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Fatigue

Discontinuity
of care

Lack of 
Professional
Commitment
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•• NEUROLOGICAL SURGERYNEUROLOGICAL SURGERY as a Surgical as a Surgical 
DisciplineDiscipline

•• IMPACTIMPACT of Resident Duty Restrictionof Resident Duty Restriction--80 Hrs80 Hrs

•• IMPACTIMPACT of Further Reductionsof Further Reductions
–– Patient SafetyPatient Safety

–– Transitions of CareTransitions of Care

–– Culture of Commitment to PatientsCulture of Commitment to Patients

–– Duration of TrainingDuration of Training

–– CostCost
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•• Cerebrovascular DiseaseCerebrovascular Disease
•• NeuroNeuro--OncologyOncology
•• Spinal Column and CordSpinal Column and Cord
•• Peripheral, Autonomic Nervous SystemPeripheral, Autonomic Nervous System
•• Functional/ Restorative NSFunctional/ Restorative NS
•• NeuroNeuro--TraumaTrauma
•• NeuroNeuro--Critical CareCritical Care
•• Cranial Base SurgeryCranial Base Surgery
•• Medical NeurologyMedical Neurology
•• NeuroNeuro--ImagingImaging
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•• Long ProceduresLong Procedures-- (4(4--18 hrs)18 hrs)
•• Critically Ill PatientsCritically Ill Patients
•• Urgent/ Emergent CareUrgent/ Emergent Care
•• Diverse Procedures with little Diverse Procedures with little ““skills skills 

overlapoverlap””
•• No available Simulated/ Virtual TrainingNo available Simulated/ Virtual Training
•• Heavy outpatient requirementsHeavy outpatient requirements
•• Limited WorkforceLimited Workforce
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•• 97 Programs97 Programs

•• 165 First Year Positions165 First Year Positions

•• 762 Total Positions762 Total Positions
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RESIDENCYRESIDENCY # PROGRAMS# PROGRAMS POS/PROGSPOS/PROGS

ColorectalColorectal 3737 1.91.9

NeurosurgeryNeurosurgery 9797 7.87.8

OphthalmologyOphthalmology 120120 11.711.7

OtolaryngologyOtolaryngology 102102 10.610.6

Plastic SurgeryPlastic Surgery 8888 6.66.6

Thoracic SurgeryThoracic Surgery 9292 3.53.5

UrologyUrology 121121 8.38.3
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MEDIAN / RES / YRMEDIAN / RES / YR

AneurysmAneurysm 3434

EpilepsyEpilepsy 99

Brain TumorBrain Tumor 8585

Head Trauma SurgeryHead Trauma Surgery 5050

TransphenoidalTransphenoidal 1919

Carotid Carotid EndarterectomyEndarterectomy 88

Spine InstrumentationSpine Instrumentation 6464

Peripheral NervePeripheral Nerve 2626

StereotacticStereotactic Movement DisorderMovement Disorder 33

DysraphismDysraphism 88
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•• At least 60 At least 60 mosmos + PGY1+ PGY1

•• At least 36 At least 36 mosmos ClinClin NS (ACGME)NS (ACGME)

•• Chief Chief ResRes-- 12 12 mosmos

•• At least 24 At least 24 mosmos of of ClinClin NS at 1 InstitutionNS at 1 Institution

•• At least 3 At least 3 mosmos Neurology (ACGME)Neurology (ACGME)

•• 2121-- 24 24 mosmos ElectiveElective
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•• AnatomyAnatomy 1313--14%14%

•• NeurobiologyNeurobiology 1313--14%14%

•• PathologyPathology 1111--12%12%

•• NeurologyNeurology 1616--18%18%

•• ImagingImaging 1515--16%16%

•• NS NS 1313--15%15%

•• Fundamental skills Fundamental skills 15%15%
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•• Training must remain Broad and Deep across Training must remain Broad and Deep across 
ClinClin NeurosciencesNeurosciences

•• Emphasis on safe management of common Emphasis on safe management of common 
medical and surgical  urgent/ emergent medical and surgical  urgent/ emergent 
neurological conditionsneurological conditions

•• Research OpportunityResearch Opportunity
•• High quality Subspecialty Training High quality Subspecialty Training --EnfoldedEnfolded
•• Core TrainingCore Training-- 6 Yrs 6 Yrs 
•• Individual ProgramsIndividual Programs-- Option for 7 Yrs total Option for 7 Yrs total 

durationduration
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•• CORE TRAININGCORE TRAINING-- 5 YRS(PGY15 YRS(PGY1--5)5)
–– 42 42 mosmos ClinClin NSNS
–– 3 3 mosmos Fundamental Surgical SkillsFundamental Surgical Skills
–– 3 3 mosmos NeurologyNeurology
–– 24 24 mosmos Electives Electives 

•• EITHER ENFOLDED FELLOWSHIP, EITHER ENFOLDED FELLOWSHIP, 
RESEARCH, or BOTHRESEARCH, or BOTH-- 1 or 2 YRS1 or 2 YRS

•• TOTAL LENGTH  6 or 7 YRS TOTAL LENGTH  6 or 7 YRS 
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•• Small ComplementSmall Complement

•• Small FacultiesSmall Faculties

•• Multiple HospitalsMultiple Hospitals

•• Trauma CentersTrauma Centers

•• Case Acuity and LengthCase Acuity and Length

•• Resident AttitudesResident Attitudes
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•• PHYSICIAN EXTENDERSPHYSICIAN EXTENDERS
•• NIGHT FLOATNIGHT FLOAT
•• WEB BASED TIMEKEEPINGWEB BASED TIMEKEEPING
•• INCREASE FACULTY RESPONSIBILITYINCREASE FACULTY RESPONSIBILITY
•• UNCOVERED CASESUNCOVERED CASES
•• REDISTRIBUTE WORK LOADREDISTRIBUTE WORK LOAD
•• LAB YEAR IN CALL SCHEDULELAB YEAR IN CALL SCHEDULE
•• REDUCE ELECTIVE TIMEREDUCE ELECTIVE TIME
•• REDUCE AFFILIATED SITESREDUCE AFFILIATED SITES
•• HOME CALLHOME CALL
•• ALTER SCHEDULE OF TEACHING ROUNDS AND ALTER SCHEDULE OF TEACHING ROUNDS AND 

CONFERENCESCONFERENCES
•• ALTER START TIME FOR CALLALTER START TIME FOR CALL
•• 88 HOUR EXEMPTION88 HOUR EXEMPTION
•• EXTEND LENGHTH OF PROGRAMEXTEND LENGHTH OF PROGRAM (ELECTIVES, RESEARCH)(ELECTIVES, RESEARCH)
•• INCREASE COMPLEMENTINCREASE COMPLEMENT
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NS Res
Rounds Resect Clivus meningioma Rounds

IM Res
Rounds 

Clinic
patients

Rounds

The length of the teaching episode affects the ease with 
which the training can be fit into a given time period.

Post-op hematoma
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•• Survey of NS Residents/ Program DirectorsSurvey of NS Residents/ Program Directors

•• 68% PD added mid68% PD added mid--level FTElevel FTE

•• 11% with Trauma duties could not comply11% with Trauma duties could not comply

•• 93% reported 93% reported Negative impactNegative impact on continuity of on continuity of 
carecare

•• 74% 74% PDsPDs noted noted CRsCRs doing doing fewer casesfewer cases

•• 75% 75% ResRes-- Less familiar with patientsLess familiar with patients

•• 61% 61% ResRes, 79% , 79% PDsPDs-- NEGATIVENEGATIVE impact on RTP impact on RTP 
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AY01AY01 AY02AY02 AY03AY03 AY04AY04 AY05AY05 AY06AY06 AY07AY07

Cases Cases 
performed performed 
by Chief by Chief 
ResidentResident

363;363;
347347

333333 291; 291; 
327327

247;247;
238238

273;273;
291291

238;238;
250250

285;285;
254254

Total Total 
Cases Cases 
performed performed 
at NMHat NMH

17861786 16311631 17351735 15821582 15401540 15601560 16741674

% Change% Change -17%
-6%

-29%
-31%

-22%
-16%

-32%
-28%

-18%
-27%

- NMH trialed 80-hour work week in AY03; 80 hour work week went into effect in AY04

- % change was calculated using the average of CR cases in AY 01 & 02:  

348   (#cases-348)/348*100
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• Diluted experience (decreased 
number, types of procedures)

• Decreased continuity of care-
HANDOFFS

• Potential increased time required to 
complete training
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•• Frequent HandFrequent Hand--OffsOffs-- ERRORSERRORS
•• Residents MarginalizedResidents Marginalized
•• Loss of Patient Loss of Patient ““ownershipownership””
•• NonNon-- Educational Night FloatEducational Night Float
•• Decreased Surgical ExperienceDecreased Surgical Experience
•• Decreased Access to Teaching ConferencesDecreased Access to Teaching Conferences
•• Decreased OutDecreased Out--Patient TrainingPatient Training
•• Decreased Continuity of CareDecreased Continuity of Care
•• Call Coverage During Research TimeCall Coverage During Research Time
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•• PositivesPositives
–– Decreased errors related to resident fatigueDecreased errors related to resident fatigue

•• NegativesNegatives
–– Loss of Loss of continuitycontinuity of careof care

–– Loss of critical informationLoss of critical information with each handoffwith each handoff

–– Decreased qualityDecreased quality of careof care

–– Increased errorsIncreased errors attributable to more frequent handoffs, attributable to more frequent handoffs, 
fragmentation and loss of continuity of carefragmentation and loss of continuity of care
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•• Night float admissionNight float admission patients had patients had longer LOSlonger LOS and and 

more tests ordered (Lofgren et al. J Gen Intern Med. more tests ordered (Lofgren et al. J Gen Intern Med. 
1990)1990)

•• Work hour limitsWork hour limits and presumed resulting and presumed resulting 
discontinuities associated with discontinuities associated with increased hospitalincreased hospital
complicationscomplications and test ordering (and test ordering (LaineLaine et al. JAMA et al. JAMA 
1993) 1993) 

•• Cross coverageCross coverage associated with an associated with an increased risk increased risk 
ofof errorserrors (OR 6.0) (Petersen et al., Ann. Int. Med (OR 6.0) (Petersen et al., Ann. Int. Med 
1994) 1994) 

•• SignSign--out errors can be improved substantially with out errors can be improved substantially with 
structured sign out (Petersen et al., Joint structured sign out (Petersen et al., Joint CommComm J J 
on QI 1998) on QI 1998) 
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•• 37% of surveyed residents said that sign37% of surveyed residents said that sign-- out out 
occurred in a quiet place most of the time occurred in a quiet place most of the time 

•• 52% provided written and verbal sign52% provided written and verbal sign--out on out on 
every patient every patient 

•• Only   55% of nightOnly   55% of night--float residents said that float residents said that 
when called about a patient, the relevant when called about a patient, the relevant 
information could be found in the signinformation could be found in the sign--out out 
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•• Study at UCSF demonstrated that compliance with 80 Study at UCSF demonstrated that compliance with 80 
hour workhour work--week resulted in an average of week resulted in an average of 15 handoffs15 handoffs
per patientper patient during a 5 day hospitalization.  Each during a 5 day hospitalization.  Each 
individual intern was involved in more than 300 handoffs individual intern was involved in more than 300 handoffs 
in an average month long rotation (J Hosp Med 2006; in an average month long rotation (J Hosp Med 2006; 
1:2571:257--266)266)

•• The number of potentially The number of potentially preventablepreventable adverse eventsadverse events
doublesdoubles when patients are under the care of a physician when patients are under the care of a physician 
from a nonfrom a non--primary or primary or cross covering teamcross covering team (Ann (Ann IntInt Med Med 
1994; 121:8661994; 121:866--872)872)
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•• With a decrease from an With a decrease from an 80 to a 56 hour80 to a 56 hour workwork--
week, handoffs will increase proportionate to week, handoffs will increase proportionate to 
decrease in resident workload, with an decrease in resident workload, with an 
estimated estimated increase in handoffs of >30%increase in handoffs of >30%

•• Teamwork breakdowns were the major Teamwork breakdowns were the major 
contributing factor in contributing factor in 70% of closed70% of closed malpracticemalpractice
claimsclaims involving trainees, with the most frequent involving trainees, with the most frequent 
type of breakdown being handoff problems and type of breakdown being handoff problems and 
incomplete or failed communication  (Arch Intern incomplete or failed communication  (Arch Intern 
Med 2007; 167:2030Med 2007; 167:2030--36)36)
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Compared to baseline (no restrictions, ~100 hour Compared to baseline (no restrictions, ~100 hour 
workweek), changes seen after adopting 80 hour workweek), changes seen after adopting 80 hour 
limit:limit:

•• General Medical Service  General Medical Service  (JAMA 1993;269:374(JAMA 1993;269:374--8)8)

–– Increased frequency of medical complicationsIncreased frequency of medical complications (35% vs. (35% vs. 
22%, p=0.002) and diagnostic test delays (17% vs. 2%, 22%, p=0.002) and diagnostic test delays (17% vs. 2%, 
p<0.001)p<0.001)

–– No significant change in inNo significant change in in--hospital mortality, length of stay, hospital mortality, length of stay, 
transfer to ICUtransfer to ICU

•• Surgical (Adult Trauma) ServiceSurgical (Adult Trauma) Service (Arch (Arch SurgSurg 2007; 142:7082007; 142:708--14)14)

–– Significant Significant increase in total complication rateincrease in total complication rate (5.64% vs. (5.64% vs. 
7.28%, p<0.001) and preventable complication rate (0.89% 7.28%, p<0.001) and preventable complication rate (0.89% 
vs. 1.28%, p=0.02)vs. 1.28%, p=0.02)

–– No differenceNo difference in total death rate or preventable death ratein total death rate or preventable death rate
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•• Sleep deprivation is Sleep deprivation is dangerous dangerous for residentsfor residents
–– Increased risk of car accidents (OR 2.3), near miss incidents (OIncreased risk of car accidents (OR 2.3), near miss incidents (OR R 

5.9), and incidence of falling asleep while driving (3 fold incr5.9), and incidence of falling asleep while driving (3 fold increase)  ease)  
(NEJM 2005;352:125(NEJM 2005;352:125--34)34)

–– Increased risk of Increased risk of percutaneouspercutaneous injuries in hospital (OR 1.61)  injuries in hospital (OR 1.61)  
(JAMA 2006;296:1055(JAMA 2006;296:1055--62)62)

–– Increased depressionIncreased depression

–– Deterioration of cognitive and motor function (sustained attentiDeterioration of cognitive and motor function (sustained attention, on, 
vigilance, simulated driving tests)  (JAMA 2005;294:1025vigilance, simulated driving tests)  (JAMA 2005;294:1025--33)33)

•• Sleep deprivation is Sleep deprivation is selfself --reportedreported to be associated with to be associated with 
increased risk of significant medical errors (OR 3.5increased risk of significant medical errors (OR 3.5--7.5) and 7.5) and 
preventable adverse events (OR 7, 8.7)  preventable adverse events (OR 7, 8.7)  ((PLoSPLoS Medicine Medicine 
2006;3:22402006;3:2240--2248)2248)

ButBut ……....
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ButBut……..    reducing work hours alone will not ..    reducing work hours alone will not 
necessarily deliver alert doctors to the necessarily deliver alert doctors to the 
bedsidebedside

•• Physicians in training, adherent to 80 hour workPhysicians in training, adherent to 80 hour work--week, are week, are 
not necessarily any less sleep deprivednot necessarily any less sleep deprived .  Two .  Two 
studies demonstrate persistent pathologic sleepiness studies demonstrate persistent pathologic sleepiness 
(measured by MSLT) in residents working day shifts only (measured by MSLT) in residents working day shifts only 
(Sleep Medicine 2007;8:90(Sleep Medicine 2007;8:90--3;  3;  AcadAcad Med 2002;77: 1019Med 2002;77: 1019--25)25)

•• No relationshipNo relationship demonstrated between demonstrated between hours workedhours worked per per 
week (<50, 50week (<50, 50--70, or >70) and incidence of 70, or >70) and incidence of fatigue relatedfatigue related
medical errorsmedical errors ((OccupOccup Environ Med 2007;64:733Environ Med 2007;64:733--8)8)

•• There is There is no assuranceno assurance that further restriction from 80 to that further restriction from 80 to 
56 hours will eliminate daytime sleepiness, without attention 56 hours will eliminate daytime sleepiness, without attention 
to improved sleep hygiene, work schedule, attention to to improved sleep hygiene, work schedule, attention to 
circadian rhythm, and other factorscircadian rhythm, and other factors
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•• Loss of Loss of ContinuityContinuity of Careof Care-- JR leave OR at JR leave OR at 
1600 to sign1600 to sign-- out by out by 17001700

•• Residents Residents miss long casesmiss long cases lasting beyond lasting beyond 
1600, evening, and weekend cases1600, evening, and weekend cases

•• Decreased Research, on call every Fri Decreased Research, on call every Fri 
nightnight

•• Requires 40% Requires 40% increase in # of Residentsincrease in # of Residents

•• Longer Longer TrainingTraining--88--9 yrs9 yrs
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•• Passed by the European UnionPassed by the European Union’’s Social s Social 
Affairs Council in 1993Affairs Council in 1993

•• Interim 52 hrs phased into 48 hrs by 2009Interim 52 hrs phased into 48 hrs by 2009
•• 11 hrs continuous rest in each 24 hr period11 hrs continuous rest in each 24 hr period
•• All time spent in workplace is All time spent in workplace is ““workwork””

whether asleep or not (whether asleep or not (SiMAPSiMAP rulingruling--2000)2000)
•• Comments by Comments by ASiTASiT (The Association of (The Association of 

Surgeons in Training at The Royal College Surgeons in Training at The Royal College 
of Surgeons of England)of Surgeons of England)
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•• EWTD is detrimental to surgical trainingEWTD is detrimental to surgical training
•• Reductions in case volume will lengthen Reductions in case volume will lengthen 

trainingtraining
•• 48 hrs will lose 476,000 work hrs or 9900 48 hrs will lose 476,000 work hrs or 9900 

junior MDsjunior MDs
•• Will require 7500 more ConsultantsWill require 7500 more Consultants
•• Shift work requiredShift work required-- Hand OffsHand Offs-- ERRORSERRORS
•• Medical negligence claims up 72% 1990Medical negligence claims up 72% 1990--

19981998
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•• Change to 56 hrs Change to 56 hrs reduced operativereduced operative
experience by 20%experience by 20%

•• Survey of 220 surgeons (88% Survey of 220 surgeons (88% SHOsSHOs
and 96% Consultants) were opposed and 96% Consultants) were opposed 
to EWTDto EWTD

•• Loss of Trainer to Trainee bondLoss of Trainer to Trainee bond

•• Loss of Loss of commitment to traincommitment to train
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• Academic Medical Center 
• Primary teaching facility for 

Northwestern University’s 
Feinberg School of Medicine 

• Level I trauma network
• Level III neonatal ICU

Statistics as of 
February 2008

NMH
AMC 

Average
National 
Average 1

Total Staffed 
Beds:

714 519 187

Total 
Discharges:

41,319 24,420 8,125

Total Patient 
Days:

248,509 148,873 46,349

Total  
Residents:

3962 381 N/A

1Includes Community and AMC Hospitals

22007 COTH survey calendar year 2006 data (Doesn’t include non-accredited residents, other entity funding outside hospitals)



1. Replace lost resident hours/FTEs with 
incremental new residents

2. Replace lost resident hours/FTEs with other
healthcare providers:

– Certified Registered Nurse Anesthesia 
– Certified Midwives
– Physician Assistants
– Clinical Nurse Specialists
– Nurse Practitioners
– Registered Nurse First Assists
– Laborists
– Hospitalists
– Additional Residents
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Provider FTEs
(Current)

FTEs
(Incremental)

Current 
Cost

(at 80 hours)

Projected 
Total Cost
(at 56 hours)

Incremental Cost 
(% Change)

(at 56 hours)

Residents 411 176 $24,872,322 $ 35,424,009 
$10,551,687 

(42%)

Fellows 142 61 $10,824,354 $15,463,298 
$4,638,943 

(43%)

Total 553 237 $35,696,676 $  50,887,306
$15,190,630

(43%)

Scenario 1: Replace lost resident hours/FTEs with 
incremental new residents
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Provider FTEs1 % of FTEs Incremental Cost

Certified Mid-Wives 4.2 2.2% $                474,013 

Physician Assistants 112.8 55.0% $           11,539,26 2

Clinical Nurse Specialists 0.0 0.0% $                            -

Nurse Practitioner 2.8 1.5% $                316,009 

Registered Nurse First Assist 23.2 11.1% $             2,812,567

Certified Registered Nurse 
Anesthesia

29.9 14.6% $             3,534,542

Residents 4.0 2.0% $                335,737 

Laborists 1.0 0.5% $                214,375 

Hospitalists 27.0 13.2% $             4,961,250

Faculty 0.0 0.0% $                            -

Total 192.0 100% $        24,187,755

Current Costs $               35,696,676

Projected Costs $               59,884,431

1Note: Midlevel FTEs have been adjusted. (Midlevel 
providers work a 40 hour week and cannot replace resident 

FTEs working 56 hours on a 1 for 1 basis)
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Scenario 2: Replace lost resident hours/FTEs with other 
healthcare providers



• 100% of beds covered
• Standard patient to provider 

ratios maintained
• Current house staff work 

hours at 80 hours per week
• 40-hour work week for 

midlevel providers
• Differential pay for night shift
• Non-ACGME accredited 

programs held to same work 
hour rules as accredited 
programs

• Cost includes salary and 
benefits only

• Malpractice costs not 
included

• Indirect costs (space, admin 
support, computers, pagers,) 
not included

• No change in Attending 
hours

• Andrew Bunta MD, Vice 
Chairman Orthopaedic
Surgery

• Nathanial Soper MD, 
Chairman, Surgery

• Debra DaRosa PhD, Vice 
Chairman of Education, 
Surgery

• Christine Stock MD, 
Chairman, Anesthesiology

• Sara Childers MD, Medical 
Director, Surgical Services

• Jamie Collings MD, GME 
Director, Emergency Medicine

• Diane Wayne MD, GME 
Director, Medicine

• Magdy Milad MD, GME 
Director, OB/GYN

• Bethany Chiaramonte, 
Manager, Hospital Medicine 
Program
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Selected Providers 1 Number of Graduates 
Academic Year 2007 2

Estimated Need for 
AMCs3

Certified Mid-Wife 4 400 923

Physician Assistant 5 4,541 24,804

Registered Nurse First 
Assist 6 2,000 5,096

Certified Registered Nurse 
Anesthesia 7 1,500 6,567

Hospitalists 1,804 5,935

1CNS and Laborists do not include estimates for number of graduates 
2Graduates defined as providers passing needed certification 
3Calculation extrapolation: (# of providers needed to support NMH / # of staffed beds at NMH) x (# of AMC staffed beds - # of 
Staffed beds at NMH) 
4Source: Midwifery Today: http://www.mnmidwife.org/CNMToday.html#CNM%20facts
5Source: American Academy of Physician Assistants:
http://www.aapa.org/research/InformationUpdates07/IU2007NumClinPract.pdf
6Source: CCI Competency and Credentialing Institute: http://www.cc-institute.org/cert_cnor_abou_faqs.aspx#9
7Source:American Association of Nurse Anesthetists: 
http://www.aana.com/BecomingCRNA.aspx?ucNavMenu_TSMenuTargetID=18&ucNavMenu_TSMenuTargetType=4&ucNavMen
u_TSMenuID=6&id=1018
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•• We risk creating a new generation of surgeons We risk creating a new generation of surgeons 
who have who have less surgicalless surgical experienceexperience and and do not do not 
feel the samefeel the same commitmentcommitment to patientsto patients

•• HandHand-- Offs Offs cause errorscause errors and fail to and fail to 
communicate nuances from surgerycommunicate nuances from surgery

•• One Size One Size Does Not Fit AllDoes Not Fit All ((AnesAnes, Radio, Path, v , Radio, Path, v 
NS?)NS?)

•• If we lower standards we will If we lower standards we will harmharm the the 
publicpublic
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•• WHO PAYSWHO PAYS for increased FTEs?for increased FTEs?
•• Residents will be considered Residents will be considered 

STUDENTSSTUDENTS-- Tuition not SalaryTuition not Salary
•• Many Many AHCsAHCs will not survivewill not survive the cost the cost 

impactimpact
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•• More extensiveMore extensive studies which arestudies which are SPECIALTY SPECIALTY 

SPECIFIC with OBJECTIVE OUTCOMESSPECIFIC with OBJECTIVE OUTCOMES to to 
measure impact of duty hour restrictions on measure impact of duty hour restrictions on 
PATIENT SAFETYPATIENT SAFETY

•• Eliminate restrictions on Eliminate restrictions on Chief SurgicalChief Surgical
ResidentsResidents as they transition to independent as they transition to independent 
practicepractice

•• Uncouple Patient Care Time from Uncouple Patient Care Time from 
Educational TimeEducational Time (Conferences, Laboratory, (Conferences, Laboratory, 
Clinical Research, Observing High Value Clinical Research, Observing High Value 
Procedures or Outpatient Encounters)Procedures or Outpatient Encounters)

•• Exempt unExempt un --interrupted sleepinterrupted sleep while onwhile on--callcall
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•• PrePre--Selection ProcessSelection Process
•• Technical MasteryTechnical Mastery --Supervised Supervised 

RepetitionRepetition
•• Patients expectPatients expect THEIR Surgeon THEIR Surgeon to taketo take

care of themcare of them
•• Further reduction in duty hours will Further reduction in duty hours will 

damagedamage Surgical Patient Care, Surgical Surgical Patient Care, Surgical 
Education, Research Opportunities, and Education, Research Opportunities, and 
finest finest AHCsAHCs in the worldin the world


