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Jake arrived home from the hospital and said to his wife, Emma, “How should | deal with
this?” He waved several sheets of paper in the air before letting them drop on the desk
where Emma was working. “It's a 360-degree performance evaluation of interns, so
they're asking us to evaluate our peers.”

“Glad we don't have that in surgery.” Emma said. “You medicine docs are so....”

“Yeah, yeah. | know what we are. That doesn't help me. | have to rate Alex’s performance,
and I'm not even certain how | feel about what he does, let alone how to complete this
evaluation.”

Jake and Alex were interns in Riverside Hospital's internal medicine residency program.
Almost since day one, Jake had complained to Emma about Alex’s way of doing things. At
first, Jake had chalked it up to the enormous difference between being a med student and
being an MD. In the beginning, it was an ordeal for interns to retrieve the needed clinical
facts in a moment and to manage the overwhelming amount of work in the closely
monitored shift time.

That was six months ago. Now Alex's “style” (Jake thought that was a neutral way of
putting it) was more than annoying, and Jake was resentful. Whenever Alex signed out to
Jake, Jake would be faced with a long patient-related to-do list that Alex had not
completed before his shift came to a close: check and enter lab results for Patient A;
accompany Patient B to CT imaging; follow up with Dr. C who did the pulmonary consult
for Patient D; enter more complete chart notes for Patients E and F. Jake was behind
before he began. He never got to the list of tasks he needed to perform with and for his
patients.

Alex was not incompetent; he knew his stuff, had good rapport with patients, and was
liked by patients and staff. The one time Jake had mentioned his distress over the amount
of work Alex left behind, Alex had said in a friendly enough way, “Hey, ya know, | work hard
during my 8 hours on, spend time with my patients, and get as much done as | can. | didn't
set these work hours, but | have to stick to them. You should look at it that way, too, man.
Work hard, do what you can, and pass the rest on. That's obviously what they want these
days. They're not asking us to be 24/7, superhuman doctors anymore.” As he walked
away, Alex had said, “Get a life, Jake.”
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“Signing out such a long to-do list wouldn't be tolerated by surgery housestaff,” Emma
said, raising an eyebrow. “So what are you going to do?”

She heard Jake mutter, “About Alex or about myself?”

Response

The “age of the giants” has passed. The idea of larger-than-life doctors devoting
themselves completely to patient care and sacrificing their personal lives in the process is
giving way to an era of recognizing limits to a physician’s work life. This change in attitude
has been advanced, in part, by resident work-hour restrictions [1, 2]. These restrictions
have also generated fears that the restructuring of resident education will lead to the loss
of traditional physician values. Long, grueling work schedules have often been defended as
necessary for imbuing new doctors with a strong sense of accountability and
professionalism. However, due to new restrictions, it has become impossible to both
comply with work-hour limitations and demonstrate a traditionally defined work ethic.
Residents are, in fact, confused about what is expected of them in this new system of
limited shifts and frequent patient handoffs [3]. This confusion is challenging the medical
community to redefine traditional beliefs about physician responsibility for patients [1, 2,
4].

Distress about the loss of traditional values is not the only challenge facing residents
today, however. Limitations on resident work hours have not been matched by limitations
on resident workload. In fact, a 46 percent increase in admissions to teaching hospitals
over roughly the past 20 years and a concurrent increase in intensity of care per admission
have given residents more work than ever before [5]. Time restrictions compress this work
until residents must maintain a frenzied pace in order to stay on top of their responsibilities

[6].

Residents thus face the impossible challenge of reconciling the traditional work ethic with
strictly limited work hours, which is the problem confronting Alex and Jake. Alex has clearly
interpreted the new limitations on work hours as a negation of traditional personal
accountability for all follow-up to patient care. In his view, the new professionalism is
defined as simply working as hard as one can for the duration of a shift. This conception of
professionalism lacks a sense of “ownership” of patient care, and Jake questions it. Indeed,
it raises important questions. Have we lost important values in our transition to more
humane resident schedules? Have we gone too far in trying to strike a balance between
physicians’ personal and professional lives? What happens to ownership of cases?

Beneficence and Physician Self-Care

Although duty-hour restrictions seek to improve residents’ quality of life, it is useful to
remember that these restrictions arose chiefly from concerns about patient safety. Studies
have associated an increased risk of medical errors with greater shift length [7, 8].
Additionally, the case of Libby Zion—who died under the care of a resident physician at
New York Hospital in 1984—and the subsequent Bell investigation suggested that
resident overwork and fatigue could be associated with detrimental effects on patient care

[2].
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However, long work hours and a disregard for the physician’s quality of life were
traditionally seen as expressions of altruism and self-sacrifice, which are central values for
the medical profession [4]. A demanding work schedule constituted an essential part of
the “informal curriculum” of residency, in which residents learned that their personal lives
were subordinate to their professional responsibilities [9].

But just as altruism and work ethic are core values of medical professionalism, so are
compassion and empathy. As Michael J. Green writes, “to care for [chronic] illnesses,
compassion and empathy are at least as important as stamina and self-sacrifice” [10]. Is it
realistic to expect all physicians to sacrifice personal well-being and still serve all their
patients well? Medical students’ and residents’ decreasing empathy scores with each year
of training [11] suggest that overworking trainees can drain them of their compassion and
drive. The traditional expectation that physicians disregard their own quality of life ignores
the fact that emotional and physical fatigue can be a serious detriment to patients as well
as physicians. Residents and surgeons who meet criteria for burnout are reportedly more
likely to make errors [7, 11-13]. And a 2002 survey of one prominent US program found
that as many as 76 percent of the internal medicine residents met criteria for burnout [12].
Clearly, the values of altruism and self-sacrifice should be tempered by concerns about
self-care.

It is obvious that Alex has accepted the fact that physicians must recognize their limits. In
his words, “they're not asking us to be 24/7, superhuman doctors anymore.” Yet Alex must
remember that this transition to a more humane work schedule was motivated by a desire
to create a safer environment for patients. Although giving residents more rest may
prevent errors caused by fatigue, shorter shifts also increase patient handoffs, which can
become a new source of errors and poor patient care. Jake has taken issue with the
amount of patient-related work that Alex passes on, but Alex clearly does not see this
work as part of his responsibilities. Who is responsible for ensuring safe patient handoffs in
this new era of resident education? If residents can no longer maintain full control of a
given patient’s care, who will be responsible for making sure everything is being done for
that patient?

Patient Ownership

The term “patient ownership” denotes responsibility and accountability for all aspects of a
single patient's care. Long work schedules have been defended as necessary for the
development of this sense of devotion to patients [4]. One of the unintended
consequences of work-hour restrictions may be a decline in this important, traditionally
held value [9]. A 2012 survey of surgery residents found that 86 percent of second- to
fifth-year residents in one program believed that there was a decreased level of patient
ownership after the institution of the 2011 duty-hour restrictions [14].

This belief is understandable considering the increase in handoffs of patients from one
resident to another during shift changes. Frequent handoffs not only increase the risk of
communication errors but also discourage any individual resident from viewing a given
patient as his or her personal responsibility. The excuse “that’s not my patient” has
become a frustratingly common refrain for residents who are unfamiliar with a patient
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under their care [1]. Shift restrictions now mean that residents are not available to their
patients 24/7.

Patient care has become more team oriented and systems based [1, 2, 4]. Duties are
delegated and doctors participate as members of a team. Attitudes towards
professionalism, however, have not yet been reconciled with this new team-based reality.
Our ethical obligations should reflect the fact that all members of the team caring for a
patient share ownership of and accountability for that patient. In this new era,
communication and leadership must become at least as important as altruism and self-
sacrifice.

It is clear that those with a traditional view of professionalism would strongly disapprove
of Alex’s behavior. In many ways, Alex is the stereotype of what many professionals fear
physicians might become—well-trained technicians with no sense of accountability. He
lacks the team focus that would allow responsibility and accountability to persist in this
new era of duty-hour limitations. Alex should view himself as a member of a team, and,
when Jake identifies a potential problem, they must work together with their team to
decide how to address his concern. Their responsibilities are no longer limited to just their
own actions during their shift; each team member has some responsibility for how the
team is operating as a whole.

The Team Mindset

The overflow of work on Alex’s to-do lists is not solely caused by new resident duty-hour
restrictions. A higher patient load, increased severity of cases, and greater responsibilities
for documentation and coordination contribute greatly to the overwhelming work that Alex
and Jake face. Even if their shift lengths were not restricted, it is doubtful they could
individually deliver every aspect of patient care. Therefore, if duty-hour restrictions were
not an obstacle, ideas about professionalism would still need to be revised to reflect a
more team-oriented view. In the face of this new reality, we must share accountability and
problem-solve as a team.

It is therefore the responsibility of both Alex and Jake, as well as the rest of their team, to
decide upon the appropriate amount of work to pass on at the end of a shift. This is not an
insignificant question to answer; interviews with residents after implementation of duty-
hour limitations have indicated that concern about delegating unfinished work is common
[3]. If Jake cannot start his work because of Alex’s extensive patient-related to-do list, then
clearly a solution must be found. However, finding this solution is not only the
responsibility of Jake or Alex; it is a responsibility shared by everyone on their team, since it
is the team that is ultimately accountable for the care of their patients.
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