
 

 

 
 
January 27, 2016 
 
 
     Delivered to: dutyhours@acgme.org 
 
Thomas J. Nasca, MD, MACP  
Chief Executive Officer  
Accreditation Council for Graduate Medical Education 
 
Dear Dr. Nasca: 
 
The American Academy of Otolaryngology-Head and Neck Surgery (AAO-HNS) is 
pleased to respond to the Accreditation Council for Graduate Medical 
Education’s request for our positions on the three questions as detailed below. 
We will plan on participating in the Resident Duty Hours in the Learning and 
Working Environment Congress in March 2016. These responses are a 
collaboration between key members of the AAO-HNS including the Association 
of Academic Departments of Otolaryngology (AADO), Otolaryngology Program 
Directors Organization (OPDO), the Society of University Otolaryngologists 
(SUO), the Section for Residents and Fellows (SRF), the Young Physicians Section 
(YPS) and the American Board of Otolaryngology. We are unaware of any 
specific studies done exclusively in otolaryngology that address these three 
questions. Therefore our responses are observational and extrapolated from 
studies not specifically related to otolaryngology. 
 
Your organization’s formal position on the current ACGME resident duty hour 
requirements, including impact analysis, from your organization’s perspective, 
on costs and impact of implementation.  
 
In general, respondents did not feel that the allowed number of hours in the 
work week was a significant problem per se. However, any consideration for 
decreasing the number of all allowable hours and the work week from 80 to 60 
as has been discussed at times would be unacceptable from an educational and 
patient care perspective in otolaryngology and other specialties that include 
actual surgical training. The lack of flexibility in determining exactly what is a 
“duty hour” has created problems attending didactic educational conferences 
where patient care would not be affected. 
 
A major concern in otolaryngology is an unintended consequence to the 80 
hour work week related to the creation of a “shift work” mentality. While this 
may not be of consequence in certain specialties, surgical specialties tend to do 
best when the resident-in-training has a consistent longitudinal exposure to 
appreciate the full cycle of care and outcomes. This can be particularly critical 
when surgical cases are interrupted due to work hour limitations. 
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The current system also could have had an unintended consequence of decreased professionalism 
with increased risk of medical errors due to more frequent patient transfers. Otolaryngology has 
proactively developed systems that have largely prevented such developments, but continued 
vigilance will maintain such results.  In addition the residents are often put in a “catch 22” situation as 
far as reporting duty hours and leaving patients in the middle of the care continuum.  This can lead to 
missed assignments and does not benefit patient care. The cited studies below have demonstrated 
both the quality of patient care and quality of education have been decreased due to these work hour 
limitations. 
 
Additionally, PGY-1 work hours have contributed to a decline in skill acquisition during that year. This 
results in PGY-2 residents in many circumstances having to learn what should have been acquired 
during their PGY-1. This puts additional strain on all of the upper-level residents. Rules that prevent 
PGY-1 residents from working at night have been problematic as far as limiting educational 
opportunities as well as limiting the type of training available, particularly in small programs where 
patient care has less flexibility. 
 
There have been financial implications at many of our programs. Additional Allied Health providers, 
particularly nurse practitioners and physician assistants have been hired to offset the decreased 
flexibility from residents. This is an additional cost to the training programs based on organizational 
and support issues and in some cases the cost of additional staff has created budgetary issues. There 
has also been significant associated with administering training programs. The burden to program 
directors has increased five or more hours weekly then used to be the case. There is also been an 
increase burden on faculty members in many institutions as the team-based care opportunities have 
declined due to work hour restrictions for the residents. 
 
Your organization’s formal recommendations regarding dimensions of resident duty hours 
requirements, and justification (wherever possible) for these recommendations with evidence.  
 
A particular concern of the respondents from our specialty is the arbitrary nature as to the actual 
number of hours allowed. There appears to be very little data capable of justifying a particular 
number such as 80. There needs to be studies done that will answer the question whether or not 
patient safety in resident well-being has actually been positively affected by these workforce rules. 
 
The AAO-HNS recommends maintaining the 80 hour work week rule but allowing more flexibility to 
attend educational opportunities not associated with direct patient care such as afternoon 
conferences. It has been shown that “napping” can safely be used during hours off and still 
participate in educational activities. Alternatively, consideration could be given toward adding 
additional didactic educational hours to the week. 
 
Another opportunity to improve continuity of educational experience in the surgical arena 
particularly would be allowing the required 10 hours between every shift to be averaged over time 
just as the 80 hour work week can be averaged. This would allow participation in a longer surgical 
procedure to completion that would represent the full cycle of operative care. 
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Finally, we would recommend that the PGY-1 rules be returned to previous standards. We do not feel 
this would adversely affect patient safety and would considerably improve progression through the 
educational opportunities being missed to now. 
 
Your organization’s formal recommendations regarding standards governing key aspects of the 
learning and working environment, and justification (wherever possible) for these 
recommendations with evidence.  
 
At a time when the entire momentum in health care delivery relates to safe, data driven team based 
care the resident work hour rules would seem to be a contradictory force to these goals.  There 
seems to be no data that demonstrates the success of the current arbitrarily selected work schedules 
either in improved patient safety or resident education.  All the while it is quite clear that residents 
are placed in difficult ethical situations when having to decide whether to accurately report their duty 
hours or participate in the continuum of learning so important in surgical specialties.  This detracts 
from professionalism as well as learning in a team-based environment.  We urge the ACGME not to 
make any major changes until pertinent data can drive these changes.  We would also caution the 
ACGME that the “shift mentality” is not optimal for many surgical specialties not only in the learning 
environment, but also in actual patient care. 
 
We would recommend that flexibility be added to the rules that would allow residents to take part in 
non-patient care educational activities that might overlap allotted time as well as the ability to finish a 
surgical case they have started.  We also recommend reviewing after hour regulations for PGY-1 
residents to allow more predictable acquisition of skills needed for their PGY-2 activities. 
 
Thank you for the opportunity to respond. 
 
Sincerely, 

 
James C. Denneny III, MD 
Executive Vice President/CEO 
 
cc: Sujana Chandrasekhar, MD, President, AAO-HNS 
 Gregory Randolph, MD, President-Elect, AAO-HNS 
 Robert H. Miller, MD, MBA, Executive Director, American Board of Otolaryngology 
 Jeffrey Bumpous, MD, Society of University Otolaryngologists/Association of Academic 

Departments of Otolaryngology 
 Mark Wax, MD, Otolaryngology Program Directors Organization   
 Samantha Anne, MD, Chair, AAO-HNS Young Physicians Section 
 Meghan Wilson, MD, Chair, AAO-HNS Section for Residents and Fellows 


