
 
 
 
 
 

 
 

 
January 29, 2016 
 
 
Thomas J. Nasca, MD, MACP  
Chief Executive Officer  
Accreditation Council for Graduate Medical Education 
515 North State Street 
Suite 2000 
Chicago, IL  60654 
 
Dear Dr. Nasca: 
 
On behalf of the American College of Obstetricians and Gynecologists and the Council of Residency 
Education in Obstetrics and Gynecology, I am pleased to respond to your letter of December 21, 2015. 
As an RRC chair in 2000 and 2001, I clearly remember the development of ACGME Competencies and 
the creation of work hour requirements.  The impact of the Bell Commission in the State of New York, 
1989, which was created to address patient safety as well as resident fatigue and well-being, generated 
similar restrictions for all residency training programs. 
   
We gathered information to respond to your questions from our 243 residency program directors.  Of 
these, 187 (77%) replied and we are answering your queries with their responses. 
 
• Our formal position on current duty hour requirement and its cost: 

 
Our formal position is to support ACGME’s duty requirements and we assume that all of our programs 
are following them; we have no reason to believe that they are not.  To provide evidence on the cost of 
its implementation, we asked if extra staff or additional residents were hired. 
 
Of respondents, 62% of program directors hired more staff.  These were largely nurse midwives, nurse 
practitioners, physician assistants and surgical technicians.  These staff assisted in surgery, staffed labor 
and delivery, and provided pre-natal care. However, 18%-20% of cases were unable to be performed 
with residents due to duty hour restrictions.  Although there is an increase in the financial costs to 
programs, more important is the significant decrease in educational opportunities in our specialty, 
which is suffering from decreased surgical experience overall. 
 
In addition, our query found that 15% of program directors hired another resident.  More programs 
requested additional residents, but were refused by the RRC due to low surgical volume. 
 
• Formal recommendations regarding the dimensions of resident duty hours 
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We asked the program directors for recommendations regarding specific changes in work hours.  The 
chart below lists the distribution of answers.  
 

 Strongly + No Impact Strongly - 

16 hour limit for PGY-1 9% 23% 68% 

10 hour rest period 32% 46% 22% 

1 in 7 days off 57% 35% 8% 

24 hour limit 41% 34% 26% 

 
Their comments can be summarized as supporting the 80 hour restriction, but allowing flexibility in the 
length of time that residents may be in the hospital so that they are available for educational 
opportunities. They emphasized the importance of flexibility in ensuring that rounds provide teaching 
moments, rather than just being “get it done, service” times, and enabling patients to be followed 
during an entire labor and entire surgical case.  For surgical rotations, the limitations on continuous duty 
hours are a detriment to training.  Thus, our recommendations can be summarized: 
 

1. We are supportive of the 80 duty-hour restriction. 
2. The PGY1 or intern duty hours are best kept the same as other residents to increase team 

collaboration, enhance their education and decrease handoffs. 
3. Increased flexibility in daily duty hour expansion will increase educational opportunities and 

clinical activities that would benefit the resident and, ultimately, patient care. 
 

• Recommendations regarding standards governing key aspects of the learning and working 
environment 
 

The work hour restrictions have differing effects on the medical, surgical and obstetrical aspects of our 
residencies: 
 
Medical training:  Forty nine percent (49%) of program directors felt there was no impact on resident 
education and 48% noticed a strongly negative effect.  They cited that residents felt that time out of 
work was not for reading or studying, but for non-medical personal and family activities.  Many 
commented that residents were unable to attend educational opportunities such as Grand Rounds and 
faculty conferences in order to comply with the requirements.  Many commented that faculty felt 
residents were not prepared for cases.  Thirty two percent (32%) felt there was a negative impact on 
resident reading and 62% felt there was no impact. However, 80% of programs cited no decrease in the 
annual in-training exam scores, 18% noted a decrease, and 2% thought work hour changes had a 
positive effect.  Of those who thought it had a positive effect, they reported that residents were more 
rested and less likely to snap on the phone.  The others said there was no change in in-training exam 
scores. 
 
Surgical training is the most influenced.  Sixty two percent (62%) said it has a negative impact and all of 
those cited a decrease in resident case logs.  One program cited that 20% of operative cases were no 
longer attended by residents. Only 3 programs felt there was a positive effect.  One commenter 
mentioned that the attending physicians knew the residents less, due to less residents’ presence and 
thus were less likely to allow residents to heavily participate in their cases.  This has an extremely 
important, negative effect on surgical training.  Many of our programs are experiencing a decrease in 
cases, which limits the residents’ opportunities to participate in the cases that are available and is a 
detriment to future surgical skills and to women’s health.   



 
Obstetrical training is influenced, but not as heavily. Fifty four percent (54%) said it has no impact, and 
44% said it has a strongly negative impact.  The impact was less in experience than it was in patient care.  
Faculty felt the care was fragmented and often described this as “shift work,” stating that the continuity 
of care was lost.  Perhaps only an obstetrician can understand the relationship one develops with a 
laboring patient – a relationship that is lost when the continuity of following labor is fragmented. 
Programs cited a 10% to 50% decrease in obstetrical cases.  Although this was referenced as a possible 
handicap in the ability of the resident to perform a difficult Cesarean section, overall the effect was not 
as great as that in gynecological surgery because of the larger number of overall obstetrical 
opportunities. 
 
There are other effects on medical care that the duty hour restrictions potentially influence: 
 
Medical errors:  Thirty eight percent (38%) of the program directors felt there were more medical errors 
related to duty hour restrictions, while 5% cited fewer errors.  Almost all comments were that more 
hand-offs introduced more errors.  In programs that cited no change, there was an increase in errors 
due to transition of care, but a decrease in errors due to resident tiredness.  Eighty two percent (82%) of 
respondents said there was no impact on surgical errors and the 5% who had fewer surgical errors 
attributed this to less resident fatigue.  A few programs stated this was because the residents did less 
surgery and the attending did more of the case. 
 
Completion of Medical Records:  Program directors found it difficult to differentiate between work hour 
restrictions and the implementation of electronic medical records when it came to residents completing 
their records. 
 
Work-Life Balance:  Sixty six percent felt the residents had a better work-life balance.  However, there 
was no reported effect on the number of depressive or suicide episodes. 
 
Patient Care:  When asked how residents related to patients, 30% felt duty hours made it worse and 
61% had no impact.  Again, comments reflected how the shortened day decreases relationships with 
patients and leads to “shift work” mentality.  Nonetheless, 77% reported no impact on patient 
complaints and of the 19% that reported more complaints, the most frequent patient complaint was 
“too many faces” to learn. 
 
Attending Physician Comments:  Overwhelmingly, attendings complain that residents are not committed 
to patient care and have less surgical skills.  They feel that the residents are not prepared for practice 
and cite duty hours as the primary reason.   
 
Thus, resident relationships with patients and attendings are suffering. Based on this survey, it is largely 
because of lack of attendance and because residents are forced to leave surgery and their obstetrical 
patients in the middle of care.  This leaves the impression of lack of commitment and decreased 
professionalism.  Again, our recommendation is to allow day-to-day flexibility but maintain the overall 
duty hour limit. 
 
• Participation in a learning and working environment workshop 

 
ACOG is most willing to participate in the educational Congress this March in Chicago, to discuss 
residency duty hours in the learning and working environment. 
 



In conclusion, residency duty hour restrictions have come into play at the same time that technological 
advances have dramatically changed how healthcare and surgical procedures are provided and 
performed. This overlap of reduced time for education and training in areas where training 
opportunities have been diluted via technology has created great concerns in many surgical specialties, 
including ob-gyn.  Further, we can certainly anticipate that technological advances will continue to 
change the way medicine is practiced and healthcare is delivered. While duty hour restrictions have 
accelerated the concern regarding adequacy of residency training, the combination of these effects will 
force many specialties to relook not only how they’re training residents but, furthermore, what they are 
training them to do. 
 
Respectively submitted, 

 
Hal C. Lawrence III, MD, FACOG 
Executive Vice President and CEO 
 


