
 

 

February 1, 2016 
 
Thomas J. Nasca, MD, MACP 
Chief Executive Officer 
Accreditation Council for Graduate Medical Education 
515 North State Street, Suite 2000 
Chicago, Illinois 60654 
 
Dear Dr. Nasca: 
 
Thank you for your invitation to submit a paper reflecting our organization’s position on the current 
ACGME resident duty hour requirements and the impact these requirements have had on the 
educational environment in which physicians are prepared for the independent practice of medicine. To 
provide some context for our comments, the Association for Hospital Medical Education, founded in 
1956, is a national, nonprofit professional organization involved in the continuum of medical education. 
AHME’s members represent several hundred teaching hospitals, academic medical centers, and 
consortia involved in undergraduate, graduate, and continuing medical education. Our Association 
serves as a resource for medical education information, promotes improvement in medical education, 
and develops medical education professionals. 
 
In the years since their implementation, the resident duty hour requirements have been widely 
discussed. We are grateful that the ACGME has supported several ongoing, national, independent, 
multicenter trials to evaluate the impact of the 2011 duty hour requirements on patient safety, as well 
as on the welfare and education of resident physicians. We also appreciate the fact that comments are 
being solicited from the broad community of interested parties as the ACGME engages in a review of 
these requirements. 
 
To ensure that our organization’s stated position accurately reflects the observations and opinions of 
our members, we carried out a survey. An overview of the survey results is attached (Appendix A). For 
reference, the cover email and questions included in the survey are also attached (Appendix B). Before 
summarizing the results, we just want to clarify that the data and comments offered are of a general 
nature and not related to any particular specialty. 
 
AHME members hold a variety of roles in graduate medical education and some have more than one 
role. Those responding to the survey included: Designated Institutional Officials or Associate DIOs (43%); 
Program Directors, Associate or Assistant Program Directors (22%); Central GME Office Administrators 
(20%); Program Administrators or Coordinators (8%); and Other Positions (12%). In these positions, our 
respondents are responsible for developing resident coverage schedules and/or monitoring compliance 
with the duty hour requirements and, therefore, are well positioned to comment on the requirements. 
 
A minority of those responding to the survey are based at institutions participating in the FIRST (29%) or 
the iCompare (14%) trials. Based on the comments volunteered, their perceptions of the duty hour 
requirements did not seem to differ from those who haven’t been part of these trials. 
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It was hoped that the 2011 duty hour requirements would have a favorable impact on patient safety. 
Only 9% of those responding believed this goal has been realized. Some also speculated that residents 
might devote more of their personal time to professional development if they were better rested as a 
result of the 2011 duty hour requirements. However, only 11% of those responding believed that this 
has occurred. 
 
Almost half (48%) believe that the resident duty hour requirements have had a favorable impact on 
resident physician well-being. This is in sharp contrast to the 5% that believe that the resident duty hour 
requirements have had a favorable impact on faculty physician well-being. The concern here, of course, 
is that overextended faculty physicians may not have the time and energy to devote to their teaching 
responsibilities and that burned out faculty may not provide suitable role models for the residents and 
students to whom they provide supervision. 
 
In responding to questions about whether implementation of the duty hour requirements has had an 
impact on the cost of providing an educational experience and the cost of delivering care, the largest 
number believed costs have increased (57-58%) but others were unsure (40-42%). 
 
Moving on to the ACGME Duty Hour Requirements themselves, as you will see, our respondents had 
varied opinions on advisability of retaining, eliminating, or modifying each of the requirements. This is to 
be expected in an area that has been so vigorously debated. However, the weight of opinion seems to 
favor the retention of some requirements and the elimination or modification of others and we will try 
to convey our sense of the data and comments for your consideration. 
 

 CPR.VI.G.1 – Duty hours must be limited to 80 hours per week. 

o Survey Results:  Retain 67% / Eliminate 2% / Modify 31%  

o Survey Comments:  Some individuals responded that a modification of this 

requirement was in order. The most frequent suggestion was that this figure should 

be tailored to the specialty. There was a recommendation that the requirement be 

revised to read “should be less than 80, must be less than 88.” Another 

recommended that the threshold be lowered to 70 hours. 

o AHME Position:  We support the requirement in its current formulation. 

 CPR.VI.G.1 – Review Committees may grant exceptions to the 80 hour limit on duty hours. 

o Survey Results:  Retain 50% / Eliminate 37% / Modify 13% 

o Survey Comments:  Only half of our respondents supported the retention of this 

requirement. A full 37% expressed a desire to eliminate it and another 13% said it 

should be modified. A question was raised about how many programs in how many 

specialties have been granted an exception. As noted above, one individual also 

suggested that this requirement could be eliminated if the 80 hour per week 

limitation on duty hours were revised to read “should be less than 80, must be less 

than 88.” 
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o AHME Position:  While we support the requirement in its current formulation, we 

think it is reasonable to ask if this option should be sacrificed in the highly-charged 

political environment existing around resident duty hours. 

 CPR.VI.G.2 - Moonlighting must be counted in the 80 hour limit. PGY1s may not 

moonlight. 

o Survey Results:  Retain 76% / Eliminate 5% / Modify 19% 

o Survey Comments:  Individuals commented most frequently on the difficulty of 

tracking external moonlighting. A desire was expressed that moonlighting not be 

permitted at all during residency training. Another expressed the belief that neither 

PGY1s nor PGY2s should be permitted to moonlight but that PGY3s and above with 

unrestricted licenses should have the opportunity to do so. 

o AHME Position:  We support the requirement in its current formulation. However, 

we would be open to extending the restriction on moonlighting to the PGY2 level.  

 CPR.VI.G.3 – Residents must be scheduled for one day free of duty every week. 

o Survey Results:  Retain 88% / Eliminate 5% / Modify 8% 

o Survey Comments:  There was overwhelming sentiment to retain this requirement 

and one individual commented, “Of all the requirements, this is by far the strongest 

and needs to be retained and not modified.” Another individual suggested that 

programs which assign residents to rotations on a monthly basis be allowed to give 

four days off during the 31-day month. 

o AHME Position:  We support the requirement in its current formulation. 

 CPR.VI.G.4 - Duty periods for PGY1 residents must not exceed 16 hours in duration. 

o Survey Results:  Retain 16% / Eliminate 33% / Modify 51% 

o Survey Comments:  Respondents emphasized how this requirement contributes to 

discontinuity of care which, thereby, leads to problems in patient safety and quality. 

Many expressed the opinion that requirements for PGY1s and for PGY2s and above 

should be the same. The majority of these thought that PGY1s should be able to 

utilize the requirements currently in place for PGY2s. However, others offered 

alternative scenarios for PGY1s (12 hours, 14 hours, 18 hours, and 16 + 4 hours). It 

was also suggested that this should be tailored to the specialty. 

o AHME Position:  We recommend that PGY1s adhere to the same limitations as more 

senior residents (i.e. 24 hours plus 4 hours for transitions of care). 

 CPR.VI.G.4 - Duty periods for PGY2s and above are limited to 24 hours plus 4 hours for 

transitions in care. 

o Survey Results:  Retain 61% / Eliminate 9% / Modify 30% 

o Survey Comments:  Several individuals commented that up to 6 hours should be 

permitted for transitions in care. It was suggested that this requirement be tailored 

to the specialty. There was also a plea for consistency in the requirements for PGY1s 

and PGY2s and above. 
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o AHME Position:  We support the requirement in its current formulation. As was 

noted above, we believe this requirement should also be applied to PGY1s. 

 CPR.VI.G.5 - PGYI residents should have 10 hours, and must have 8 hours, free of duty 

between scheduled duty periods. 

o Survey Results:  Retain 52% / Eliminate 17% / Modify 31% 

o Survey Comments:  The comments on this requirement were varied. It was again 

suggested that this requirement could be tailored to the specialty. Several 

individuals said that 8 hours between scheduled duty periods should be sufficient. 

On the other hand, it was pointed out that 8 hours between duty periods doesn’t 

allow enough time for commuting, eating, exercise, sleeping, and sustaining 

personal relationships. 

o AHME Position:  We support the requirement in its current formulation, given the 

significant concerns about physician well-being and the fact that lifestyle patterns 

developed in residency persist into practice. 

 CPR.VI.G.5 - Intermediate-level residents should have 10 hours, and must have 8 hours, 

free of duty between scheduled duty periods as well as at least 14 hours free of duty after 

24 hours of in-house duty. 

o Survey Results:  Retain 43% / Eliminate 14% / Modify 43% 

o Survey Comments:  The most frequent recommendation was that it would be better 

to require 12 hours free after 24 hours of in-house duty rather than the 14 hours in 

place currently. The plea for consistency in the requirements for PGY1s and PGY2s 

and above was reiterated as was the suggestion that these requirements should be 

tailored to the specialty. 

o AHME Position:  We recommend that the requirement for 14 hours free of duty 

after 24 hours be reduced to 12 hours. 

 CPR.VI.G.6 – Residents must not be scheduled for more than six consecutive nights of 

night float. 

o Survey Results:  Retain 75% / Eliminate 13% / Modify 13% 

o Survey Comments:  Several individuals said it would be helpful to be able to assign 

residents for seven consecutive nights to permit the creation of a seven nights on, 

seven nights off duty rotation. Another recommended a maximum of five 

consecutive nights. 

o AHME Position:  We support the requirement in its current formulation. 

 CPR.VI.G.7 – In-house call for PGY2s and above can be scheduled no more frequently than 

every-third-night (when averaged over a four-week period). 

o Survey Results:  Retain 91% / Eliminate 2% / Modify 8% 

o Survey Comments:  There was overwhelming sentiment to retain this requirement 

and very few comments were offered. 

o AHME Position:  We support the requirement in its current formulation. 
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 CPR.VI.G.8 - The requirement outlines a series of expectations related to at-home call. 

o Survey Results:  Retain 73% / Eliminate 13% / Modify 14% 

o Survey Comments:  Several individuals cited the difficulty of tracking compliance 

with this requirement. Others suggested that this should be tailored to the specialty. 

o AHME Position:  We support the requirement in its current formulation. 

 
Having offered these comments, we want to close by again expressing our thanks for this opportunity to 
contribute our thoughts to the review of the ACGME resident duty hour requirements underway. We 
would be pleased to have an AHME representative take part in the Resident Duty Hours in the Learning 
and Working Environment Congress and will eagerly await the outcome of the ACGME’s deliberations on 
this important matter. 
 
Sincerely, 
 
Marilane B. Bond, EdD, MEd, MBA, President, AHME 
Steven R. Craig, MD, MACP, Immediate Past President, AHME 
Catherine M. Eckart, MBA, Past President, AHME 
Kimball Mohn, MD, Executive Director, AHME 



Association for Hospital Medical Education

Results of Membership Survey Regarding

ACGME Resident Duty Hour Requirements

General Questions

Respondents' Roles in GME (Some with > 1 Role)

Designated Institutional Official/Assoc DIO 43

Program Director/Assoc or Asst PD 22

Central GME Office Administrator 20

Program Administrator or Coordinator 8

Other 12

Yes No Unsure

Institution Participated in FIRST Trial 29 63 8

Institution Participated in iCompare Trial 14 77 9

Yes No Unsure

Requirements Enhanced Patient Safety 9 55 35

Requirements Increased Time Spent Studying 11 62 28

Requirements Improved Resident Well-Being 48 20 32

Requirements Improved Faculty Well-Being 5 72 23

Increased Decreased Unsure

Requirements' Effect on Cost of Education 57 2 42

Requirements' Effect on Cost of Care 58 2 40

Specific Requirements

In Common Program Requirements Order Retain Eliminate Modify

CPR.VI.G.1 80 Hr/Wk, with In-House Call/Moonlighting 67 2 31

CPR.VI.G.1 88 Hr/Wk Exceptions Can Be Considered 50 37 13

CPR.VI.G.2 Moonlighting in 80 Hrs / PGY1s Prohibited 76 5 19

CPR.VI.G.3 1 in 7 Days Off / No Home Call on Off Days 88 5 8

CPR.VI.G.4 PGY1 - Maximum Duty Period 16 Hrs 16 33 51

CPR.VI.G.4 PGY2 - Maximum Duty Period 24 + 4 61 9 30

CPR.VI.G.5 PGY1 - Should 10/Must 8 Off between Duty 52 17 31

CPR.VI.G.5 PGY2 - Should 10/Must 8/14 after 24 Off 43 14 43

CPR.VI.G.6 Night Float - 6 Consecutive Night Maximum 75 13 13

CPR.VI.G.7 PGY2 - Call Every Third Night Maximum 91 2 8

CPR.VI.G.8 At-Home Call Requirements 73 13 14

Note All Figures Are Rounded Percentages



Association for Hospital Medical Education

Results of Membership Survey Regarding

ACGME Resident Duty Hour Requirements

Sorted on Retain Retain Eliminate Modify

CPR.VI.G.7 PGY2 - Call Every Third Night Maximum 91 2 8

CPR.VI.G.3 1 in 7 Days Off / No Home Call on Off Days 88 5 8

CPR.VI.G.2 Moonlighting in 80 Hrs / PGY1s Prohibited 76 5 19

CPR.VI.G.6 Night Float - 6 Consecutive Night Maximum 75 13 13

CPR.VI.G.8 At-Home Call Requirements 73 13 14

CPR.VI.G.1 80 Hr/Wk, with In-House Call/Moonlighting 67 2 31

CPR.VI.G.4 PGY2 - Maximum Duty Period 24 + 4 61 9 30

CPR.VI.G.5 PGY1 - Should 10/Must 8 Off between Duty 52 17 31

CPR.VI.G.1 88 Hr/Wk Exceptions Can Be Considered 50 37 13

CPR.VI.G.5 PGY2 - Should 10/Must 8/14 after 24 Off 43 14 43

CPR.VI.G.4 PGY1 - Maximum Duty Period 16 Hrs 16 33 51

Sorted on Eliminate Retain Eliminate Modify

CPR.VI.G.1 88 Hr/Wk Exceptions Can Be Considered 50 37 13

CPR.VI.G.4 PGY1 - Maximum Duty Period 16 Hrs 16 33 51

CPR.VI.G.5 PGY1 - Should 10/Must 8 Off between Duty 52 17 31

CPR.VI.G.5 PGY2 - Should 10/Must 8/14 after 24 Off 43 14 43

CPR.VI.G.6 Night Float - 6 Consecutive Night Maximum 75 13 13

CPR.VI.G.8 At-Home Call Requirements 73 13 14

CPR.VI.G.4 PGY2 - Maximum Duty Period 24 + 4 61 9 30

CPR.VI.G.2 Moonlighting in 80 Hrs / PGY1s Prohibited 76 5 19

CPR.VI.G.3 1 in 7 Days Off / No Home Call on Off Days 88 5 8

CPR.VI.G.1 80 Hr/Wk, with In-House Call/Moonlighting 67 2 31

CPR.VI.G.7 PGY2 - Call Every Third Night Maximum 91 2 8

Sorted on Modify Retain Eliminate Modify

CPR.VI.G.4 PGY1 - Maximum Duty Period 16 Hrs 16 33 51

CPR.VI.G.5 PGY2 - Should 10/Must 8/14 after 24 Off 43 14 43

CPR.VI.G.1 80 Hr/Wk, with In-House Call/Moonlighting 67 2 31

CPR.VI.G.5 PGY1 - Should 10/Must 8 Off between Duty 52 17 31

CPR.VI.G.4 PGY2 - Maximum Duty Period 24 + 4 61 9 30

CPR.VI.G.2 Moonlighting in 80 Hrs / PGY1s Prohibited 76 5 19

CPR.VI.G.8 At-Home Call Requirements 73 13 14

CPR.VI.G.1 88 Hr/Wk Exceptions Can Be Considered 50 37 13

CPR.VI.G.6 Night Float - 6 Consecutive Night Maximum 75 13 13

CPR.VI.G.3 1 in 7 Days Off / No Home Call on Off Days 88 5 8

CPR.VI.G.7 PGY2 - Call Every Third Night Maximum 91 2 8



  

  
 

The Association for Hospital Medical Education (AHME) recently received a communication from 
the Accreditation Council on Graduate Medical Education (ACGME). Much of this letter is directly 
quoted below. 

"The Accreditation Council on Graduate Medical Education (ACGME) has undertaken a complete 
review of its accreditation requirements for resident duty hours, and key dimensions of the 
learning and working environment, consistent with our commitment to review our standards every 
five years. In preparation for this review, the ACGME is seeking formal positions from organizations 
responsible for, or participating in, the education of the next generation of physicians, and 
organizations representing various aspects of the health care community. This input will inform the 
ACGME in its deliberations on these important aspects of our educational programs. 

Therefore, we respectfully request that you provide a formal position paper to the ACGME that 
includes response on the following topics: 

 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. 

 Your organization's formal recommendations regarding dimensions of resident duty hour 
requirements, and justification whenever possible) for these recommendations with 
evidence. 

 Your organization's formal recommendations regarding standards governing key aspects 
of the learning and working environment, and justification (whenever possible) for these 
recommendations with evidence." 

In order to accurately reflect the opinions of its member institutions in its response to this 
request, the AHME leadership is asking its members to respond to a survey. For the purpose of 
analyzing the results of the survey, some demographic data about our members' roles in GME are 
being collected. We also offer respondents an option to identify themselves if they have data or 
vignettes that might be helpful in supporting AHME's position on this important matter so we can 
follow up with them individually to gather more details. However, please be assured that any 
information shared will only be utilized internally and only aggregate information concerning the 
opinions of AHME members will be included in our response to ACGME. 
  
We thank you in advance for informing our response to the ACGME. 
  
Marilane B. Bond, EdD, MEd, MBA, President, AHME 
Steven R. Craig, MD, MACP, Immediate Past President, AHME 
Catherine M. Eckart, MBA, Past President, AHME 
Kimball Mohn, MD, Executive Director, AHME 
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1. What is your role in Graduate Medical Education (GME)? Select one (or more if
applicable).

2. Has your institution participated in the FIRST Trial for General Surgery?

3. Has your institution participated in the iCompare Trial for Internal Medicine?

4. Do you believe implementation of the current version of the resident duty hour
requirements has had a favorable impact on patient safety?

Designated Institutional Official (DIO) / Associate DIO

Central GME Office Administrator or Coordinator

Program Director (PD) / Assoc or Asst PD

Program Administrator or Coordinator

Other (please specify)

Yes

No

Unsure

If Yes, any comments on overall experience?

 

Yes

No

Unsure

If Yes, any comments on overall experience?

 

Yes

No

Unsure

Comments and/or data from your institution?

 

3



5. Do you believe implementation of the current version of the resident duty hour
requirements has had a favorable impact on the amount of personal time residents devote
to their professional development?

6. Do you believe implementation of the current version of the resident duty hour
requirements has had a favorable impact on resident physician wellbeing?

7. Do you believe implementation of the current version of the resident duty hour
requirements has had a favorable impact on faculty physician wellbeing?

Yes

No

Unsure

Comments and/or data from your institution?

 

Yes

No

Unsure

Comments and/or data from your institution?

 

Yes

No

Unsure

Comments and/or data from your institution?
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8. Do you believe implementation of the current version of the resident duty hour
requirements has increased or decreased the cost of providing an educational experience
to your resident physicians?

Increased the Cost

Decreased the Cost

Unsure

Comments and/or data from your institution?
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9. Do you believe implementation of the current version of the resident duty hour
requirements has increased or decreased the cost of delivering care in your institution?

Several clinical trials are underway to evaluate the impact of the current resident duty hour requirements and the possibility of refining these requirements is
under consideration. Which of the following resident duty hour requirements do you believe should be retained, eliminated, or modified?

10. CPRVI.G.1. Maximum Hours of Work per Week: Duty hours must be limited to 80 hours
per week, averaged over a fourweek period, inclusive of all inhouse call activities and all
moonlighting.

11. CPRVI.G.1. Duty Hour Exceptions: A Review Committee may grant exceptions for up to
10% or a maximum of 88 hours to individual programs based on a sound educational
rationale.

Increased the Cost

Decreased the Cost

Unsure

Comments and/or data from your institution?

 

Retain

Eliminate

Modify

Comments

 

Retain

Eliminate

Modify

Comments
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12. CPR.VI.G.2. Moonlighting: Time spent by residents in Internal and External Moonlighting
must be counted towards the 80hour Maximum Weekly Hour Limit. PGY1 Residents are
not permitted to moonlight.

Retain

Eliminate

Modify

Comments
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13. CPR.VI.G.3. Mandatory Time Free of Duty: Residents must be scheduled for a minimum
of one day free of duty every week (when averaged over four weeks). Athome call cannot
be assigned on these free days.

14. CPR.VI.G.4. Maximum Duty Period Length: Duty periods of PGY1 residents must not
exceed 16 hours in duration.

15. CPR.VI.G.4. Maximum Duty Period Length: Duty periods of PGY2 residents and above
may be scheduled to a maximum of 24 hours of continuous duty in the hospital. It is
essential for patient safety and resident education that effective transitions in care occur.
Residents may be allowed to remain onsite in order to accomplish these tasks; however,
this period of time must be no longer than an additional four hours. Residents must not be
assigned additional clinical responsibilities after 24 hours of continuous inhouse duty.

Retain

Eliminate

Modify

Comments

 

Retain

Eliminate

Modify

Comments

 

Retain

Eliminate

Modify

Comments
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16. CPR.VI.G.5. Minimum Time Off between Scheduled Duty Periods: PGY1 residents
should have 10 hours, and must have eight hours, free of duty between scheduled duty
periods.

17. CPR.VI.G.5. Minimum Time Off between Scheduled Duty Periods: Intermediate level
residents should have 10 hours free of duty, and must have eight hours between
scheduled duty periods. They must have at least 14 hours free of duty after 24 hours of
inhouse duty.

18. CPR.VI.G.6. Maximum Frequency of InHouse Night Float: Residents must not be
scheduled for more than six consecutive nights of night float.

Retain

Eliminate

Modify

Comments

 

Retain

Eliminate

Modify

Comments

 

Retain

Eliminate

Modify

Comments
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19. CPR.VI.G.7. Maximum InHouse onCall Frequency: PGY2 residents and above must be
scheduled for inhouse call no more frequently than everythirdnight (when averaged over
a fourweek period).

Retain

Eliminate

Modify

Comments
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20. CPR.VI.G.8. AtHome Call: Time spent in the hospital by residents on athome call must
count towards the 80hour maximum weekly hour limit. The frequency of athome call is
not subject to the everythirdnight limitation, but must satisfy the requirement for
onedayin seven free of duty, when averaged over four weeks. Athome call must not be
so frequent or taxing as to preclude rest or reasonable personal time for each resident.
Residents are permitted to return to the hospital while on athome call to care for new or
established patients. Each episode of this type of care, while it must be included in the
80hour weekly maximum, will not initiate a new “offduty period.”

21. In addition to the demographic data about our members' roles in GME, we offer
respondents an option to identify themselves if they have data or vignettes that might be
helpful in supporting AHME's position on this important matter so we can follow up with
you individually to gather more details. However, please be assured that any information
shared will only be utilized internally and only aggregate information concerning the
opinions of AHME members will be included in our response to ACGME.
Name (optional):

Institution (optional):

Email Address (optional):

Thanks again for your participation in this survey and for your membership in the Association.

Retain

Eliminate

Modify

Comments
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