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he Accreditation Council for Graduate Medical

Education (ACGME) first established national

standards for resident duty hours in 2003 as part of
the Common Program Requirements.' Residents were
limited to 30-hour duty periods, with a maximum 80
working hours and 1 day free from clinical responsibilities
each week, averaged over a 4-week period.! In 2008, the
Institute of Medicine recommended greater supervision and
additional limits on residents’ hours.?

In response, an ACGME Duty Hours Task Force
developed new Common Program Requirements that were
released in 2010.° The objectives of these revisions were to
improve the safety and quality of patient care as well as
resident education and quality of life.* Although program
directors and residents expressed some concerns that these
benefits might not be realized, the new duty hours went
into effect on July 1, 2011.5-12

Duty Hour Compliance

Before 2011, institution-level data from the ACGME
demonstrated high rates of compliance (nearly 95%) with
2003 Common Program Requirements. However, this was
contradicted by numerous published reports tracking
resident work hours and anonymous resident surveys
identifying frequent noncompliance and underreporting of
duty hours.!*'® In 2006, a large study by Landrigan et al"
found that 83.6% of interns (N = 1068) reported duty
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hour violations during at least 1 month of the yearlong
surveillance study.

We believe there are several potential reasons for
violation of the duty hour standards. The balance of patient
care and education may lead to unintentional noncompli-
ance as residents contend with increased work density. At
the same time, programs and faculty may place unrecog-
nized pressure on residents to meet educational objectives
and patient needs. Finally, trainees who disagree with the
limits may actively choose to violate the rules.

Regardless of the reason for noncompliance, training
programs are expected to monitor resident and fellow duty
hours and maintain compliance with ACGME standards.’
New Institutional Requirements proposed for implemen-
tation in July 2014 state that “the Sponsoring Institution
must provide systems to educate and monitor...accurate
and honest reporting of duty hours information by
residents/fellows.””*° Frequent violations place programs
and institutions at risk for added scrutiny, accreditation
with warning, probation, or even withdrawal of accredi-
tation by the ACGME. Consequently, residents may feel
obliged to underreport hours or violations in order to
appear compliant and to avoid punitive actions on
themselves or their programs.

In August 2010, a survey of more than 2500 residents
on the proposed Common Program Requirements found
that 84% of respondents reported compliance with the
2003 standards. In this same survey, 27% of residents
speculated that it would be more difficult for them to
comply with the stricter 2011 standards.® To assess both
the perceived impact of the 2011 regulations as well as self-
reported compliance with the new duty hour standards,
follow-up surveys of residents and program directors were
conducted.?"*

Resident Survey

In December 2011, we asked designated institutional
officials (DIOs) at all ACGME-sponsoring institutions to
distribute an anonymous, electronic questionnaire to their
residents and fellows. By February 2012, 26 581 residents
had received the survey. To assess duty hour compliance,
participants were asked to respond to the statement, I
comply with ALL duty hour regulations” by using a 5-point
Likert scale, ranging from ‘“never” to “always.” Each
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TABLE 1

DEMOGRAPHIC CHARACTERISTICS OF

RESPONDENTS AND COMPARATIVE ACGME

DATA ON US RESIDENTS™?

Survey
Respondents, us
Characteristic No. (%) Residents, %
Sex
Male 3069 (49.9) 50.2
Female 3085 (50.0) 427
Not reported 48 (0) 71
Year in training
PGY-1 1695 (27.3) 36.6
PGY-2 1550 (25.0) 28.4
PGY-3 1568 (25.3) 25.2
PGY-4 705 (11.4) 7.6
PGY-5 376 (6.1) 2.0
PGY-6 171 (2.8) 0.2
PGY-7 107 (1.7) 01
Not reported 30 (05) NA
Specialty
Anesthesiology 244 (3.9) 5.6
Dermatology 54 (0.9) 12
Emergency medicine 270 (4.4) 4.7
Family medicine 921 (14.9) 9.0
Internal medicine 1355 (21.8) 28.0
Neurology 18 (1.9) 23
Obstetrics-gynecology 305 (4.9) 43
Pathology 163 (2.6) 21
Pediatrics 668 (10.8) 9.9
Psychiatry 308 (5.0) 53
Radiology 199 (3.2) 53
Surgery 101 (16.3) 15.9
Transitional 75 (12) 11
Other 424 (6.8) 53
Not reported 87 (1.4) NA

Program size (No. of residents)

1-10 731 (1.9)
11-20 1432 (23.3)
21-30 1461 (23.7)
31-50 1365 (22.2)

TABLE 1 CONTINUED
Survey
Respondents, us
Characteristic No. (%) Residents, %
50+ 169 (19.0)
Not reported 44 (07)

Abbreviations: ACGME, Accreditation Council for Graduate Medical Educa-
tion; NA, not applicable; PGY, postgraduate year.

“ Data on all residents in ACGME sponsoring institutions from ACGME Data
Resource Book 2011—2012.
®From Drolet et al.>

answer was provided with an estimated “percentage
compliance” in an attempt to standardize responses (eg,
“mostly compliant” meant approximately 75% compli-
ance). For analytic purposes, noncompliance was defined as
any response other than “always.” Residents were also
asked to estimate how often they “falsely reported duty
hours to appear in compliance with regulations,” by using a
similar Likert scale. Falsification was likewise defined as
any response other than “never.” In both cases, the
outcome measured was considered a binary variable (ie,
compliant versus noncompliant or falsification versus no
falsification).

A total of 6202 residents (23.3%) responded to the
survey. Men and women were equally represented in the
sample (50.1% versus 49.9%). Most respondents were in
the first 3 postgraduate years (78%) and represented
internal medicine (22.2%), surgery (16.5%), or pediatrics
(10.9%). The sample was generally representative of all
US residents by the demographic variables measured
(TABLE 1).!

Nearly half of respondents (47.1%) reported they were
“always” compliant with the 2011 duty hour standards. Of
residents reporting noncompliance (52.9%), most stated
that they were “mostly compliant™ (82.3%; TABLE 2). In
a subgroup analysis, the highest rates of noncompliance
were reported by residents in the 3 largest training
groups—surgery (67.6%), internal medicine (59.1%), and
pediatrics (57.8%; F1GURE 1). Residents earlier in their
training reported greater noncompliance, a linear trend
demonstrated in F1GURE 2. This correlation between
postgraduate year and noncompliance remained significant
(logistic regression, P < .001) after adjusting for specialty,
sex, and program size in multivariate analysis.

Nearly half of residents (42.9%) responded that they
falsely reported their duty hours at some time, including
18.6% who reported falsely at least once or twice per
month (TABLE 2). Surgical residents were 2.18 times more
likely to falsely report hours than all other specialties. As
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FIGURE 1

PERCENTAGE OF TRAINEES REPORTING NONCOMPLIANCE OR DUTY HOUR FALSIFICATION IN EACH SPECIALTY

Boxed area indicates averaged percentage of all respondents (n = 6202).

with noncompliance, an inverse linear association was
noted between years of training and false reporting
(FIGURE 2).

Lastly, we correlated resident-reported compliance and
falsification with the perceived effect of duty hour
standards on patient safety, quality of education, quality of

life, and residents’ overall approval of the regulations. The
methods for assessing perspectives and the results from this
portion of the study have been previously reported.?! We
found that negative perceptions were strongly associated
(logistic regression, P < .001) with noncompliance and
greater falsification for each of these variables. For

0.6 -

05 -

04 -

0.3

47.6%

0.2

0.1

PGY-1 PGY-2

FIGURE 2

R?=0.9432

R?=0.9795

M Noncompliant

False Reporting

PGY-3 PGY-4 or Greater

FALSE REPORTING AND NONCOMPLIANCE BY POSTGRADUATE YEAR

Linear regression modeling shows a strong correlation with decreased falsification and noncompliance with increasing postgraduate year.
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TABLE 2

COMPLIANCE AND DuTYy HOUR FALSE REPORTING

Never Rarely (<25%) Somewhat (~50%) | Mostly (>75%) Always (100%)
| comply with ALL duty hour 03 23 6.7 43.6 471
regulations®
Never Rarely (Once Every Sometimes (Once or Often (Once a Week) | Always (Nearly Every

Few Months)

Twice a Month)

Day)

243

1.9

5.0

1.7

How often do you falsely report | 572
duty hours to appear in
compliance with regulations??

? Percentage of respondents.

example, residents who reported that patient safety had
worsened as a result of the 2011 standards were 1.51 times
more likely to report noncompliance and 1.69 times more
likely to report falsification than those who stated that
patient safety was unchanged or better. Similar associations
between negative perceptions and noncompliance, as well
as falsification, were noted for education (odds ratio [OR]
1.98 and 2.47, respectively), quality of life (OR 2.01 and
1.87, respectively), and overall disapproval of the 2011
rules (OR 1.88 and 2.17, respectively).

Program Director Survey

We also conducted a survey of residency program directors
in general surgery, internal medicine, and pediatrics to
assess perceptions and approval of duty hour regulations.
In this study, we also asked program directors, “In general,
how compliant are your residents with ACGME duty hour
regulations?”” We used the same 5-point Likert scale
(“never” to “always”) with estimated percentage
compliance for standardization. Of 730 eligible

participants, 549 unique responses were received
(75.2% response rate).?

Across the 3 specialties, program directors reported
57.3% noncompliance—any response other than “always”
compliant. Surgeons reported their residents had the
highest noncompliance rate (62.0%), followed by internists
(58.4%) and pediatricians (51.7%). When we compared
these data to resident responses based on training specialty,
we found that there was no significant difference to
residents’ reported rates of noncompliance (FIGURE 3).

Implications

Our study has several important implications. First, most
residents (52.9%) in a large, representative sample reported
some degree of noncompliance, and almost half (42.9%)
admit to falsifying duty hour reports. Although we
expected that senior residents would violate duty hours
more frequently in order to provide patient care or to
manage their teams, we found that junior residents were
more likely to report noncompliance. Although this survey

70%
60%
50%

40%

67.6%

30% 62.0%

20%
10%

0%
General Surgery

FIGURE 3

58.4%

Internal Medicine

M Program Directors

Residents

59.1% 57.8%

Pediatrics

REPORTED NONCOMPLIANCE BY PROGRAM DIRECTORS AND RESIDENTS BY SPECIALTY
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does not address each element of the 2011 guidelines, such
as the 16-hour duty hour limit for interns, our findings
suggest the stricter 2011 rules may be more difficult to
follow. Alternatively, senior residents may have better
efficiency and experience with duty hour regulations, which
may contribute to better compliance. Second, there was a
strong association between noncompliance and a negative
opinion of the duty hour limits, suggesting some residents
may intentionally violate duty hours owing to a disagree-
ment on principle. Residents’ concern for their education
may be 1 impetus. Likewise, residents have professional
obligations in caring for their patients, which they feel
supersede regulations and may contribute to noncompli-
ance, representing an “ethical dilemma” of duty hour
regulations.”

This study has several limitations. First, the survey
response rate from residents was low, which may indicate
nonresponse bias. However, this response rate is not
atypical for this type of survey study, particularly with such
a large sample.** Additionally, the study is generally
representative of US residents, which may decrease the
potential for selection bias.>*** Second, these data are self-
reported, which introduces the potential for recall bias. The
anonymity of the web-based survey may, however, decrease
social desirability bias as well as concern for potential
punitive action that comes from “official” duty hour
reporting.”” Finally, there may be some interpretation bias
in the responses to our questions (ie, “always” versus
“mostly”” means something different to each person).
However, the high concordance between resident and
program director responses to the same question suggests
similar interpretation between 2 independent samples,
supporting the reliability of the question and the internal
validity of the results.

Discussion

Our findings demonstrate continued problems with resi-
dent noncompliance and duty hour misrepresentation
under 2011 Common Program Requirements, which were
identified in studies following implementation of the 2003

standards.'>"”

Before further duty hour restrictions are
considered or implemented, we suggest that these issues be
carefully examined and attempts are made at rectification.
We propose that the first step to improving compliance
should be a nonpunitive approach that encourages accurate
reporting. Although repeated violations by a resident or
program would require some intervention—the standards
are not voluntary guidelines—the approach could remain
nonpunitive. Better awareness of noncompliance may be
used to improve feedback to residents who could benefit
from efficiency training. Likewise, more accurate reporting
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would help to identify programs in which violations are the
rule rather than the exception, as well as institutions in
which inadequate support is available for residents.

We believe there should be no motivation for duty hour
falsification, and while occasional violations may be
inevitable for residents, there should be a zero-tolerance
policy for lying about duty hours. Beyond the unprofes-
sional implications of this behavior, duty hour falsification
undermines the entire system of duty hour regulation.
Falsification prevents program directors and institutions
from accurately assessing working conditions and from
mitigating issues that result in duty hour violations. A lack
of accurate data only hinders further study into determin-
ing a balanced work-life ratio for training the next
generation of physicians.

We believe that increasing flexibility in the duty hour
standards may be the best approach to allow for
educational and patient safety goals to be met. This may
involve fewer duty hour restrictions in future revisions of
the Common Program Requirements or merely less strict
adherence to standards. In other words, a 75% compliance
requirement would have been met by 90.1% of residents in
this survey, rather than only 47.1% who reported “always”
(100%) compliant. Ultimately, ACGME clarification of the
expectation for compliance, whether substantial or abso-
lute, would be helpful to programs and institutions
responsible for monitoring duty hours. To the authors,
absolute adherence to duty hour standards seems at odds
with ethical and professional standards of practicing
medicine, which are explicitly reinforced in the Common
Program Requirements: “Residents must demonstrate
responsiveness to patient needs that supersedes self-interest
[as well as] accountability to patients, society, and the
profession.” We agree with numerous respondents in our
surveys who commented that physician schedules cannot be
strictly defined; flexibility is necessary to allow for
inevitable patient needs.
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