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Thomas J. Nasca, MD
CEO, Accreditation Council for Graduate Medical Education 
515 N. State St, Suite 2000 
Chicago, IL 60654

Dear Dr. Nasca:

We are responding to your request for a formal position paper from the American Board 
of Surgery (ABS) in regard to the ACGME review of the accreditation requirements for 
resident duty hours and key dimensions of the learning and working environment. You 
specifically requested responses to the following points:

1. ABS position on the current ACGME resident duty hour requirements

2. ABS recommendations regarding dimensions of resident duty hours requirements

3. ABS recommendations regarding standards governing key aspects of the learning and 
working environment.

The opinions expressed herein were derived from four sources:

(A) The American Board of Surgery is composed of 36 directors who are actively 
practicing surgeons plus one public member who is a health policy analyst at George 
Washington University. Three of the practicing surgeons are at-large members who are 
chosen because of their practice in a rural non-academic environment. Slightly more 
than half are general surgeons, and the remainder are specialists in vascular surgery, 
pediatric surgery, surgical critical care, gastrointestinal surgery, and other general surgical 
subspecialties. These individuals typically have 2-3 decades of experience as surgical 
educators; most have been program directors, and the majority are currently division 
chiefs, department chairs, or medical school deans. These individuals have extensive 
direct contact with surgical residents on a daily basis, and are responsible for the 
operation of surgical residencies in all types of institutions. Their aggregate experiences 
are reflected in the discussions and decisions made by the ABS in regard to the 
requirements for certification in surgery and its subspecialties.

(B) ABS has the responsibility to examine surgical residents' cognitive knowledge on a 
yearly basis during residency via the American Board of Surgery Intraining Examination 
(ABSITE), which is required of all surgical residents. It has the further responsibility to 
examine residents after completion of residency and to determine their fitness to practice 
surgery independently. This is accomplished by requiring an extensive written 
application from each resident, which includes a log of all operative cases over five years, 
a summary of their clinical rotations and educational experience, and a program director's 
attestation in regard to multiple other qualities necessary to be a competent surgeon. 
Upon approval of each application, the resident must then successfully complete a 
written examination of 225 items which broadly covers cognitive material encompassing
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the breadth of general surgery, followed by an oral examination administered by 6 examiners, which 
assesses the clinical management and decision making aspects of surgery across all clinical areas. These 
examinations are rigorous, with an average fail rate of 15-20% on the written and 20-25% on the oral. Each 
director of the ABS participates in 7.5 days of oral examinations, and typically examines 80-90 candidates, 
yearly, thereby acquiring timely experience in the assessment of surgical knowledge and clinical expertise 
of graduating residents.

(C) The third way in which the ABS gathers information about residency is through the periodic conduct of 
surveys of residents, and formal studies related to specific questions. One such comprehensive survey was 
conducted with the assistance of the Robert Wood Johnson organization and Yale University and resulted in 
a publication in JAMA (1).

A second was an extensive survey of all surgical residents graduating during the last five years (2009-2013, 
N=5000), which was conducted two years ago by an external firm (Anderson-Niebuhr, Minneapolis, MN) 
This survey was completed by 3354 residency graduates (68% response) and provides an extensive 
database defining multiple aspects of residents' current training and attitudes.

In addition to the major surveys noted above, we conduct a shorter survey of all residents each year in 
conjunction with the ABSITE, and use this to learn more about resident attitudes toward specific questions 
of current interest.

(D) Finally, the ABS has had a seminal role in conceiving, organizing, implementing, and funding the FIRST 
trial, which has recently been completed and reported at the Academic Surgical Congress, with a 
simultaneous publication in the New England Journal of Medicine (3). This large prospective randomized 
trial concluded that more flexible duty hours which adhere to the 2003 but not the 2011 standards result in 
significant improvements in the clinical and educational experiences of residents, in their perceived 
professionalism, and in their perceptions of improved patient safety and continuity of care. The more 
flexible hours do not have a negative effect on the quality or outcomes of patient care, nor do they result in 
greater dissatisfaction of residents with their overall well-being. This study is the first and currently is the 
only such study which has directly evaluated the effect of more flexible work hours on multiple parameters 
reflecting both the patient and resident experience in actual practice, and it provides strong evidence of the 
need to alter current requirements in order to improve the professional life and education of residents.

Based on the above, the following represents ouropinion about changes which are needed.

Resident Duty Hours
It is the ABS position that the three basic requirements: (A) Duty hours limited to 80 hours per week, (B) 
one day free of duty every week, and (C) in-house call no more often than every third night (all of the 
above averaged over 4 weeks) are appropriate and should be maintained for most surgical residents.

However, we feel the specific requirements regarding shift lengths and time off are overly rigid, are 
inappropriate in the context of the professional clinical responsibilities which are necessary for the care of 
critically ill hospitalized patients, and have contributed significantly to a reduction in the clinical experience 
of residents and the opportunities for a greater degree of independence and autonomy, particularly in the 
senior years of residency. The specific requirements we feel are detrimental are:

(A) PGY-1 residents limited to 16 hour shifts and required to have 8-10 hours free of duty between duty 
periods
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(B) PGY-2 and above residents limited to 24 hour shifts (with an additional 4 hours for transitions) and 
required to have 8-10 hours free of duty, with at least 14 hours free of duty after 24 hour shifts.

(C) Night float call limited to six consecutive nights.

We know of no physiologic or other data which indicates that PGY-1 residents are somehow more 
physically or intellectually fragile than their older peers, and therefore need more rigorous protection. 
These individuals are generally less than 30 years old, are at their physical and intellectual peak, and should 
be capable of the highest levels of mental and physical activity that they will ever achieve. To somehow 
conclude that they need different standards from residents immediately senior to them is unproven, 
arbitrary and illogical.

This rule has had the perverse effect of limiting the participation of PGY-1 residents in more challenging and 
demanding clinical situations, as they are more frequently required to transfer patient responsibilities in 
order to limit their hours. This has lessened and delayed their educational experiences and clinical 
maturation, and their intermittent availability has often made them a supernumerary member of the care 
team. Because of their more limited presence they are not given clinical responsibilities of which they are 
capable, nor optimal participation in important learning experiences.

The requirements for arbitrary shift lengths for residents are incongruent with the nature of clinical 
responsibilities in much of the surgical world. In a purely elective surgical practice where urgent and 
emergent problems are absent, one could adhere to such a schedule because all activities could be 
scheduled on a Monday to Friday daytime basis, which would allow for defined clinical activities with 
predetermined time off.

Much of surgical practice, however, does not adhere to such a schedule, and is defined by the unexpected 
arrival of patients, unanticipated urgent and emergent problems which arise both inside and outside the 
hospital, and unanticipated findings intraoperatively which necessitate changes to operative and clinical 
plans. The areas of trauma and acute care surgery, surgical critical care, transplantation, emergency 
department surgical consultation, vascular surgery, pediatric surgery, and gastrointestinal surgery are 
particularly prone to unexpected findings. Other specialties which work closely with general surgery in 
trauma and emergency care are orthopedic surgery and neurosurgery, which also frequently necessitate 
urgent and emergent treatment and irregular clinical schedules.

To impose rigid clinical schedules on residents which dictate their adherence to an arbitrary time schedule 
that has no relationship to the optimal care of patients is illogical, disruptive, and detrimental to the best 
quality care, in addition to undermining the professionalism and autonomy of the surgeon. Requiring 
clinical behavior to be determined by the clock rather than by a response to patient needs reverses 2000 
years of developed medical ethics, which properly identifies patient care as the essential obligation of the 
physician and imposes an ethical imperative in which patient needs clearly supersede the physician's 
needs. Under the present resident work hours restrictions we are indoctrinating a generation of physicians 
in the ethic that once they enter practice, regulating their personal time is a more important consideration 
than the welfare of their patients.

The conflict created in residents by mandating shift lengths and requiring arbitrary time off has been 
reflected in the widespread knowledge that residents often lie and misrepresent their duty hours in order 
to participate in patient care which they know is valuable to their education and important for patient
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welfare (2). To create a system which knowingly requires residents to be dishonest in order to provide 
optimally for their education and for patient care is inherently perverse and unacceptable. The ethical 
conflict occurs almost equally in the faculty overseeing residents, who are aware of the misreporting and 
the ethical reasons for it, but at the same time are asked to enforce ACGME requirements. It is clearly time 
for this conflict to be resolved.

Requiring arbitrary shift lengths and time off, mandating naps, etc., and all other requirements in regard to 
the specifics of regulating resident duty hours are inherently unworkable in a system as complex as patient 
care. There are an infinite number of different and unexpected ways in which doctors incur clinical 
obligations and need to be able to respond to patient needs. Obviously these needs cannot be satisfied by 
a single physician working for unacceptably long hours. However, the regulation of this situation must be 
worked out on the local level by common sense and local needs, as has been done from the beginning of 
medical care provision by resident hospital staff, starting more than 100 years ago. There is a need for an 
overall limit on hours worked, and the 80 hour week with the attendant global requirements described at 
the outset provides this. However, to impose in addition a rigid controlling structure on a process that is as 
inherently complex and individualized as patient care unavoidably creates conflicts between arbitrary rules 
and the ethics of medicine, and engenders gaming and dishonesty. A better answer must be found.

Night Float Restrictions
The next point which we wish to comment on is the requirement that residents have no more than six 
consecutive nights of night float call. This requirement is illogical and seems to ignore known physiology in 
regard to circadian rhythms, as it mandates that residents will be subjected to the most physiologically 
disruptive and disorienting experience that one can create -  altering your circadian rhythm by 12 hours 
twice per week. Anyone who has experienced an abrupt shift change of approximately 12 hours will 
confirm that for the first 2-3 days after the change they experience physiologic disruptions of the most 
severe sort, until their internal processes adjust to the new circadian cycle. To limit night shifts to six days 
(and presumably to return to a normal daytime schedule at both ends of this time period) mandates that 
the individual affected will have to deal with this severe disruption twice in every 8-9 day period.

It is far better to group periods of night call into longer periods, as continuous prolonged night call is 
markedly less disruptive and stressful than a weekly change. To minimize the disruptive effect of 12 hour 
shift change it is preferable that night call be grouped into two, three, or four week periods, with one day 
free each week, rather than have the abrupt 12 hour change occurring weekly. Whatever night call is 
required within a given clinical rotation, be it two  ̂three, or four months in length, it is far preferable for it 
to be grouped into longer intervals, rather than to make the day/night switch on a weekly basis.

Work Hours and Autonomy for Chief Residents and Post-Residency Fellows
The last issue which we wish to address is the need for senior residents, chief residents, and residents in 
post-residency fellowships to be removed from the 80 hour restrictions as well as the other work hour 
restrictions. These residents are in the final years of their professional training and are preparing to enter 
independent practice. They are responsible for the overall oversight of patient care services, and are 
expected to function at a similar level to independent practitioners in assuming full responsibility for 
patients under their care. These individuals should be free to determine when they are needed at the 
hospital, when they need to arrange alternate coverage, and when they need to closely monitor critically III 
patients in regard to continuity of care. Imposing arbitrary time limits on their clinical responsibilities 
creates direct conflicts with their ethical responsibilities to patients and is contrary to what they will be 
expected to do immediately after completing training -  providing independent care for patients in a setting 
where there is no one supervising them.
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We believe that the work hour restrictions have significantly reduced the experience residents get during 
their training in regard to progressive autonomy and independent decision making. The work hour 
restrictions have disproportionately reduced the hours which residents spend in the hospital during nights 
and weekends, and these are the periods when fewer supervisory staff are available and residents have 
more independent responsibility for patient care. Both in the care of critically ill patients and in their 
operative responsibilities, residents acquire much greater experience in working independently during night 
and weekend shifts, and the 80 hour week has reduced this experience by approximately 50% (5). As a 
result, residents are less able at graduation to assume independent responsibility for multiple aspects of 
patient care, and less prepared for an independent role in practice after graduation.

Mattar (4) in a review by program directors who oversee general surgery residency graduates entering 
post-residency fellowships found that 30% of their fellows could not independently perform a laparoscopic 
cholecystectomy, 66% could not operate independently for 30 minutes of major procedures, and 30-50% 
lacked critical tissue handling skills in regard to laparoscopic surgery. These are all skills that would be 
expected of 100% of graduating general surgical residents.

The American Board of Surgery has found in its written and oral examinations that there has been a marked 
deterioration in the performance of graduating residents on the oral examination since 2006 -  an 
examination which is directed toward the testing of clinical judgment, clinical decision making, and 
management of complications. Figure 1 shows the performance of residents on the written examination 
over the last several years, which is designed to test cognitive knowledge. These results have been stable 
over the last several years.

Figure 2 shows similar longitudinal results for the oral examination, which is directed at testing clinical 
management and decision making, and it can be seen that the failure rate has nearly doubled from 16% to 
28% from 2006 to 2012, the period when resident work hours were beginning to affect the training of 
graduating surgical residents. While the reasons for this deteriorating clinical performance are likely 
multiple (5), the reduced experience residents have in regard to independent responsibility for patient 
management, and the ability to acquire progressive competence through graded responsibility for 
management is a significant factor.

It is therefore essential that chief residents and post-residency fellows be given leeway in regard to work 
hour restrictions, and be allowed to focus primarily on their obligations to patients without having to also 
satisfy rigid shift restrictions. Residents in post-residency fellowships are already board eligible or board 
certified, and could be in independent practice, free of the work hour restrictions. To maintain limits on 
their personal decision making in regard to time spent in patient care is unnecessary and harmful to their 
education. Present regulations recognize this need, but do not provide the specific exemptions which are 
needed. The present language states: "Residents in the final years of education must be prepared to enter 
the unsupervised practice of medicine and care for patients over irregular or extended periods." While this 
statement is correct, it does not provide any concrete guidelines, nor does it provide clear reassurance to 
residents (and program directors) that the ethical obligation to the patient is paramount for residents at 
this level. A more explicit exemption is essential for senior and chief residents, and post-residency fellows 
that will clarify their ability to independently determine their schedules in regard to patient care.

Summary
In summary, we are supportive of the overall maintenance of the 2003 requirements for work hours for 
most residents, but believe that the rigid shift requirements of the 2011 work hours need to be rescinded in
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order to improve the educational and professional needs of residents. In addition, nearly all work hour 
restrictions should be removed from chief residents, senior residents functioning in "chief' level rotations, 
and post-residency fellows in specialty or subspecialty training. Finally, the requirement that not more than 
six nights be spent on night float rotations needs to be removed, as this inadvertently creates a more 
physiologically stressful requirement because of its interference with normal circadian rhythms.

Frank R. Lewis, MD
Executive Director, American Board of Surgery
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