
The Accreditation Council for Grad-
uate Medical Education (ACGME)

has recently rolled back its 2011 re-
strictions on intern work hours, al-
lowing first-year residents to work 28
hours instead of the current limit of
16 hours. In addition, it repealed the
absolute requirement that residents
have 8 hours off between scheduled
shifts and that they must document
the reason for 24+ hour shifts.
Advocates for these changes

have posed the choice between
longer and shorter intern hours as a
false dichotomy. We must allow in-
terns to work 28 hours, the argument
goes, so that they have sufficient
time with patients. Because they will
have to work 28-hour shifts as upper-
level residents, interns must work 28
hours to learn how to manage sleep
deprivation early in their careers. Res-
idents are also told that these 28-
hour shifts are also the only way to
reliably have a “golden weekend”
(i.e., 2 days off) once a month that
many find essential for nourishing
themselves and their relationships
outside the hospital.
None of these propositions are

true, and it is time to stop pretend-
ing otherwise. Residents spend an
average of seven minutes with each
patient because of the massive inef-
ficiency of our health care systems
and reliance on residents for clerical
and administrative tasks. We agree
that different schedules for different
levels of residents create disrup-
tions in care and resentments, but
these problems can be overcome by
limiting hours for all residents. The
Cambridge Health Alliance internal
medicine program decided years
ago that research demonstrating the

including work compression, in-
creased patient hand-offs, and less
time spent with patients. As a re-
sult, it has proposed major new
changes to its work life require-
ments for residents. We strongly
endorse a number of the principles
underlying these proposed
changes, including an emphasis on
the importance of team-based care
and an acknowledgment of the
faulty assumptions underlying 2011
requirements that the intern experi-
ence is sufficiently unique to justify
greater work hour protections. The
ACGME has also recognized that
work done by residents at home
must be considered in total hours
worked. Further, it has admitted
that current restrictions place
trainees in the untenable position
of staying at work longer than al-
lowable to complete necessary
tasks, and then feeling pressured
to lie on ACGME surveys to pro-
tect the accreditation status of
their programs.
In order to address these con-

cerns, the ACGME considered limit-
ing consecutive hours for all
residents to 16 hours, but rejected
this proposition both on pragmatic
grounds and as “incompatible with
the actual practice of medicine” and
“potentially disruptive of the incul-
cation of responsibility and profes-
sional commitment to altruism.”
The “actual practice” alluded to by
ACGME is not an ideal practice,
rather a sub-optimal practice that is
perpetuated by chronic underfund-
ing of the country’s training hospi-
tals which provide the bulk of care
to our underserved populations.

adverse effects of long hours was
compelling enough to cap shifts at
16 hours for all residents. We also
have one “golden weekend” a
month. Our program is able to do
this through creative scheduling,
night rotations, and a willingness to
eliminate unnecessary rotations.
The effects of long shifts on resi-

dents are obvious and well docu-
mented. Residents may:

• Make serious medication errors
and fail to convey important
information at change of shift;

• Stop being curious about illness
and distance themselves
emotionally from their patients;

• Crash their cars more frequently
• Suffer from demoralization and
depression; and

• Be more likely to attempt suicide,
as sleep deprivation increases
suicide attempts threefold;
meanwhile, our schools and
training programs have been
decimated by suicides all over
the country.

In response to these concerns,
the ACGME took additional action in
2011 to limit the number of hours
residents could work. But, duty
hours reforms have not solved all
patient safety issues and have had
unintended consequences, including
work compression as admissions in-
crease and the number of residency
positions remains unchanged. While
limiting duty hours may improve
some aspects of resident well
being, burnout among our trainees
is ever prevalent.
The ACGME rightly identified

concerns about work-hour reforms,
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Residents remain cheap labor.
Meanwhile, ongoing cuts in GME
funding threaten to erode innova-
tions such as the Cambridge Health
Alliance staffing model.
The Cambridge Health Alliance

model has its limitations and it cer-
tainly does not offer a solution for all
of the issues that face residencies
nationwide. There are still high rates
of mental health disorders and diffi-
culty accessing care, as Elisabeth
Poorman recently documented in an
editorial about her own and other res-
idents’ experiences.1 Workloads con-
tinue to increase here as they have in
all teaching hospitals. And excessive
night-float shifts cause their own
sleep disorders and safety issues.
Here at Cambridge Health Al-

liance, we still have precious little
time with each patient compared to
the hours spent in documentation

forms, the revised requirements
threaten to erode the ACGME’s
moral responsibility to protect doc-
tors in training from potentially
deadly cultures of abuse. Now is the
time for the ACGME to act to pro-
tect residents and patients and em-
brace clear science on safety.
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(though far better than the seven
minute nationwide average). We
need more money for physician ex-
tenders and more staff to do the
work that consumes so much more
of our time and keeps us away from
direct patient care. And we need
wholesale reform of a byzantine
health care bureaucracy. Nonethe-
less, Cambridge Health Alliance has
taken a step in the right direction,
even as the ACGME has proposed a
massive step backward.
Rolling back hour restrictions is

tantamount to a denial of the re-
sponsibility we have to patients to
offer the safest possible care, when
the most rigorous studies clearly
show an increase in patient care er-
rors and resident safety with longer
shifts.2 In light of our profession’s
suicide epidemic and the calls by
residents and students for major re-
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