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ABSTRACT
Introduction. Postgraduate medical education 
as part of a residency system is the best model 
for specialist training. The accreditation of 
residency programs entails a harmonization and 
standardization process. It defines a common 
and reproducible basis to ensure high-quality 
training and universal curricular guidelines.
Objective. To describe the pediatric residency 
program accreditation process by the Council 
for the Accreditation of Education Institutions 
between January 2011 and July 2017.
Methods. The accreditation process was 
developed according to a reference framework 
that defined 6 domains and 28 items. Based on 
compliance, 3 accreditation categories were 
established. The analysis of accredited residency 
programs was categorized into 3 geographic 
regions: province of Buenos Aires, Autonomous 
City of Buenos Aires (CABA), and other regions. 
Each analyzed item was dichotomized into non-
compliance and partial or total compliance. 
Categorical outcome measures were expressed 
in absolute numbers and percentage.
Results. Ninety-four pediatric residency programs 
were assessed: 34 (36%) corresponded to the 
province of Buenos Aires; 25 (27 %), to CABA; and 
35 (37 %), to other regions. In total, 79 (85 %) were 
in the public sector. The maximum accreditation 
category was achieved by 35 (37 %). Four (4 %) 
were not accredited. Compliance for most items 
corresponding to the 6 domains was over 80 %.
Conclusion. Most assessed residency programs 
were accredited and complied with the reference 
standards.
Key words: pediatrics, internship and residency 
programs, medical education, accreditation.
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INTRODUCTION 
Reference framework

In Argentina, newly graduated 
physicians may continue their training 
by specializing in a medical field or by 
specializing in teaching or research. 
Sometimes, they undertake all or 
some of these activities at the same 
time.

There are currently different ways 
to become certified in a medical 
specialty: 1) completing a residency 
program; 2) obtaining a postgraduate 
university degree that certifies a 
physician as a specialist (many times 
simultaneously with the residency 
program); 3) accrediting five years 
of training in a specialty service 
and passing an exam; 4) certifying 
competency before a scientific society 
registered at the Ministry of Health 
(MoH); and 5) obtaining the degree 
of university professor in a specialty-
related subject.1,2

T h e r e  i s  c o n s e n s u s  t h a t 
postgraduate education in the setting 
of a residency program system, 
as an instance of systematic and 
unsystematic learning together with 
on-service training, is the best model 
for medical specialty training.3 In 
Argentina, all graduated physicians 
h a v e  t h e  c h a n c e  t o  a c c e s s  t h e 
residency program system. However, 
since completing a residency program 
is not a deontological requirement 
to practice medicine, approximately 
half of graduated physicians decide 
to do it .  Admission takes place 
through public or private tenders with 
different selection stages.4,5

Based on the official surveys 
available at present, approximately 
70 % of residency positions depend 
on state-run institutions at all levels 
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(national, provincial, and municipal); 9 %, on 
universities; and the remaining 21 %, on private 
institutions.6,7 Although there is no consolidated, 
complete, and official registration of all the 
Argentine institutions where pediatricians can 
be trained, the Argentine Society of Pediatrics 
(Sociedad Argentina de Pediatría, SAP) has recently 
conducted, through an institutional research 
grant, a national survey on pediatric residency 
programs and has developed a complete registry 
of 188 pediatric training institutions.

Such higher education systems imply a 
complex interrelation among the hospitals, the 
university, the State, medical associations, scientific 
societies, and the civil society. As the responsible 
party for public investment in human capital 
development, the State plays, in this context, 
a key role in the assessment and accreditation 
of education institutions. Such phenomenon is 
precisely the result of the need to demonstrate the 
veracity or authenticity of the training process as 
well as to ensure that all training stages comply 
with reference standards.7

These processes were made official more than 
20 years ago in countries like the United States 
of America and England so that, in addition to 
validating and justifying public investment in 
human resource education, they could deal with 
international economic competition, enhance 
postgraduate training, and favor the development 
of new technologies.7 The processes had to be 
necessarily reliable and implied designing a 
reproducible accreditation model that could 
be implemented by different institutions from 
different countries in this global context. One of 
the objectives of accreditation is to promote high-
quality education institutions to ensure health 
care providers receive a solid training aimed at 
improving population health.2,4,5,8

THE SITUATION IN ARGENTINA
Medical residency programs in Argentina 

were encouraged by Tiburcio Padilla, M.D., in 
1944 through the creation of the first resident 
positions in the setting of the Chair of Semiology 
of Hospital de Clínicas José de San Martín. 
However, only towards the end of the 1950s, 
residency programs started to have a dynamic 
structure similar to what is known nowadays.

In 1957, Juan P. Garrahan, M.D., started the 
pediatric residency program in our country at 
Hospital de Clínicas, which corresponded to 
Universidad de Buenos Aires. One year later, 
Carlos Gianantonio, M.D., created the first 

organized and systematic residency program at 
Hospital de Niños Ricardo Gutiérrez. Since then 
and over the years, education institutions have 
multiplied across all Argentine regions.

The first attempt to assess education systems 
in Argentina took place in 1967, when the 
MoH created the National Medical Residency 
Council (Consejo Nacional de Residentado Médico, 
CONAREME) and designated it as the residency 
program standardization and assessment body. 
For political reasons, the CONAREME stopped 
working in 1973, so the accreditation process for 
education institutions was interrupted.9

In 1995, by means of the Higher Education 
Law, the State created the National Commission 
for University Assessment and Accreditation 
(Comisión Nacional de Evaluación y Acreditación 
Universitaria, CONEAU) in order to warrant 
and improve the quality of university academic 
training.10 According to this law, accreditation 
was mandatory for all university specialist 
degrees and, in accordance with the Regulatory 
Decree of Law no. 499/96 (section 7), it was 
established as an essential  condition for 
the official recognition of degrees and their 
subsequent national validation by the Ministry 
of Education.

In relation to medical residency programs, 
including a residency in the accreditation system 
is voluntary, except for positions funded by the 
MoH, for which accreditation is mandatory. 
In 1997,  the SAP established an optional 
accreditation process for education institutions 
through its Subcommittee of Residency Program 
Accreditation. This mechanism allowed to define 
education standards, monitor compliance with 
the program and the different stages of resident 
learning and assessment. In turn, it allowed 
to assess the strengths and weaknesses of the 
different residency programs so as to improve 
specialist training.11,12

In 2006, the MoH (through Resolution no. 
450/2006) created the National System for the 
Accreditation of Health Care Residency Programs 
(Sistema Nacional de Acreditación de Residencias 
del Equipo de Salud, SNARES) and the Integrated 
Registry for Assessment Bodies.4 Through its 
regulations, the SAP became an assessment body 
and was formally invited to participate in 2009.

In  th is  context ,  the  MoH created  the 
Commiss ion  on  Pedia t r i c s ,  made  up  o f 
representatives from universities, scientific and 
academic societies, professional associations, and 
members of national or jurisdictional programs 
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related to pediatrics. The objective of this 
Commission was to develop a national reference 
framework for the training of pediatric specialists, 
which was formally presented in December 2010.8 
In 2011, the SAP created the Council for the 
Accreditation of Education Institutions (Consejo 
de Acreditación de Espacios de Formación, CAEF) to 
warrant the accreditation process.

Since then, the accreditation of pediatric 
residency programs, implemented by the MoH 
through the SAP, involved a harmonization and 
standardization process to establish the minimum 
requirements for pediatric training. It defined 
a common and reproducible basis to ensure 
high-quality training and develop universal 
curricular guidelines. To meet this objective, 
the CAEF, made up by a group of pediatric 
specialists and sub-specialists experienced in 
assessment and accreditation processes, was set 
to ensure, at every instance, the assessment of 
the development of education proposals (both 
theoretical and practical), learning follow-up and 
assessment, adequately diverse and sufficient 
cases offered by the different training scenarios 
(to warrant skill acquisition), faculty composition 
and background, and material conditions where 
learning scenarios were developed.

There is a report of a study that described 
the results of the assessment and accreditation 
process of 37 cardiology residency programs in 
Argentina.13 However, to date, no studies have 
been published that described the pediatric 
residency program accreditation process.

OBJECTIVE
To describe the pediatric residency program 

accreditation process by the CAEF between 
January 2011 and July 2017.

POPULATION AND METHODS
This was a cross-sectional study. Accreditation 

was defined as the systematic, independent, and 
documented process to recognize the qualification 
of a facility or service as a teaching facility or 
unit for the training of pediatric specialists in 
accordance with certain requirements or standards, 
including but not limited to, the minimum 
requirements in relation to human and physical 
resources, health care activities, teaching and 
research activities, and health care quality.

The accreditation process was developed as 
follows: 1) voluntary accreditation application 
before the MoH and the SAP; 2) document 
submission (standardized self-assessment and 

program), visit by 2 CAEF members (on-site 
visit, interview with the authorities and faculty, 
interview with residents); 3) development of a 
consensual team report, based on the assessment 
model to categorize residency programs, which 
defined accreditation based on 4 categories: 
A) 4 to 5 years; B) 3 years; C) 2 years; and not 
accredited.

According to the reference framework for 
accreditation, 6 domains and 28 items were 
defined:
1. Minimum hiring requirements: training 

scholarship with social  security;  20 to 
40 weekly outpatient visits per resident; 6 to 
8 beds assigned to each resident; opportunity 
to practice and perform procedures.

2. Characteristics of the training offer: at least 
1 staff physician certified in the specialty 
working from 8 a.m. to 5 p.m.; at least 
18 hospitalization beds; access to diagnostic 
services (cl inical  and microbiological 
laboratory and imaging tests); access to 
consultations with specialists; interdisciplinary 
health care team (nursing, social work, mental 
health); library and/or access to a database; 
classroom and lodging conditions (bedroom, 
bathroom, food); practice and procedure 
recording.

3. Working hours and on-duty system: program 
duration of 3 or more years; maximum stay of 
80 hours per week, including on-duty hours; 
maximum of 2 on-duty shifts per week, at 
least 24 hours apart; and effective rest after on-
duty shift of 6 consecutive hours in an intra- or 
extra-institutional setting.

4. Mandatory rotations: Neonatology, Pediatric 
Intensive Care Unit, Health Centers, and 
Department of Adolescence or outpatient 
office for adolescents.

5. Academic activities: 5 hours per week for 
theoretical activities (lessons, bibliographic 
search, case discussion, report writing, 
simulations, workshops, etc.); at least 1 clinical 
grand round per week; participation in 
research studies.

6. Assessment system: annual, comprehensive, 
theoretical-practical exam; theoretical-practical 
exam after the rotation, and final residency 
theoretical-practical exam. 
Analysis was categorized into 3 geographic 

regions: province of Buenos Aires, Autonomous 
City of Buenos Aires (CABA), and other regions. 
Each item was dichotomized into non-compliance 
and partial or total compliance. Categorical 
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outcome measures were expressed in absolute 
numbers and percentage.

RESULTS
Ninety-four pediatric residency programs 

were assessed. They were distributed in the 
province of Buenos Aires (34), CABA (25), 
and other regions (35). Figure 1 describes the 
geographic distribution of residency programs. 
Table 1 provides the details of residency 
program distribution into public or private and 
accreditation categories by region. Compliance 
with the 6 defined domains by region is described 
in Table 2.

DISCUSSION
In the study period, the CAEF, together with 

the MoH, successfully assessed 94 pediatric 
residency programs in 20 Argentine provinces. 
Most education institutions (> 60 %) were located in 
CABA and the province of Buenos Aires. Although 
both regions accounted for 40 % of the Argentine 
population, this showed that resource distribution 

was centralized and rather inequitable.
Practice and procedure recording was 

adequate in CABA and lower in the residency 
programs carried out in the province of Buenos 
Aires and other regions. This item was also 
observed by other accreditation bodies, such as 
the CONEAU.

The minimum hiring requirements and the 
characteristics of the training offer of assessed 
residency programs met most of the required 
standards. The availability of libraries or access 
to educational materials was partial in the 
3 assessed regions, especially in the “other 
regions” category. This is probably due to the 
limited resources available for the subscription 
to international journals or databases, as well as 
for the procurement of study material.

Both the program duration and the estimated 
working hours were adequate for all assessed 
residency programs. The on-duty system was 
adequate for the reference standard, except 
in relation to rest after on-duty shift, which 
showed a greater compliance in CABA than in 

Figure 1. Geographic distribution of assessed residency programs

Autonomous City  
of Buenos Aires

Greater  
Buenos Aires Area

Rest of the  
country
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Table 1. Characteristics of accredited residency programs by accreditation category and management type by region

  Province of Buenos Aires CABA* Other regions Total
  (n = 34) (n = 25) (n = 35) 
Accreditation category 4-5 years 9 13 13 35
 3 years  16 9 12 37
 2 years 7 3 8 18
 Not accredited 2 0 2 4
Type of management Public 32 16 31 79
 Private 2 9 4 15

* Autonomous City of Buenos Aires.

Table 2. Compliance with conditions by region (%)

 Province of Buenos Aires CABA* Other regions
 (n = 34) (n = 25) (n = 35)

Compliance with hiring requirements and training opportunities   
No. of beds assigned to residents 97.1 100 97.1
Outpatient visits 100 100 100
Practice and procedure recording 47 84 40
Contract 97.1 100 100
Compliance with training conditions
Staff physicians 100 100 100
No. of beds 100 100 97.1
Diagnostic services 100 100 100
Interdisciplinary team 100 100 97.1
Specialist consultation 100 100 97.1
Classroom 94.1 100 88.6
Library 85.3 76 62.9
Lodging 97.1 100 100
Compliance with working hours and on-duty system
Program duration 100 100 100
Working hours 97 100 100
On-duty shifts 97 100 91.4
Rest after on-duty shift 50 92 20
Compliance with mandatory rotations by region
PICU 100 100 91.4
Neonatology 100 100 94.3
Health center 85.3 96 88.6
Adolescence 35.3 80 22.9
Compliance with academic activities by region
Grand rounds 97.1 96 85.7
Theoretical activities 100 96 94.3
Research 91.2 72 71.4
Compliance with resident assessment by region
After the rotation 91.2 100 91.2
Annually 97.1 96 97.1
At the end of the residency 79.4 95.8 85.7

* Autonomous City of Buenos Aires; PICU: pediatric intensive care unit.

the rest of the country. This aspect was a relevant 
outcome measure related to two of the current 
problems faced by medical professionals: burnout 
syndrome and medical errors. Both are worsened 
by (psychological and physical) stress and the 
lack of rest.14-16

CABA residency programs are currently 
regulated by Law no. 4702, passed in 2013, which 
limits the maximum number of on-duty shifts 
per week and warrants rest after an on-duty 
shift. In addition, section 10 of MoH Resolution 
no. 1993/2015 determines the maximum number 
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of weekly on-duty shifts and mandatory rest 
after the shift. This is a mandatory resolution 
for national residency programs and defines the 
reference framework for accreditation by the 
MoH in relation to this domain.

The rotation system conformed to the rotation 
standard for Neonatology, Intensive care, and 
Outpatient care, but not for the Adolescence 
rotation. Compliance was 80 % in CABA, but 
it was lower in the rest of the regions. This 
is probably related to the fact that, although 
Adolescence was a long-standing pediatric sub-
specialty, few education institutions offered it in 
our country and it was not recognized as a sub-
specialty by the MoH.

Academic activities, including grand rounds 
and theoretical activities, conformed to the 
reference standard for all assessed regions. In 
relation to research activities, they were less 
common in CABA and other regions than in 
the province of Buenos Aires. The authorities of 
all assessed programs stated their intention to 
comply with this standard. However, since the 
main activities carried out as part of the residency 
involved care and teaching duties, research 
production translated mostly into case reporting.

The assessment system, both the annual 
exam and an exam at the end of each mandatory 
rotation, was adequate in relation to the reference 
framework in all assessed regions. A greater 
compliance was observed in relation to the 
exam at the end of the residency program in 
CABA than in the rest of the regions. Most 
exams corresponded to multiple-choice tests, 
resolution of clinical situations, and performance 
assessments. An objective and structured clinical 
exam was used only as an assessment tool in 
CABA for first-year residents as a training 
strategy.

Since including a residency program in the 
accreditation system is voluntary (except for 
residency positions funded by the MoH, for 
which it is mandatory), in all probability, the 
analysis of residency programs included in 
this study corresponded mostly to those whose 
training programs have a better educational 
reputation; therefore, based on their adequate 
performance,  they may have applied for 
accreditation voluntarily. The situation of the 
other 94 residency programs of the 188 total 
pediatric residency programs surveyed in 
Argentina to date remains to be analyzed.

The regional asymmetries observed here may 
be explained by the fact that the residency system 

has been in force in CABA and the province of 
Buenos Aires for a longer time. These regions 
have probably had more chances to improve 
their training standards thanks to the visits by 
accreditation system representatives and their 
reflection on their programs.

T h e  r e s p o n s i b i l i t y  o f  p r o m o t i n g  t h e 
development of high-quality programs to train 
health care providers aimed at improving 
population health is common to those in charge 
of residency programs, scientific societies, and 
provincial and national State agencies. The 
accreditation process is critical to warrant the 
quality of education institutions. A good example 
of this is the performance in the SAP’s pediatric 
certification exam. The probability of passing 
this exam was almost three times higher among 
candidates who had taken part in training 
programs offered by those institutions that 
displayed the maximum accreditation category.17

CONCLUSION
Most assessed residency programs (96%) had 

been accredited and complied with the reference 
standards proposed by the CAEF and the MoH’s 
Board on Human Capital. n
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