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 February 22, 2016 
 
Thomas J. Nasca, MD, MACP 
ACGME 
515 North State Street 
Suite 2000 
Chicago, IL 60654 
 
Dear Dr. Nasca: 
 
The American Board of Urology (ABU) would like to commend the 
ACGME for the recent initiative conducting a complete review of its 
accreditation requirements for resident duty hours, and key dimensions of 
the learning and working environment. We have learned that a number of 
stakeholders involved in the education and training of urology residents 
have also been contacted, and we applaud these important efforts. Our 
comments follow a collective review of input from our current and former 
Trustees, our Diplomates, and the associated organizations that contribute 
to the ABU membership. In addition, we reviewed the ACGME Program 
Requirements for Graduate Medical Education in Urology as well as the 
requirement(s) for resident and fellow learning and work environment as 
specified in the ACGME institutional requirements.  
 
The American Board of Urology (ABU) is very supportive of these 
initiatives, which are clearly in the interest of public safety and 
quality of care. It is important for clinicians to lead institutions in 
developing and improving all aspects of patient safety, quality 
improvement (QI), transitions of care, resident supervision, duty hours 
and fatigue management. The Board of Urology supports the ACGME for 
increasing emphasis and attention to these very important aspects of 
clinical care. 
 
In the Program requirements for urology, duty hours must be limited to 80 
hours per week, averaged over a four-week period (VI.G.1). The duty 
hours for a PGY-1 resident must not exceed 16 hours in duration 
(VI.G.4.a), and residents must accomplish effective transitions of care in a 
period of no longer than 4 hours after a duty period of 24 hours 
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[VI.G.4.b).(2)]. While the ABU remains committed to insuring a safe 
and effective learning environment for our trainees and our patients, 
we join our colleagues in calling for more flexibility in the duty hours 
requirements. In the surgical environment, there are specific instances of 
patient care or patient safety, where it is in the best interest of the patient 
or the learner for the duration of care to exceed 24 hours or the duration of 
transition may last longer than 4 hours. There are cases of significant 
educational value to a trainee, following appropriate fatigue mitigation 
guidelines, where extending care beyond the duty hour requirement 
enhances their training experience (as well as patient safety). The Society 
of Urologic Chairpersons and Program Directors (SUCPD) conducted a 
survey of urologic program directors regarding the learning environment. 
An overwhelming consensus of urologic program directors is that 
more flexibility in duty hours implementation is needed, and the ABU 
agrees with this need. Our experience in this area is in concordance with 
the findings of Bilimoria, et al (DOI: 10.1056/NEJMoa1515724; published 
2/2/16 at nejm.org) that increased flexibility in the work hours 
requirements for surgical residents was not associated with adverse 
outcomes. Many organizations, including the ACGME, acknowledge the 
potential pitfalls in patient care transition. More flexibility in the duty hour 
restrictions may lead to more effectively timed care transitions in the most 
critically ill patients. Lastly, in the area of duty hours requirements, the 
ABU is requesting a review of the 16 hour work requirement in the PGY-1 
year. The concern is that these requirements have led to changes in the 
rotations of these residents that are diminishing the surgical experience 
gained in the pre-urology year, and this is leading to Uro-1 residents with 
lessened surgical experience than their predecessors. The ABU supports 
calls for more flexibility as well as a review of the effectiveness of the 
16 hour duty limitation on PGY-1 residents. In the current environment, 
any alteration from the duty hours implementation may lead to non-
compliance or a program citation.  
 
 
In summary, The ABU strongly feels that our trainees and patients will 
benefit from flexibility in the implementation of the current duty 
hours requirements. The ABU remains committed to maintaining a safe 
and effective environment for our patients and trainees. We look forward 
to continuing dialogue with the ACGME into efforts introducing 
flexibility in the duty hours implementation while maintaining a safe and 
effective training environment.  
 
 
 



 
 
In Section III.A of the institutional requirements,  the ACGME notes that 
accredited “programs must provide a learning and working environment 
in which residents have the opportunity to raise concerns, provide 
feedback without intimidation or retaliation and in a confidential matter”. 
The ABU agrees with these principles. In many institutions there are 
varying methodologies to reach this goal. A number of our programs have 
instituted secure websites, anonymous email addresses, direct access to the 
GME staff, and multiple other ways for the residents to provide 
confidential input regarding their training environment. Despite these 
multiple initiatives, there are really no established guidelines as to what is 
deemed acceptable or recommended by the ACGME to achieve these 
goals. Thus, there are few established safeguards to prevent this from 
being dependent on the resident survey, and the ABU recommends 
guidelines or “standards” specified for our participating programs.  
 
In Section III.B1, the sponsoring institution must “ensure that residents 
and fellows have: access for systems for reporting errors, adverse events, 
… in a protected manner that is free from reprisal and opportunities to 
contribute to root cause analysis or other similar risk-reduction processes 
(III.B.1b).” The ABU strongly agrees with these principles. In the interest 
of patient safety and protection of the public interest, these measures are of 
vital importance in life-long learning, self-assessment and practice 
improvement. The ACGME has introduced a method of CLER evaluations 
of sponsoring and participating institutions (J of GME, Sept 2012).  This 
process evaluates the six areas of focus in the learning and work 
environment as part of institutional process. Residents from each program 
must have access to, and participate in these programs. The ABU fully 
supports these efforts. Member institutions of the ABU have expressed 
some concern regarding duplication in this process, leading to excessive 
documentation and some confusion. The ABU supports streamlining the 
residency reporting in CLER accredited institutions to document how 
residents are provided access and participate in these programs as 
well as how the faculty is involved.  
 
Transition of patient care (II.B.3) is an area of clinical medicine 
warranting increased scrutiny with the intent of enhancing care and 
promoting patient safety. Programs must facilitate development of 
effective care transitions with the goal of standardized protocols in patient 
care transition. The ABU strongly agrees with these principles. In the 
interest of patient safety and protection of the public interest, these 
measures are of vital importance in practice improvement, quality of care 
and responsiveness to patient needs. These institutional processes are also 
included in the CLER evaluations. The ABU fully supports these efforts, 
and encourages the ACGME to recommend various techniques of 
transitions such as TeamSTEPPS or other methods that can be 
incorporated into the training programs with relative ease.  
 
 



 
 
The ABU is supportive of the Supervision Guidelines in the Learning 
and Working Environment (III.B.4).  
 
The ABU is supportive of the ACGME requirements to facilitate fatigue 
management and mitigation (III.B.5b) as well as developing an 
educational program for faculty and residents in fatigue management and 
mitigation (III.B.5.c). As mentioned above, the ACGME has introduced a 
method of CLER evaluations of sponsoring and participating institutions 
(J of GME, Sept 2012).  This process evaluates the six areas of focus in 
the learning and work environment as part of institutional process. 
Residents from each program must have access to, and participate in these 
programs. The ABU supports streamlining the residency reporting in 
CLER accredited institutions to document how residents are provided 
access and participate in these programs as well as how the faculty is 
involved.  
 
The ABU is fully supportive of the ACGME efforts to insure fulfillment of 
educational and professional responsibilities including scholarly pursuits 
(III.B.6.a), completion of required documentation (III.B.6.b), and 
identification of resident or fellow mistreatment (III.B.6.c). The reporting 
process for scholarly activity is standardized across programs, and easily 
updated yearly. Many institutions mandate and require updated 
documentation, which is also easily reported. The ABU is supportive of 
the Professionalism Guidelines in the Learning and Working 
Environment (III.B.6).  
 
The ABU is very willing and eager to send a representative to 
participate in the ACGME Congress on these issues. We are 
motivated to remain active participants in these important 
discussions.  
 
 Respectfully Submitted,  
 
 
 
 
 
Ian M. Thompson, M.D.  
President, American Board of Urology 
 

 
 
Gerald H. Jordan, M.D.  
Executive Secretary, American Board of Urology 

 


