
 
 
 
 
 

 

January 28, 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, 

 

The American College of Emergency Physicians (ACEP) received your request for our 

organization’s formal position on current ACGME resident duty hour requirements and 

their implications for cost, education and the working environment. We commend the 

ACGME for recognizing the importance of resident work hours as they pertain to domains 

of patient safety, resident wellness and the educational experience. We support the 

ACGME’s efforts to revise and refine the current work hour requirements utilizing a 

continuous improvement model.  

 

As requested, ACEP will participate in the ACGME’s Second Resident Duty Hours in the 

Learning and Working Environment Congress to be held in March 2016. Below, please 

find ACEP’s organizational position and recommendations. 

 

In preparing this response, ACEP convened a working group of twelve experts in medical 

education, each with extensive experience in graduate medical education (GME) in 

emergency medicine (EM). Additionally, many possess expertise in general GME and duty 

hours through leadership roles in their respective institutions. ACEP collaborated with the 

Council of Emergency Medicine Residency Directors (CORD) to conduct a robust survey 

of EM educators to gain a deeper understanding of the broader specialty perceptions of the 

impact of current ACGME duty hours on patient care, resident wellness, educational 

experience and residency and hospital costs. The results of this January 2016 survey are 

summarized in Tables 1, 2, and 3 and will be used as supporting evidence for our 

recommendations. 

 

ACEP’s formal position on the current ACGME resident duty hour requirements, 

including impact analysis, from our organization’s perspective, on costs and impact of 

implementation. 

 

 Formal Position:  

 ACEP supports resident duty hour requirements to improve patient 

safety, promote resident wellness, and enhance learning. 

 At present, ACEP has concerns about the impact of resident duty hour 

requirements on patient safety, quality of training, and costs.  

 ACEP believes resident duty hours should be revised to better support 

the educational experience. 

 ACEP believes that the ACGME should explore specialty-specific duty 

hour requirements for all specialties. 
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ACEP believes residency training programs must be committed to promoting a 

supportive educational environment with resident well-being and patient safety as 

essential components. These must be balanced with maintenance of appropriate 

educational experiences if we are to train competent physicians. Current training 

standards in EM emphasize patient safety by requiring continuous on-site 

supervision of residents and mitigating resident fatigue. Resident fatigue has been 

addressed by restricting emergency department (ED) shift length and limiting 

consecutive days worked. These standards for EM are longstanding and suggest 

that uniform duty hour requirements may not be suitable for all specialties. 

(Wagner 2010) Further development of specialty-specific requirements may be 

beneficial.  

 

At present, ACEP has concerns about the impact of resident duty hour 

requirements on patient safety, quality of training, and costs. Current duty hour 

standards aim to promote patient safety by minimizing medical errors made by 

fatigued resident providers. However, recent systematic reviews are mixed as to 

whether duty hour reforms improve patient care or resident wellbeing. (Bolster 

2015, Lin 2015)  Specifically, while they have been effective at limiting long 

working shifts, there is concern that an increased number of handoffs occur 

resulting in less continuity of patient care and an increased risk of handoff-related 

medical errors. (Kogen 2006)  ACEP suggests teaching hospitals continue to 

design and implement structured processes for handoffs in order to ensure 

continuity of care and patient safety. Emergency medicine includes such training 

within their programs.  

 

A second patient safety issue unique to EM is ED throughput. ACEP believes the 

current ACGME duty hour standards negatively affect ED throughput by 

increasing consultant decision times and prolonging times for admitted patients to 

be assigned an inpatient bed. Consultant decision time has been shown to be a 

significant contributor to ED length of stay. (Lee 2014) Furthermore, by limiting 

the availability of inpatient providers, hospital discharges are delayed and ED 

boarding increases. Previous studies concluded that ED boarding of inpatients 

increases patient morbidity and mortality. (ACEP 2008, Sprivulis 2006, Singer 

2001) 

 

The economic impact of duty hour reform has been substantial for EM. The 

significant economic impact for EDs has been the cost of replacing trainees who 

are pulled from ED rotations and repatriated back to their home residency 

programs in order to fulfill their service obligations. While there are no specific 

data to determine the amount lost, surrogate costs are available. For example, 

providing 16 hours of care daily by advanced practice providers (APPs) in the ED 

costs an organization approximately $500,000. We suspect that similar effects are 

felt in other specialties as their resident workforce hours are decreased. This results 

in less institutional funding available for educational programs without 

concomitant improvements in patient safety or training efficacy, as noted above.  

 

The most significant economic impact of the duty hour rules for emergency 

medicine residency programs is the expansion of the administrative burden for 

logging and monitoring residents’ time. (Vidyarthi 2005)  Emergency medicine 

has had guidelines in place for decades that matched or exceeded the ACGME 

duty hour standards requiring almost no changes to the training environment for 

EM. Our specialty has done well with local monitoring systems. The required cost 

significantly increased with the expanded documentation and oversight required by 

both GME offices and residency programs. In some cases, compliance has required 
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that programs purchase electronic management systems and devote faculty and 

administrator time to review and monitor data. It could be argued that savings from 

duty hours-related improvements in patient safety justify the personnel and 

administrative costs. However, since EM did not need to adjust duty hours, we did 

not appreciate any expected improvement in patient safety (and decreased cost of 

care) based upon duty hour changes. Thus, only the expense is found in EM. 

(Nuckols 2010)   

 

ACEP’s formal recommendations regarding dimensions of resident duty hours 

requirements, and justification (wherever possible) for these recommendations with 

evidence.  

 

Formal Recommendations:  

 ACEP supports the use of evidence-based resident duty hour dimensions 

to the end that they improve patient safety and resident wellness. 

 ACEP recommends that the ACGME revise the current dimensions to 

take into account the need for programmatic autonomy and flexibility 

germane to adult learning and professional development. 

 ACEP recommends absolving residency programs of the administrative 

burden of monitoring external moonlighting. 

 ACEP recommends that the ACGME revise these dimensions in a way 

that maximally promotes and fosters professional citizenship, patient 

accountability and academic service.  

 

ACEP supports maintaining an educational environment that enhances patient 

safety and resident wellness while still maintaining important aspects of the 

educational experience necessary to prepare residents for the independent practice 

of medicine within their chosen specialty. While the identified ACGME 

dimensions of resident duty hours (e.g., total weekly work hours, required time off 

and time between work responsibilities) are effective at promoting some of these 

goals in EM, ACEP believes that, as currently implemented and enforced, they 

unintentionally limit the programmatic and resident-level autonomy and flexibility 

germane to adult learning and career development. As such, ACEP recommends 

that there be greater flexibility within these dimensions to afford programs and 

residents the ability to balance educational program requirements (i.e., clinical 

versus non-clinical), academic pursuits, and personal career interests of individual 

residents. 

 

Programs are tasked with preparing residents for the unsupervised practice of 

medicine. Part of this practice includes balancing and integrating clinical work, 

non-clinical obligations, and other opportunities in order to provide patient care, 

build expertise, and allow for individual personal and professional development. 

We believe current requirements around duty hour definitions and enforcement 

compromise a program’s ability to support and foster this development in EM and 

likely other specialties.  

 

Physician burnout is a major challenge facing medicine. (Keller 1989)  While the 

duty hours were implemented to promote physician wellness and to prevent 

burnout, the current duty hour requirements have failed to reduce fatigue and 

burnout. (Ripp, 2015)  The reasons for the paradox are not clear, but it is likely 

multifactorial, and some authors believe this to result from excessive workload 

compression that stems from the current duty hours structure and tracking 

requirements. (Auger 2012, Hanna 2014) 
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Resident and faculty attendance at didactic conferences is critical.(Lefebvre 2013) 

Unfortunately, overlaying conference attendance requirements on the shift-based 

paradigm that is typically required to meet duty hour requirements dramatically 

decreases a program’s and resident’s ability to be flexible with educational or 

clinical time. By functionally locking a resident into very distinct work and 

didactic obligations with strict duty hour parameters, residents are not able to 

autonomously flex their time to promote personal or career development priorities 

or to address their personal learning needs. Residents have limited ability to move 

clinical shifts without violating duty hours or compromising conference 

attendance. Ideally, duty hour standards would afford programs and residents a 

degree of flexibility to allow individual educational experiences to be maximized.  

 

Currently, programs must track a considerable amount of data to assure duty hour 

standards and other educational requirements are met. While the majority of this 

data is valuable and contributes to improved educational programs, patient safety 

in the learning environment, and resident wellness, some seem less relevant to 

these goals. Tracking resident time spent on activities that are not required by the 

ACGME or program inappropriately relieves the adult learner of responsibility to 

monitor their own well - being, diminishing their ability to explore opportunities 

allowing for individualization in their training. We recommend maintaining the 60 

hours per week scheduled ED shift maximum, but providing flexibility to the 72 

hour rule if it is meant to encompass all outside activities. Additionally, allowing 

for averaging over 4 weeks in EM would be beneficial as it would allow residents 

more flexibility in scheduling. 

 

In general, the current emphasis on duty hours de-emphasizes service and 

professional citizenship as an important component of the career of a physician. 

Though current requirements allow for exceptions when caring for a sick patient, 

the need to provide explanations for these exceptions imposes an additional burden 

on the residents, often resulting in a punitive effect rather than applauding the 

principle of “responsiveness to patient needs that supersedes self-interest” as stated 

in the ACGME requirements (IV.A.5.f.2). (ACGME 2013)  Germane to this issue 

is the resultant increased resident handoffs that also impact the resident education 

experience by limiting their exposure to the continuum of patient care.  

 

While duty hour limits serve an important purpose, allowing a more flexible 

structure would still meet the spirit of the rule while facilitating individualization 

of education and deliberate practice with time management. The short term 

potential impact of duty hours on resident wellness may have unintended negative 

effects on long term wellness as residents are not exposed to the realities of all that 

encompasses medical practice.  

 

ACEP’s formal recommendations regarding standards governing key aspects of the 

learning and working environment, and justification (wherever possible) for these 

recommendations with evidence. 
 

Formal Recommendations:  

 ACEP supports efforts to study the effects of relaxing duty hours 

monitoring and reporting. 

 ACEP recommends that all trainees not on EM rotations be limited to 24 

hour continuous scheduled duty hours, regardless of their level of 

training. 

This position paper is in preparation for publication.

© 2011-2016, American College of Emergency Physicians, Reprinted with Permission.



 

 

 ACEP supports a minimum rest interval between duty hour periods for 

shifts twelve hours or less, and a 14-hour rest period after shifts 

exceeding 24 hours. 

 Rotating residents should be subject to the duty hour standards of the 

host rotation program. 

 

In a recent review (Bolster 2015) and in a formal response to an ACGME duty 

hours task force request for specialty feedback prior to the 2011 standards 

(Philibert 2011, Wagner 2010), EM made several recommendations across the 

three domains primarily affected by those reforms. Emergency medicine educators 

and leaders were recently surveyed regarding the impact of duty hour reforms 

across similar dimensions.  

 

Respondents perceive that duty hour requirements have had a negative impact in 

the following areas:  

 consultant to consultant handoffs,  

 consultant competency to provide requested service in the ED,  

 ED length of stay, ED boarding, and  

 consultant cognitive and procedural competency.  

 

In addition, the ability of programs to deliver an effective didactic curriculum has 

been negatively affected as has overall professional citizenship and accountability. 

In fact, the only areas of perceived positive impact as a result of duty hour reform 

were resident work-life balance/wellness and a program’s ability to foster it. 

Results are summarized in Tables 1, 2 and 3. 

 

As others have suggested, we support more research studying the effects of 

relaxing the duty hours monitoring and reporting process.(Lin 2016) The 

additional administrative requirements for tracking, both by programs and 

residents themselves, has led to lower job satisfaction and increased costs 

associated with hiring staff devoted to monitoring resident duty hours. The burden 

of tracking has contributed to the erosion of professionalism as residents pay more 

attention to “clocking in” and “clocking out.” 

 

Duty hour duration caps (i.e. shift length), inclusive of PGY-1 level trainees, have 

had mixed effects on patient safety and medical errors.(Lin 2016)  Intuitively, there 

may be a positive effect on resident fatigue with shorter shifts; however, data are 

inconclusive.(Bolster 2015, Desai 2013, Hanna 2014, Sen 2013)   

 

Educator perception is that schedule flexibility and conference attendance has been 

negatively affected by duty hour reforms. Shorter shifts lead to more care 

transitions (i.e., handoffs). Indirectly, ED length of stay and boarding have 

increased.(Philibert, CORD survey results)  Emergency medicine shift durations 

have long met the IOM and ACGME standards, balancing clinical growth and 

responsibility with patient and resident safety.  

 

However, non-emergency medicine (i.e. consultant) trainees’ shift length 

restrictions negatively impact patient flow in the ED by requiring more handoffs 

and creating barriers to efficient patient care. (Schuh 2011, Schwartz 2013, 

Sussman 2015)  By applying the same PGY-2 and above shift duration limit to 

PGY-1s, trainee education would be enhanced and there would be a positive 

trickle-down effect that would improve patient care in the ED. We therefore 

recommend that all trainees not on EM rotations be subject to the 24 hour 

continuous duty rule, regardless of level of training.  
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Some specialty review committees (RCs) such as internal medicine require their 

residents to follow their RC standards even when rotating on other services. This 

leads to lost clinical opportunities for those residents, and scheduling and clinical 

inefficiencies for the host program. We recommend that residents should be 

permitted to follow the host program’s duty hour standards such that a safe clinical 

environment and educational atmosphere can be maintained. The host RC is best 

suited to understand the learning environment, patient safety issues and duty hours 

unique to that rotation than are other specialty RRCs.  

 

There is a benefit to resident wellness and safety by mandating a minimum rest 

interval between duty periods. The longer the duty cycle—especially with night 

float or overnight long-call work—the longer the rest interval should be. However, 

shifts in emergency medicine training programs are already limited to 12 hours of 

scheduled duty. Requiring a rest interval equivalent to the duty period can be a 

barrier to schedule flexibility and conference attendance. Establishing a fair but 

more realistic minimum rest interval would re-establish a balance between resident 

wellness, clinical experience, and education. We support the 14-hour rest period 

after a long-call (e.g. 24˚+4˚) shift. 
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January 2016 

 
Table 1: 2016 ACEP-CORD Survey of Emergency Medical Educators Perceptions on the Impact of the 2011 

ACGME Duty Hours – Respondent Demographics  

 N (%) 

Respondents (Total) 154 (100) 

Program Directors (PDs) 92 (60) 

Associate PDs 33 (21) 

Assistant PDs 14 (9) 

Chairs 4 (3) 

Clerkship Director 3 (2) 

Vice Chair 4 (3) 

Chief Residents 1 (1) 

Other 3 (2) 

Program Geographic Location  

East 52 (34) 

Midwest 41 (26) 

Southeast 35 (23) 

Southwest 7 (5) 

West 18 (12) 

Program Format  

PGY 1-3 115 (74) 

PGY 1-4 40 (26) 

 

Table 2: 2016 ACEP-CORD Survey of Emergency Medical Educators Perceptions on the Impact of the 2011 

ACGME Duty Hours – Quantitative Responses 

Domain N 

Significant 

Negative 

Impact (1) 

Negative 

Impact 

(2) 

Neutral 

(3) 

Positive 

Impact 

(4) 

Significant 

Positive 

Impact (5) Mean 

Patient Care/Safety Impact         

No. of EM-EM handoffs 157 10 44 101 2 0 2.61 

No of consultant-consultant 

handoffs 

156 36 67 49 4 0 2.13 

Consultant competency 156 14 56 75 10 0 2.52 

ED LOS 157 17 67 70 3 0 2.38 

Likelihood of ED boarding 157 31 54 67 5 0 2.29 

Programmatic 

Costs/Personnel Impact 

       

Departmental Clinical 

Operations Costs 

157 15 59 81 2 0 2.45 

Hospital Clinical Operations 

Costs 

154 27 86 38 2 1 2.12 

Educational Leadership (e.g., 

FTEs) 

156 15 66 70 4 1 2.42 

Educational Administration 

(e.g., FTEs) 

156 20 68 64 3 1 2.34 

Faculty Workload 157 23 73 57 4 0 2.27 

Resident Workload 157 12 53 54 34 4 2.78 

Resident Case Load Impact        

No. for Cognitive 

Competency – EM Res. 

156 4 33 118 0 0 2.74 
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No. for Cognitive 

Competency – Consultants  

153 17 75 60 1 0 2.29 

No. for Procedural 

Competency – EM Res. 

156 4 34 118 0 0 2.73 

No. for Procedural 

Competency – Consultants 

152 14 81 57 0 0 2.28 

Educational Experience 

Impact 

       

Effective Deliver a Didactic 

Curriculum 

156 9 58 81 6 2 2.58 

Forster Professional 

Citizenship/Accountability 

156 29 54 68 5 0 2.31 

Foster Academic 

Involvement/Service 

155 10 55 70 18 2 2.66 

Foster Resident Work-Life 

Balance/Wellness 

155 4 12 65 68 6 3.39 

 

Table 3: 2016 ACEP-CORD Survey of Emergency Medical Educators Perceptions on the Impact of the 2011 

ACGME Duty Hours – Representative Qualitative Comments 

Doman Comment 

Patient Care/Safety Impact Decreased [duty] hours have led to decreased experience of longitudinal care 

and stabilization of patients. It also leads to increased handoffs and a decreased 

sense of responsibility to drive the patient’s plan of care forward in an 

expedited fashion. This leads to longer time to decisions, admissions, 

discharges and overall increases boarding. 

Patient Care/Safety Impact There are now increased handoffs amongst consultants leading to increased 

transition of care times, decreased knowledge about patients which all has 

downstream impact on the care provided in the ED. 

Patient Care/Safety Impact Boarding is a big issue at most facilities. Often times it is because the inpatient 

services cannot disposition or discharge patients in a more timely fashion. That 

may be due to night float or call systems of coverage (but not primary 

management) as a way to avoid duty hour violations, leaving the bulk of the 

work to the day teams. This backs up the ED by creating boarders, which 

ultimately impacts care of new patients arriving to the ED, as well as the stress 

level and education of the residents working clinically in the ED. 

Programmatic 

Costs/Personnel Impact 

It is a total waste of time to be chasing someone around and filling out reports 

because they stayed an hour later and then came to conference the next day 

without enough sleep. This will be their life, so why not practice for it. I am not 

in favor of 24 hour shifts at all as they are counterproductive on every service, 

but if the ICU block would be better served by having the ability to do 7 nights 

in a row and then have 2 days off, vs 6 nights in a row, one off, then 1 more 

night, from a 'wellness' perspective it definitely matters. If you don't work 

nights ( I would imagine most 9-5 administrators do not), then these 

administrators probably don't get it, but having worked 20 years of nights it is 

very disruptive. I think total duty hours, protected time for conference, etc. are 

a good idea. 

Programmatic 

Costs/Personnel Impact 

The residents may have a "better" workload, but they are also seeing less in 

three years than with the previous rules. 

Programmatic The negative impact on educational leadership is more time spent on dealing 
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Costs/Personnel Impact with duty hours issues and less time spent on the administration of the 

education components and innovation. Resident workload has decreased and 

exposure to patients has decreased while faculty workload has increased, 

thereby decreasing faculty availability for educational opportunities and faculty 

fatigue. The clinical operations cost has also increased as hospitals have 

worked to increase APPs’ availability and increase faculty numbers to address 

holes in schedules. 

Resident Case Load Impact I think people are still competent, but I think it takes longer to get to that point. 

Particularly for consultants. 

Resident Case Load Impact Also teaching residents that it is more important to leave on time than to 

complete care and also negatively impacting sense of ownership. My residents 

now have a more difficult time transitioning to junior faculty roles as a result of 

being coddled by the rules. 

Resident Case Load Impact I think things are worse but "sufficient" 

Resident Case Load Impact The number of patients per resident decreased significantly. Our overall effect 

is that there is no change, but that is because we went from a 3-year to a 4-year 

program. 

Educational Experience 

Impact 

Ironically, the requirements for documentation of hours and other ACGME 

requirements have taken the place of clinical work. 

Educational Experience 

Impact 

The residents should have the power to have more flexibility in their duty hours 

and scheduling. Safe patient care is enhanced by rested, healthy resident 

physicians. However, the time and activity each individual needs to stay well is 

variable and personable. I recognize that some programs at some sites are 

malignant and would use the flexibility to hurt residents to provide service. 

However, the vast majority are not and taking the handcuffs off of the creativity 

with the schedule would likely lead to healthier physicians and better patient 

care. Consider providing more leeway for "violations" for each resident. At a 

minimum give a defined number of times they can "violate" so if they want to 

work a couple extra days in a row so they can have an extended weekend away 

with family, etc., they can do that. 

Educational Experience 

Impact 

The documentation and reporting requirements have spawned unbelievable 

amounts of work for programs and for GME personnel and hospital leadership. 

Great example of "well intentioned" (I guess) regulations being implemented 

without sufficient examination of the unintended consequences and 

questionable rationale. I would say, however, that the effect on non-EM 

rotations has been healthy -- no more 36-hour calls, no residents who were too 

tired to think or care. On the other hand, residents got a heavy dose of 

autonomy and responsibility in the old days that they will not get under the 

current over-supervised regime. The duty hours have also produced a lot of 

disdain for honest and accurate reporting. 

Educational Experience 

Impact 

While I believe that duty hours have become too cumbersome, inflexible and 

irrelevant, it has given guidelines and quantification of resident time in order to 

help achieve a balanced life. 

Educational Experience 

Impact 

Because EM was already shift-work, and already had a more humane approach 

to training than many medical specialties, we did not see much impact from the 

duty hours restrictions to our trainees from a clinical perspective. It does make 

it much more complex and artificially restricted with respect to our non-clinical 

educational and service obligations (and opportunities). 
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