University email address should never be used for personal views. 
Residents who use these web sites must be aware of the critical importance of privatizing their web sites 
so that only trustworthy “friends” have access to the web sites/applications. 
 
If posting information on personal social networking sites, residents may not present themselves as an 
official representative or spokesperson for a residency/fellowship program, hospital, or the University. 
Patient privacy must be maintained and confidential or proprietary information about the University or 
hospitals must not be shared online. Patient information is protected under the Health Insurance 
Portability and Accountability Act (HIPAA). Residents have an ethical and legal obligation to safeguard 
protected health information and posting or emailing patient photographs is a violation of the HIPAA 
statute. 
 
Each program will provide training during orientation to help residents and fellows understand how the 
University and program policies apply to social media and professionalism. 

 

Approved: 4/25/2017 
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PROFESSIONALISM 

In accordance with the ACGME Core Competency requirement for Professionalism, this policy is written 
to facilitate programs and their post graduate trainees in meeting professionalism standards for the 
practice of medicine. 
 
INSTITUTIONAL 
Each program must have a program-level policy that describes the manner in which the program 
provides professionalism education to the post graduate trainees. 
 
Post graduate trainees are required to fulfill all obligations that the GME Office, residency programs and 
hospitals deem necessary to begin and continue duties as a post graduate trainee, including but not 
limited to: 
 

 Attending orientations, receiving appropriate testing and follow-up, if necessary, for 
communicable diseases, fittings for appropriate safety equipment, necessary training, and 
obtaining badges. Some of these may occur prior to the resident/fellow appointment date. 

 Completing required GME, program, and hospital administrative functions in a timely fashion 
and before established deadlines. (i.e., medical records, mandatory on-line curricula, mandatory 
surveys or other communication. 

 
All program directors and faculty are responsible for education, monitoring, and providing exemplary 
examples of professionalism for post graduate trainees.  
 
 
PROGRAM 
Each program must do the following: 
 

 Facilitate the development of habits of conduct that demonstrate sensitivity, compassion, 
integrity, respect and trust, though the use of an organized curriculum. 

 Emphasize the importance of maintaining the patient’s dignity and confidentiality at all times. 
 Emphasize the need for residents to commit to carrying out professional responsibilities and to 

adhere to ethical principles. 
 
CODE OF CONDUCT 
With regard to professional conduct, those acting on behalf of the College of Medicine at Rockford are 
expected to hold themselves to the highest ethical and professional standards.  Each member of the 
university community is expected to exhibit a high degree of professionalism and personal integrity 
consistent with the pursuit of excellence in the conduct of his or her responsibilities. 
 

 Integrity by maintaining an ongoing dedication to honesty and responsibility 
 Trustworthiness by acting in a reliable and dependable manner 
 Evenhandedness by treating others with impartiality 
 Respect by treating others with civility and decency 



 Stewardship be exercising custodial responsibility for the property and resources provided by 
the College of Medicine at Rockford 

 Compliance by following state and federal laws and regulations and University of Illinois College 
of Medicine Rockford policies and procedures related to your duties 

 Confidentiality by protecting the integrity and security of confirmation such as patient medical 
records, student records, employee files, contractual documents, physician files, research files, 
financial information, etc. 

 
 
 
Approved: 4/25/2017 
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RESIDENT IMPAIRMENT/SUBSTANCE ABUSE 

The University of Illinois College of Medicine Rockford has established a policy committing itself to be a 
drug-free workplace. All residents sign a statement agreeing to abide by the policy (copy of statement 
attached). 
 
The University recognizes its obligation to protect other employees, patients, and the resident/fellow 
personally from the effects of substance abuse and/or psychiatric impairment. It is also committed to a 
positive program of rehabilitation when a resident becomes impaired. 
 
RECOGNITION AND ACTION 
It is the responsibility of each Residency Program Director to be aware of resident behavior and conduct 
at all times. If a Program Director observes physical, mental, or emotional inability on the part of the 
resident as it affects performance, the Program Director must take steps to verify the impairment and 
take immediate action. Further, it is the responsibility of the Program Director to investigate all 
reasonable reports that a resident may be using any substance in an abusive manner, or is using any 
illegal substance. 
 
MEDICAL EXAM 
The Program Director, Department Head, or appropriate College of Medicine official may direct a 
resident to submit to a medical fitness for duty exam at any time. The exam may consist of physical, 
psychiatric, or laboratory tests and procedures. 
 
Refusal on the part of the resident to cooperate with the exam will be grounds for termination of the 
resident’s contract agreement. 
 
The residents program will pay for any portion of the medical exam charges not covered by the 
resident’s insurance. 
 
The Program Director will take steps to ensure the confidentiality of all exams, reports, and 
correspondence in the matter. 
 
REMOVAL FROM AND RETURN TO WORK 
A Program Director may relieve a resident from work assignment if impairment is suspected. The 
resident will continue to be paid under sick leave policy until benefits are exhausted, at which time 
he/she will be placed on disability leave of absence (as the benefit permits). 
 
The Program Director will decide after appropriate consultation to allow the resident to return to work. 
The resident’s continued participation in the program will be subject to conditions of behavior and/or 
performance that the Program Director will describe in writing to the resident. 
 
STATUTORY REPORTING 
Illinois law requires that health care institutions report to the Illinois Department of Financial and 
Professional Regulation (IDFPR) all instances of physician conduct that endangers a patient under that 
physician’s care. 



 
 
Program Directors or other faculty who directly supervise residents will report all instances where, in the 
judgment of the resident’s Program Director, two conditions are met: 
 

1. A resident is behaving in a clearly impaired manner 
2. The resident’s behavior endangers the safety of a patient 

 
A report will be made to the Chief of Staff or other Chief Medical Officer of the institution in which the 
incident took place. The Chief of Staff/Chief Medical Officer will instruct the faculty supervisor on how 
the incident should be reported. 
 
The Chief of Staff/Chief Medical Officer will conduct an investigation and determine whether reporting 
to the IDFPR is appropriate. The resident’s Program Director and involved faculty will be expected to 
fully cooperate with the investigation. 
 
 
Approved: 4/25/2017 
  



 
University of Illinois College of Medicine Rockford 

Statement of a Drug-Free Workplace 
 

3. The University of Illinois College of Medicine Rockford is committed to maintaining a drug-free 
workplace in compliance with applicable state and federal laws. The unlawful possession, use, 
distribution, dispensation, sale or manufacture of controlled substances is prohibited on 
University premises. Violation of this policy may result in the imposition of employment 
discipline as defined for specific employee categories by existing University policies, statues, 
rules, regulation, employment contracts, and labor agreements. Any employee convicted of a 
drug offense involving the workplace shall be subject to employee discipline or required 
completing satisfactorily a drug rehabilitation program as a condition of continued employment. 

 
4. The illegal use of a controlled substance can seriously injure the health of employees, adversely 

impair the performance of their responsibilities and endanger the safety and well-being of 
fellow employees, students and members of the general public. Therefore, the University 
encourages employees who have a problem with the illegal use of controlled substances to seek 
professional advice and treatment. A list of sources for drug counseling, rehabilitation and 
assistance programs may be obtained from the Human Resources Department, University 
Health Services, or the Employee Assistance Service. Employees may obtain this information 
anonymously either through self-referral or at the direction of their supervisor. Employees who 
are engaged in work under a federal contract may be required to submit a test for illegal use of 
controlled substances as provided by the law or regulations of the contracting agency. 

 
5. As a condition of employment, employees are asked to abide by this statement. In addition, 

those employees working on a federal contract or grant must notify their supervisor if they are 
convicted of a criminal drug offense occurring in the workplace within five (5) days of the 
conviction. The University will notify the granting or contracting federal agency within ten (10) 
days of receiving notice of conviction of any employee working on a federal contract or grant 
when said conviction involves a drug offense occurring in the workplace. A copy of this 
statement shall be given to all employees assigned to a federal contract or grant. 

 

6. This statement and its requirements are promulgated in accordance with the requirements of 
the Drug-Free Workplace Act of 1988 and shall be interpreted and applied in accordance with 
this law and the rules and regulations promulgated pursuant thereto. 

 
This is to acknowledge that I have received, read and understand the above “Statement of a 
Drug-Free Workplace” for the University of Illinois College of Medicine Rockford. 
 
 
 
___________________________________                         _________________________ 
                             Signature                                                                                  Date 
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VENDOR INTERACTION POLICY 

 
Purpose: This policy is to establish guidelines for University faculty, staff, students, and resident’s 
interactions with external agencies. 
 
The University of Illinois College of Medicine Rockford residency programs have chosen to adopt and 
follow the Ethical Guidelines put forth by the AMA regarding physicians and industry as outlined below: 
 

A. Soliciting or accepting personal gifts or the use of gifts, gratuities, and favors from industry 
representatives is not allowed, as it creates the possibility of (or appearance of) favored 
treatment or an unfair influence for the outside entity. 

 
B. Any gifts accepted by physicians individually should primarily entail a benefit to patients and 

should not be of substantial value. Accordingly, textbooks, modest meals, and other gifts are 
appropriate if they serve a genuine educational function. Cash payments should not be 
accepted. The use of drug samples for personal or family use is permissible as long as these 
practices do not interfere with patient access to drug samples. It would not be acceptable for 
non-retired physicians to request free pharmaceuticals for personal use or use by family 
members. 

 
C. Individual gifts of minimal value are permissible as long as the gifts are related to the physician’s 

work (e.g., pens and notepads). 
 

D. The Council on Ethical and Judicial Affairs defines a legitimate “conference or “meeting” as any 
activity, held at an appropriate location, where (a) the gathering is primarily dedicated, in both 
time and effort, to promoting objective scientific and educational activities and discourse (one 
or more educational presentation(s) should be the highlight of the gathering), and (b) the main 
incentive for bringing attendees together is to further their knowledge on the topic(s) being 
presented. An appropriate disclosure of financial support or conflict of interest should be made. 

 
E. Subsidies to underwrite the costs of continuing medical education conferences or professional 

meetings can contribute to the improvement of patient care and therefore are permissible. 
Since the giving of a subsidy directly to a physician by a company’s representative may create a 
relationship that could influence the use of the company’s products, any subsidy should be 
accepted by the conference’s sponsor who in turn can use the money to reduce the 
conference’s registration fee. Payments to defray the costs of a conference should not be 
accepted directly from the company by the physicians attending the conference. 

 
F. Scholarship or other special funds to permit medical students, residents, and fellows to attend 

carefully selected educational conferences may be permissible as long as the selection of 
students, residents, or fellows who will receive the funds is made by the academic or training 
institution. Carefully selected educational conferences are generally defined as the major 
educational, scientific or policy-making meetings of national, regional or specialty medical 
associations. 



G. No gifts should be accepted if there are strings attached. For example, physicians should not 
accept gifts if they are given in relation to the physician’s prescribing practices. In addition, 
when companies underwrite medical conferences or lectures other than their own, 
responsibility for and control over the selection of content, faculty, educational methods, and 
materials should belong to the organizers of the conferences or lectures. (II) Issued June 1992 
based on the report “Gifts to physicians from industry,” adopted December 1990 (JAMA. 1991; 
265: 501 and Food and Drug Law Journal. 2001; 56: 27-40); Updated June 1996 and June 1998. 
 

EMPLOYEE REPORTING REQUIREMENTS 
Employees are notified annually to disclose outside interest on the form required by the University of 
Illinois College of Medicine. This form requires the disclosure of specific outside interest that may or 
may not represent conflicts. New employees are required to complete and file new disclosure forms 
within 30 days of employment. All employees are required to take the initiative and report in writing to 
their immediate supervisor any conflict or potential conflict of interests involving their University duties 
and an outside interest as soon as it develops. 
 
 
FAILURE TO COMPLY 
Failure to comply with this policy may result in disciplinary action up to and including termination of 
employment.  
 

 
Approved: 4/25/2017 
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MEDICAL RECORDS POLICY 

This policy will provide Residents with the expectations for timely completion of medical records. 

Accurate and timely completion of medical records is essential to provide good medical care. This policy 
will apply to all University of Illinois College of Medicine Rockford Residents. Failure to complete medical 
records in a timely manner may result in disciplinary action.   
 

1. All Residents/Fellows must comply with the applicable hospital policies where they rotate. 
2. If a Resident/Fellow rotates away from a hospital they are still responsible for completion of 

charts left at the hospital, 
3. As part of the annual Training Agreement, Residents are expected to keep charts, records 

and/or reports up to date and signed at all times. 
4. The formal semi-annual evaluation of a Resident’s performance must include an element under 

the competency of Interpersonal and Communication, an assessment of timely, comprehensive, 
and legible completion of all medical records. 

5. All medical record documentation must be current and completed prior to completion of the 
training program. 

 

Approved: 4/25/2017 
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DISASTER POLICY 
 
The University of Illinois College of Medicine Rockford is committed to providing residents/fellows with 
a complete, high-quality educational program. In the event the program is disrupted by emergencies, 
catastrophic events, or natural disasters which interrupt training, arrangements will be made to enable 
residents currently in the program to complete their educational program in the least disruptive 
manner. 
 
Residents and fellows are encouraged to develop a Personal/Home Disaster plan so that if the 
Resident/Fellow cannot get home to take care of family, there is a plan in place regarding child care, pet 
care, etc. 
 
PROCEDURE 
 

a) The DIO will immediately communicate with the program directors to determine their needs. 
The residents/fellows will also be informed that an emergency has occurred. 
 

b) Program directors shall maintain operational awareness of the locations of residents and fellows 
within their programs as well as various points of contact for each individual within their 
program(s). This shall include email addresses and cell phone numbers (if available) for the 
trainees as well as provisions for notification of next of kin. The program director/designee shall 
take an immediate accountability of the location and welfare of all involved in the event of a 
disaster. The program directors will contact the DIO to confirm the safety of all trainees. The 
Program Director and/or Designated Site Directors at the participating hospitals will be 
responsible for determining the operational status of each participating hospital and any 
necessary relocation of patient care activities as a result of the disaster. The DIO will maintain 
contact information and establish communication with program directors until a decision is 
made regarding the need to relocate trainees, either on a temporary or permanent basis. Once 
this decision is made, trainees will be notified in a timely fashion. 
 

c) Once conditions prohibit maintenance of applicable ACGME standards and guidelines for 
graduate medical education, the Designated Institutional Official (DIO) shall notify all 
Department Chiefs, program directors, ACGME, RRC and CMS; 

 
d) The DIO will communicate with the ACGME Institutional Review Committee’s Executive Director 

to inform them of the situation that has occurred and to request assistance in placement of 
affected residents/fellows for continuation of their training. 

 
A list of approved programs can be found on the AGME website, which will serve as a 
resource to identify programs in non-disaster affected areas which may be able to 
accept temporary or permanent transfers. 
 
ACGME/RRC Suite 2000, 515 North State Street; Chicago, IL 60654 
312-755-5000              Fax 312-755-7498                www.acgme.org 

 



 
e) Within ten days after the declaration of a disaster, the designated institutional official (DIO) (or 

designee) will contact the ACGME to discuss due dates that the ACGME will establish for the 
programs (a) to submit program reconfigurations to ACGME and (b) to inform each program’s 
residents of resident transfer decisions. The due dates for submission are no later than 30 days 
after the disaster unless other due dates ae approved by ACGME. 
 
The DIO will call or email the Institutional Review Committee Executive Director with 
information and/or requests for information. 
 
Program Directors will call or email the appropriate RRC Executive Director with information 
and/or requests for information. 
 
Residents will call or email the appropriate RRC Executive Director with information and/or 
request for information. On its website, ACGME will provide institutions for changing resident 
email information in the ACGME Web Accreditation Data System.  

 
f) Residents/fellows who transfer temporarily will be informed initially and continually by the 

program director about the estimated duration of the transfer. 
 

g) Documentation of resident/fellow demographics, licensure, ECFMG certification, and other 
training information is maintained in New Innovations, a comprehensive resident database 
located on a secure remote server. Any program that accepts a transferring resident/fellow will 
be asked to submit all evaluations to the GME Office to be uploaded through the New 
Innovations program to allow continuity for the trainees when they return to UICOM-R. 

 
h) Residents/fellows will continue to receive salary and benefits from UICOMR during temporary 

relocations. For program closure/disruptions that are permanent, residents will continue to 
receive salary and benefits until the trainee is placed and begins in another institution, or until 
the end of their contract. 

 
i) In the event that the disaster renders UICOMR incapable of reestablishing the training 

environment within a reasonable period of time, the DIO and respective program directors will 
arrange for permanent transfer of the trainees to suitable programs. 
 

j) UICOMR will also, to the best of its ability, offer to accept temporary and/or permanent 
transfers of trainees displaced by disasters at other ACGME-accredited institutions. 

 
 
 
Approved: 4/25/2017 
  


