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On July 1, 2003, new pro-
gram and institutional re-
quirements that regulate

the duty hours of residents went
into effect. They are the product of
changes in the health care system
that have challenged three cher-
ished beliefs: that the primary pur-
pose of residency is education; that
the type of work performed by resi-
dents is appropriate; and that med-
icine’s credibility is enhanced when
physicians work long hours without
rest.

The amount of work done in
caring for hospitalized patients has
increased over the last several de-
cades, due to tremendous advances
in biomedical science and technol-
ogy. DRGs and other financial in-
centives to shorten the length of
stay mean that there is less time in
which to do the needed work, and
the financial pressures on hospitals
mean that support staff have been
reduced. Doing more in less time
with less help results in residents
admitting and discharging patients,
recognizing disease with great facil-
ity, but lacking the time to recog-
nize the patient.

The new standards can be
found on the ACGME website: www.
acgme.org. They limit duty to 80
hours per week averaged over 4
weeks, require 1 day in 7 free from
all educational and clinical responsi-
bilities, limit continuous duty to 24
hours with up to 6 additional hours
for transfer of care, and limit in-
house call to no more frequent than
every third night. Home call is per-

mitted but if the resident is called in,
the time in hospital counts towards
the 80-hour limit. The ACGME will
rigorously enforce the new stan-
dards. A resident complaint proce-
dure has been established and is on
the website.

This culminates a 2-year pro-
cess in which the ACGME worked
with the larger community of orga-
nized medicine to develop these
standards. For many specialties the
changes are minor, but for others
compliance requires major redesign
in the educational and clinical de-
livery model. No additional funding
has been provided to make these
changes. Why was yet one more un-
funded mandate added to the list?

In the late 1990s, the Resi-
dency Review Committees (RRC)
and Accreditation Council for Grad-
uate Medical Education (ACGME)
noticed that roughly 25-35% of pro-
grams reviewed were in violation of
existing duty hour requirements
that were then in effect. Program
requirements are developed after
an extensive vetting process and
serve two functions: they act as a
minimal standard for accreditation
purposes and they represent a for-
mal value statement by experts in
the specialty about what the ideal
program should look like. Any gap
between the profession’s stated val-
ues and its behaviors weakens the
profession and is disturbing.

Soon thereafter, state and fed-
eral legislative bodies began to in-
troduce proposed legislation that

would regulate resident duty hours.
Encouraged by groups of student
and resident activists, public advo-
cacy groups, and resident unions,
this legislation was shaped to re-
flect the New York 405 regulations
and would take a function tradi-
tionally regulated by the profession
and turn it over to the government.
Other industries (airlines, trucking,
railways) had a long history of hav-
ing work hours regulated by the
federal government. Other coun-
tries (Europe, Australia) regulated
health professional duty hours—not
just residents, but nurses and fac-
ulty as well. Other countries re-
strict duty hours to anywhere from
48 to 56 hours per week.

At the same time, the science of
sleep medicine made it very clear
that acute and chronic sleep depri-
vation affects human performance.
Although individual variation exists,
all humans become impaired after
sufficient sleep deprivation. Patient
safety requires rested and alert
health professionals. (An extensive
bibliography on resident duty hours
and the sleep science related to acute
and chronic sleep deprivation can be
found at www.acgme.org.)

In summary, these require-
ments came about because resi-
dents are doing more work in less
time with less help. Further, the
changes in healthcare delivery were
compromising professional values
and weakening the foundations of
professional self-regulation. New
data from sleep science were impos-
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sible to ignore. The government
stands at the ready should we fail
to regulate ourselves. Both the
House and Senate have reintro-
duced companion bills to regulate
resident duty hours; New Jersey
and Delaware have proposals at the
state level. However, for the time
being the profession is given a
chance to regulate itself.

It is not uncommon for resi-
dents to say, “It’s really weird how
they do things around here.” It has
been said that “the health care sys-

tem is broken and residents live in
the cracks of the broken system—
they are the glue that holds it to-
gether” (Paul Batalden, MD,
personal communication, Septem-
ber 2000). Residents get things
done when no one else can. Resi-
dents work in microsystems of care,
inpatient units, ICUs, emergency
rooms, etc. These small units of
care, consisting of a few doctors,
nurses, a computer, and other
health professionals, are the func-
tioning units where health care is

actually produced. In restricting
resident duty hours, system issues
will be uncovered. It is not likely
that faculty will tolerate the system
inefficiencies tolerated by residents.
Properly applied, the duty hour re-
quirements may provoke changes
that strengthen the educational ex-
periences of residents and improve
the design of the microsystems of
care. Should we fail, more draco-
nian measures outside the profes-
sion’s control will almost certainly
ensue.
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