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Accreditation Council for Graduate Medical Education (ACGME)  
 

The ACGME’s Approach to Limit Resident Duty Hours:  
The Common Standards and Activities to Promote Adherence  

 
Rationale for the Duty Hour Limits 
Changes in health care delivery that have increased patient acuity and service intensity, and 
concerns that restricted sleep has a negative effect on performance, education and well-being 
have increased interest in limiting resident duty hours. As the accrediting body for 7,800 graduate 
medical education programs, the Accreditation Council for Graduate Medical Education 
(ACGME) is the entity to which the medical community looked to address this issue. In July 
2003, the ACGME instituted a comprehensive approach to address duty hours in all accredited 
residency programs.  It focuses on three areas: (1) placing appropriate limits on duty hours; (2) 
promoting enhanced institutional oversight; and (3) viewing standards for resident hours as one 
element of a comprehensive approach to promote high-quality education and safe patient care.  
The current ACGME efforts build on a 20-year history during which the Council made 
enhancements to the standards and achieved gains in compliance.  
 
A number of other nations, including the United Kingdom, most other European nations, Canada 
and Australia have limited hours for physicians in training by government regulation, and the 
ACGME’s initiative to institute common minimum standards for duty hours unfolded again a 
political backdrop in which groups pursued federal intervention to regulate resident hours.1,2,3  
 
The Standards 
The ACGME’s common duty hour standards acknowledge scientific evidence that long hours and 
sleep loss have a negative effect on resident performance, learning and well-being.4,5,6,7 They cap 
hours for physicians in training at 80 per week; limit continuous duty time to 24 hours, with 
added time for transfer of care and didactic activities; require rest periods between duty shifts and 
one day in seven to be free of program responsibilities.  They also require in-house call to be 
scheduled no more frequently than every third night, and time on home-call spent in the hospital 
to be counted toward the weekly duty hour limit.8  An 80-hour limit was chosen as the upper limit 
to safeguard against the negative effects of chronic sleep loss, and a limit of 24 hours plus up to 
six hours was chosen to address the effects of acute sleep loss, and to allow for adequate time for 
patient hand-off and didactic learning.9 It was also chosen to avoid sending individuals home at 
the time of their circadian nadir, which has been associated with increased risk for motor vehicle 
accidents.10,11  To provide for added time beyond 80 hours to allow residents to participate in 
educationally valuable activities, the standards provide for an increase of up to 10 percent beyond 
the 80-hour weekly limit. Individual programs may apply for this exception with the endorsement 
of their sponsoring institution’s Graduate Medical Education Committee. 
 
Monitoring Activities  
As important as the standards is diligent monitoring of compliance that is faithful to the intent of 
the standards to promote an appropriate environment for the education and formation of 
physicians.  The ACGME’s approach emphasizes the collective responsibility of programs, 
sponsoring institutions, and the accrediting body for safe and effective patient care and the 
learning environment for residents.  Enhanced mechanisms to promote enhance adherence to the 
standards are based on three principles: increasing data collection related to duty hours; 
shortening the response time in cases of alleged non-compliance; monitoring of Residency 
Review Committees’ (RRCs’) process of assessing compliance through the ACGME Monitoring 
Committee.  The ACGME also has a formal mechanism for following up on complaints from 
residents and others with knowledge about an alleged non-compliance with the duty hour 
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provisions that seeks to protect the confidentiality of the individual who bring this information to 
the attention of the ACGME.  Due to the multi-faceted nature of the implementation process, the 
ACGME has charged a committee with advising the Board of Directors on matters related to the 
implementation and monitoring of the duty hour standards, and with how to build knowledge 
about innovative and effective approaches to comply with the requirements.  
 
Effect of the Duty Hour Limits  
There are few broad cross-institutional assessments of the effect of the new duty hour standards, 
and they are often solely based on the predictions of knowledgeable individuals.  Some have 
noted that many hospitals may try to preserve the contribution of residents to patient care at prior 
levels, despite reduced hours.12 Studies in New York State, which has a 14-year history of having 
state-regulated duty hour limits for resident physicians, have shown that duty hour limits reduced 
resident fatigue, and allowed more time for reading and for family and personal pursuits with 
little change in in-service exam scores and quality of patient care.13,14 At the same time, many 
programs have reported that the duty hour standards have increased faculty responsibilities, in an 
environment where clinical faculty already feels burdened.   
 
For some programs and institutions, adoption of the new duty hour standards may create financial 
and/or operational hardships. Recognizing this, what is needed is credible, consistently collected 
information that allows an assessment of the effect of the standards across institutions.  The 
ACGME is soliciting feedback on the elements of the standards that may reduce the quality of 
education or have other unintended negative effects, with the goal of making future refinements 
to the standards.  Prior to implementing the standards in July of 2003, the ACGME solicited 
language from each RRC that refined the common standards in the area of the activities residents 
are allowed to participate in during the post-call period.  Further refinements are envisioned in 
areas the RRCs identify as problematic from an educational or patient care perspective.   
 
Role of the Sponsoring Institution  
The duty hour standards emphasize the responsibility of sponsoring institutions, which goes 
beyond coordinating and monitoring programs’ compliance.  Institutions and their leaders play a 
vital role in creating an environment within their residency programs that promotes safe patient 
care and high-quality learning.  They are expected to assume additional responsibilities, including 
educating residents in recognizing the signs of fatigue and facilitating the application of 
preventive and operational countermeasures, and creating incentives for their faculty to be 
involved in resident education.  While the duty hour standards will have little or no effect in many 
specialties and programs, in others they will necessitate significant changes that will require the 
support of the sponsoring institution.   
 
Innovative Approaches  
There is demand for information on innovative, successful strategies to comply with the standards 
for duty hours and those in related areas. The efforts to identify approaches also seek to address 
concerns that limiting resident hours could reduce the quality of care in teaching institutions, as 
was found in several studies of the effect of duty hour limits in New York State.15,16,17 Successful 
approaches for reducing hours that preserve a balance between education and service could be 
disseminated for adaptation by other programs and institutions.   
 
Knowledge about how institutions and programs create a better learning environment needs to be 
disseminated to allow others to learn from these models.  To date, evidence from the field 
suggests there is a dearth of these approaches, and a need for research to develop new models of 
care in teaching settings that do not rely as extensively on residents to provide patient services.  
Setting a research agenda to assess the effect of the interventions is a high priority, with a focus 
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on studies that combine institutional knowledge with cross-institutional research about how to 
improve the patient care and education environment in teaching institutions.   
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