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The Response of the APPD, CoPS and AAP to the
Institute of Medicine Report on Resident Duty Hours

@

In December 2008, the Institute of Medicine published new recommen-
dations regarding duty hours and supervision of residents’ training in
the United States. These recommendations evoked immediate con-
cerns from program directors and leadership in all surgical and med-
ical disciplines, including pediatrics. To address these concerns, the
Accreditation Council for Graduate Medical Education convened a Duty
Hours Congress in Chicago, lllinois, on June 11 and 12, 2009. This report
summarizes the opinions and testimony of the organizations (Ameri-
can Academy of Pediatrics, Association of Pediatric Program Directors,
and Council of Pediatric Specialties) that were invited to represent
pediatrics at the Duty Hours Congress. The American Academy of Pedi-
atrics, the Association of Pediatric Program Directors, and the Council
of Pediatric Specialties supported the basic principles of the Institute
of Medicine report regarding patient safety, resident supervision, res-
ident safety, and the importance of effective “hand-offs”; however, the
organizations opposed additional reductions in resident duty hours
given the potential unintended adverse effects on the competency of
trainees, the costs of graduate medical education, and the future pe-
diatric workforce. These organizations agreed that additional changes
in graduate medical education must be data driven and consider res-
idents within the broader system of health care. The costs and benefits
must be carefully analyzed before implementing the Institute of Medi-
cine recommendations. Pediatrics 2010;125:786—790

In 2003, the current resident duty hour requirements were imple-

mented by the Accreditation Council of Graduate Medical Education

(ACGME)." Well known to program directors and trainees are the major

provisions of these requirements:

e an 80-hour work week averaged over 4 weeks;

® one day off in 7 without educational or clinical duties or call aver-
aged over 4 weeks;

® in-house call frequency of no more than every third night averaged
over 4 weeks;

® a maximum duty period of 24 hours with an additional 6 hours for
didactic education and transfer of patients;

e ten hours off between shifts for adequate rest; and

® internal moonlighting counted toward the 80-hour weekly limit.

These requirements apply equally to all trainees, whether residents or
fellows, and were not empirically determined. Rather, they were the
product of a Bell Gommission report and New York State laws regard-
ing resident work hours and supervision in response to public, legal,
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and regulatory questions about the po-
tential role of graduate medical educa-
tion in patient safety.2

In 2007, the Subcommittee on Over-
sight and Investigations of the House
Committee on Energy and Commerce
requested that Department of Health
and Human Services sponsor an Insti-
tute of Medicine (I0M) study of the re-
lationship between resident duty
hours and patient safety.> The basic
premise was that a relationship may
exist between long duty hours and pre-
ventable medical errors. The I0OM was
provided 2 tasks: (1) review and syn-
thesize evidence regarding optimal
resident work schedules and (2) de-
velop strategies for implementing op-
timal resident work schedules.

After 12 months of work that consisted
of a thorough review of the available
data regarding resident duty hours, fa-
tigue and supervision, and testimony
from numerous experts involved in US
graduate medical education, the |0M
published its report. The major recom-
mendations of this report included the
following:

® thirty-hour maximum shift, consist-
ing of admitting patients for 16
hours plus a 5-hour rest period be-
tween 10 pv and 8 am and the re-
maining hours for education and
transition of patient care;

® ten hours off after day shift, 12
hours off after night shift, and 14
hours off after extended duty period
of 30 hours;

e four-night maximum of night shifts;

48 hours off after 3 or 4 nights of
consecutive duty;

e five days off per month; and

® internal and external moonlighting
counted toward the 80-hour weekly
limit.

No changes were recommended re-

garding the existing rule of an 80-hour

work week, averaged over 4 weeks.
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The publication of the IOM report stim-
ulated intense reactions from many in-
dividuals and organizations involved in
graduate medical education. Among
the greatest concerns to most were
the relative absence of objective data
regarding the effects, both positive
and negative, of the current duty hour
requirements and the potential educa-
tional and economic impacts of the
proposed changes*® In addition,
many leaders raised questions on the
potential negative impact on some as-
pects of patient safety, clinical care,
and educational outcomes without
proper funding, resources, or support
for the entire medical system. To pro-
vide the forum for discussion, the
ACGME sponsored a Duty Hours Gon-
gress on June 11 and 12, 2009.

Representatives of the American Acad-
emy of Pediatrics (AAP), the Associa-
tion of Pediatric Program Directors
(APPD), and the Council of Pediatric
Subspecialties (CoPS) were invited to
submit position papers and testify at
the Duty Hours Congress. The AAP rep-
resents practicing physicians and ad-
vocates for the health of children
through education and clinical care.
The APPD represents the program di-
rectors and educators who are in-
volved in pediatric residency educa-
tion, whereas GoPS, a relatively new
organization, represents subspecial-
ists program directors, and educators
who are involved in subspecialty fellow
education. The position papers pre-
pared by the APPD and CoPS originated
from conference calls that were held
in January, February, and April 2009
and involved dozens of members. The
AAP position paper was prepared by
compiling the opinions of the mem-
bers and chairs of 18 AAP sections
and standing committees, including
the Section on Medical Students,
Residents, and Fellowship Trainees
(SOMSRFT). This article summarizes
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the testimony and opinions of repre-
sentatives of these organizations.

DISCUSSION

Each pediatric organization supported
the basic principles of patient safety,
resident education and well-being, and
the support of resources for graduate
medical education outlined by the IOM.
The following material summarizes the
responses of representatives of the
AAP, the APPD, and the CoPS to specific
elements of the IOM report.

Maximum Shift Length

The IOM recommends a 30-hour day,
admitting patients for up to 16 hours,
plus 5-hour protected sleep period be-
tween 10 pm and 8 am with the remain-
ing hours for transition and educa-
tional activities. The APPD opposes the
recommendation and favors 24 hours
of patient care and educational time
plus 3 hours of transition time (similar
to the current New York State regula-
tions). Changing to a shift schedule
would double the number of han-
dovers that typically occur with 24-
hour call schedules, increasing the
likelihood for patient care errors. Res-
idents may lose the opportunity to fol-
low the evolution of disease processes
and learn from their continuity of care.
Data on sleep deprivation in other
fields (eg, aviation, driving) may not
apply directly to pediatrics or medical
training. The cited literature support-
ing limited shift length is based pri-
marily on work that focuses on a single
task activity throughout each duty
shift. Residency is a dynamic mix of
clinical, reflective, and educational ac-
tivities. The CoPS opposes the recom-
mendation as costly to implement and
a hardship to small programs. Fellows
must progressively function more like
faculty physicians, especially in their
senior years of training. More data are
needed to understand the optimal
length of continuous duty hours to
achieve the latter goal, especially in
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critical care specialties. The AAP op-
poses the recommendation for 5-hour
sleep period because it requires more
handovers of care. Additional study is
needed to explore the feasibility of no
new patients after 16 hours.

Maximum In-house Call

The IOM recommends a maximum of
every third night in-house call without
averaging. The APPD supports the con-
cept of a maximum of every third night
call but supports averaging to allow
some flexibility in scheduling to pro-
mote resident quality of life, vacations,
weekend trades, etc. Given the struc-
ture of most fellow educational pro-
grams, the CoPS expresses no opinion
other than supporting flexibility. The
AAP opposes the recommendation
and supports averaging to enhance
resident well-being and flexibility in
call scheduling, especially during the
holidays.

Maximum Frequency of In-hospital
Night Shifts

The I0OM recommends a maximum of 4
consecutive nights with 48 hours off
after 3 or 4 nights of consecutive duty.
The APPD opposes this recommenda-
tion and favors 5-night maximum with
48 hours off after 5 nights of consecu-
tive duty. Conforming to a 3- or 4-day
maximum is complex and disruptive to
most programs with regard to the
standard work week and clinical
schedule. A schedule of 5 consecutive
nights also allows establishment of a
reverse circadian rhythm. It was noted
that there were limited data in medical
fields to support the IOM recommenda-
tion. Data from industry may provide
insights that are relevant to shift fre-
quency and length and risk for acci-
dents.? The GoPS opposes this rec-
ommendation; fellowship programs,
especially small programs, have in-
sufficient fellows or faculty to imple-
ment this recommendation. The AAP
opposes this recommendation and fa-
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vors 5-night maximum with 48 hours
off after 5 nights of consecutive duty.

Mandatory Time off Duty

Currently, residents and fellows must
have 4 days off per month with 1 day off
per week averaged over 4 weeks. The
I0M recommends 5 days off per month,
1 day off per week with no averaging,
and one 48-hour period off per month.
The APPD agrees with this recommen-
dation, except that averaging should
be allowed over 6 months, mirroring
what often occurs in posttraining envi-
ronments. The CoPS agrees with the
IOM recommendation. The AAP agrees
with the IOM recommendation but rec-
ommends averaging to maintain pro-
grammatic flexibility.

Moonlighting

The current regulations count internal
but not external moonlighting against
the 80-hour weekly limit. The IOM rec-
ommends that both internal and exter-
nal moonlighting count against the 80-
hour limit. The APPD, the CoPS, and the
AAP all agree that external as well as
internal moonlighting should count to-
ward the 80-hour weekly limit. The
APPD recommends that all moonlight-
ing activities of residents be under the
direct supervision of the program di-
rectors. CoPS encourages the IOM and
the ACGME to recognize that educa-
tional debt is a major burden for grad-
uating medical students and a factor
that influences career choice.’ Edu-
cational loan repayment programs
should be available to all fellows. Any
reduction in resident or fellow duty
hours must be linked to mechanisms
to reduce the burden of educational
debt.

Additional Points

The following are additional points that
were addressed in the position state-
ments of the pediatric organizations.

Workforce Shortage in Pediatric Care

0f additional concern to the AAP, the
APPD, and the CoPS isthe crisisinthe
pediatric subspecialty workforce.
Given the workforce shortage in pe-
diatric subspecialties, it will be ex-
tremely difficult for pediatric sub-
specialists to assume additional
clinical responsibilities should fel-
low or resident duty hours be re-
duced further. The workforce is ag-
ing as well. The average age of
pediatric subspecialists ranges from
48.4 years (pediatric emergency
medicine) to 55.7 years (pediatric
nephrology)." The costs of hiring ad-
ditional subspecialists for training
environments are prohibitive, and
the supplemental workforce, whether
aging subspecialists or midlevel pro-
viders, is not available to provide ad-
equate access to care in US chil-
dren’s hospitals. In addition, the
general pediatric and community
workforce could be negatively af-
fected in the future if potential unin-
tended consequences lead to closure
of smaller, primary care—focused
programs; redistribution of provid-
erstoinpatient academic centers; or
a reduction in the hours that gradu-
ates choose to work in their future
practices.

ACGME’s “One Size Fits All” Approach
to Graduate Medical Education

The current approach to regulation
that holds fellowship programs, dif-
ferent levels of trainees (postgradu-
ate year 1 to postgraduate year 6),
and different fields, such as pediat-
ric critical care or rheumatology, to
the same regulations does not fit the
current educational needs of medi-
cal training. The representatives of
the AAP, the APPD, and the CoPS en-
courage the ACGME to reconsider
this approach and to provide com-
mon principles but offer a progres-
sion to independence and flexibility
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in the degree of faculty oversight.
Fellows, especially in their final
years of training, function more like
junior faculty. They require auton-
omy and sufficient freedom to en-
gage in scholarly activities, espe-
cially if they anticipate careers in
academic environments. Individual-
ization that is based on the attain-
ment of competency milestones and
educational outcomes, not proscrip-
tive hours, should guide training
along the continuum of medical edu-
cation and practice.

Funding of Residency and Fellowship
Training

Funding of pediatric resident and fel-
low training remains extremely chal-
lenging, despite the support of the
Children’s Hospital Graduate Medi-
cal Education legislation. The sub-
stantially lower rate for fellow train-
ing (25% to 50% of the direct costs
compared with full funding of pediat-
ric residents) is a disincentive for
health systems to train fellows. Deci-
sions to train more individuals to
meet the clinical needs created by
the proposed reduced duty hours
must be coupled with new and im-
proved mechanisms for funding of
residencies and fellowships. Without
such strategies, training programs
may close, further augmenting the
physician workforce crisis.

Need for Data

Finally, changes in educational and
duty hour requirements must be data-
driven. The AAP, the APPD, and the CoPS
encourage the ACGME to propose stud-
ies that can be initiated now and con-
tinue through the implementation
period of any changes in the struc-
ture and regulation of graduate med-
ical education.
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Pediatric Resident and Fellow
Perspective

Representatives of the AAP SOMSRFT
believe that the primary goals of resi-
dency are twofold: (1) safe and effec-
tive patient care and (2) exemplary
resident education. Although duty
hours are an important component in
achieving these goals, they are not the
goal in themselves. Thus, changes to
duty hours must be discussed in the
context of achieving the primary goals.

The 2003 ACGME duty hours standards
created a professionalism dilemma
for residents. Do residents violate duty
hours to continue to participate in the
care of patients to the point of optimal
transfer of care, which, in turn, en-
hances the learning experience, or do
residents forgo these to adhere to duty
hour regulations? In a February 2009
Open Letter to the Graduate Medical
Education Community, Dr Thomas
Nasca, ACGME chief executive officer,
described to the Residency Review
Committees a conversation with resi-
dent representatives. All 30 residents
reported that violations of the current
shift length standard of 24 plus 6
hours are systematically underrepre-
sented. Routine violations of current
duty hour standards were also de-
scribed during resident testimony to
the ACGME task force. The desire to
care for their patients was the chief
reason that residents violated duty
hours. The AAP SOMSRFT hopes that fu-
ture duty hour standards will not force
residents to choose between the com-
peting objectives of providing high-
quality patient care and honesty in re-
porting duty hours. To this end,
programs and hospitals should use
support staff (eg, intravenous teams,
unit clerks, phlebotomists) to allow
trainees to focus on care delivery and
education rather than on service
needs.

SPECIAL ARTICLES

The complexity of hospitalized children
and the time required to care for these
children continues to increase. With
compression of the increased work-
load into fewer hours, residents must
eliminate components of their work-
day to adhere to duty hour standards.
The AAP SOMSRFT is concerned that
residents will eliminate the educa-
tional components that lead to reflec-
tion and in-depth understanding of pa-
tients. We hope that the next iteration
ofthe ACGME duty hours standards will
look beyond the quantity of duty hours
and address the quality of duty hours.
Appropriate workloads, optimal cogni-
tive experiences, and opportunities for
reflective practice are vitally impor-
tant to safe and effective environments
for both residents and patients.

CONCLUSIONS

The representatives of the AAP, the
APPD, and the CoPS agree that areas
for improvement include the monitor-
ing of existing duty hour regulations,
including moonlighting, the supervi-
sion of trainees, and enhancing the
verbal and written communication
needed for effective patient han-
dovers; however, we oppose many of
the specific elements of the IOM report
on resident duty hours. We suggest
that legislators, educational leaders,
and organizations focus on patient
safety, supervision, clinical outcomes,
and educational outcomes rather than
narrowly on the number of hours a
resident physician works in training.
The ACGME, through the intense scru-
tiny of resident and fellow training
stimulated by the IOM report, has a
unique opportunity to review and im-
prove graduate medical education in
the United States. Our pediatric orga-
nizations are committed to this pro-
cess through collaboration, communi-
cation, and research.

789


http://www.pediatrics.org

REFERENCES

1.

790

Accreditation Council for Graduate Medical
Education. Common Program Require-
ments for Duty Hours. Chicago, IL: ACGME;
2003

. Bell BM. Reconsideration of the New York

State laws rationalizing the supervision and
the working conditions of residents. Ein-
stein Journal of Biological Medicine. 2003;
20(1):36—-40

. Ulmer C, Wolman DM, Johns MM, eds. Insti-

tute of Medicine: Resident Duty Hours—
Enhancing Sleep, Supervision and Safety.
Washington, DC: National Academies Press;
2009

. Landrigan CP, Fahrenkopf AM, Lewin D, et al.

Effect of the accreditation council for grad-
uate medical education duty hour limits on

GURALNICK et al

. Grady MS, Batjer HH, Darcy RG. Resident

. Nuckols TK, Bhattacharya J, Wolman DM, Ul- 11

dent physicians. N Engl J Med. 2009;360(21):
2202-2215

sleep, work hours and safety. Pediatrics.
2008;122(2):250—258

. Damadi A, Davis AT, Saxe A, Apelgren K. 8. Brion LP, Neu J, Adamkin D, et al. Resident

ACGME duty-hour restrictions decrease
resident operative volume: a 5-year com-
parison at an ACGME-accredited university
general surgery residency. J Surg Educ.
2007;64(5):256—-259

duty hour restrictions: is less really more?
J Pediatr. 2009;154(5):631-632

9. Folkard S, Lombardi DA. Modeling the im-
pact of components of long hours on inju-
ries and accidents. Am J Ind Med. 2006;
49(11):953-965

10. McDonald FS, West GP, Popkave G, Kolars JC.
Educational debt and reported career plans
among internal medicine residents. Ann In-
tern Med. 2008;149(6):416—420

American Board of Pediatrics. Workforce
Data: 2008—-2009. Chapel Hill, NC: American
Board of Pediatrics; 2009

duty hours and patient safety: establishing
a balance between concerns about resi-
dent fatigue and adequate training in neu-
rosurgery. J Neurosurg. 2009;110(5):
828—836

mer G, Escarce JJ. Cost implications of re-
duced work hours and workloads for resi-

California Health Maintenance Organizations (HMO’s) Establish Time Standards: For
the first time, physicians in HMO’s in California are being required to see a patient within ten
days if they are generalists, and two weeks if specialists. According to an article in The New
York Times (Archibold RC, January 19, 2010), physicians must find ways (with their staff or
partners) to return a call within 30 minutes and be available 24 hours a day. Urgent needs
must be accommodated within 48 hours. While this may certainly reduce the frequent long
waits for patients to be seen in these California HMO'’s, the risk is that premium costs may go
up as practices hire more physicians or incur other staff costs to meet the time require-
ments. The situation could be even worse if more patients are given access on a national
basis to HMO health insurance options. As to what happens if a patient reports an HMO for not
complying with time standards, there would apparently be a possible audit and fines that
could ensue. Whether other states will follow with similar results awaits the lessons to be
learned from implementation of this new California state law.
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