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Abstract: Background: Medical residency is a time of high stress and long working hours, which
increase the risk of cardiovascular disease. This study aimed to investigate the autonomic modulation
of resident physicians throughout the on-call duty cycle. Methods: Spectral analysis of heart rate
variability (HRV) was used to compute cardiac parasympathetic modulation (high-frequency power,
HF) and cardiac sympathetic modulation (normalized low-frequency power, LF%, and the ratio
of LF and HF, LF/HF) of 18 residents for a consecutive 4-day cycle. Results: Male residents show
reduced cardiac sympathetic modulation (i.e., higher LF/HF and LF%) than the female interns.
Medical residents’ cardiac parasympathetic modulation (i.e., HF) significantly increased on the first
and the second post-call day compared with the pre-call day. In contrast, LF% was significantly
decreased on the first and the second post-call day compared with the pre-call day. Similarly, LF/HF
was significantly decreased on the second post-call day compared with the pre-call day. LF/HF
significantly decreased on the first post-call day and on the second post-call day from on-call duty.
Conclusion: The guideline that limits workweeks to 80 h and shifts to 28 h resulted in reduced
sympathetic modulation and increased parasympathetic modulation during the two days following
on-call duty.

Keywords: autonomic nervous system; Heart rate variability; medical resident; on-call duty; working
hours restriction

1. Introduction

In the traditional extended-duty shift model, each new admission to the on-call shift experiences
a reduction in the amount of on-call sleep and an increase in the total shift duration [1]. Recent
prospective studies and meta-analyses also suggest that long working hours [2] and shift work [3]
increase the risk of cardiovascular disease (CVD). In addition, on-call duty among medical residents
is characterized by sleep deprivation and stressful working conditions. Sleep deprivation alters
cardiovascular reactivity to acute stressors [4] and increases the incidence of CVD [5–7]. Systematic
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reviews have reported that such long working shifts and erratic schedules lead to acute and chronic
sleep deprivation in resident physicians, resulting in numerous adverse consequences in patient
care [8].

In 2011, the Accreditation Council for Graduate Medical Education (ACGME) revised medical
resident duty-hour policies, limiting resident workweeks to 80 h and shifts to 28 h. These policies
were based on studies of the effects of sleep deprivation on human performance and specifically on
the effect of extended shifts on resident performance [9]. In Taiwan, similar policies by the Ministry
of Health and Welfare limited workweeks to 88 h; and in 2013 there were three versions of limits on
consecutive work hours: 24, 28, and 32 h [10]. Several evaluations of these limitations on working hours
found essentially no differences in patient outcomes after their implementation [11–15]; however, few
studies have investigated the impact of the current working hours policies on physicians’ physiologies,
especially cardiovascular reactivity [16–18].

A physiological measurement of cardiac function, which varies with stress, is heart rate variability
(HRV). The autonomic nervous system is the primary regulator of heart rate. Rhythmic fluctuations
in the frequency of impulse conduction along the vagus nerves, modulated by the rate and depth of
breathing, result in substantial variations in R-R intervals, a condition known as respiratory sinus
arrhythmia [19]. R-R intervals are also affected by mental or physical activity, which reduce the
average frequency of the impulses conducted along the vagus nerves and increase the activity of the
sympathetic nervous system. The application of HRV analysis has recently gained popularity as a
means of quantifying autonomic nervous system (ANS) functioning noninvasively [20–22]. Spectral
analysis of HRV by Fourier transformation allows categorization into high frequency (HF), low
frequency (LF), and very low frequency (VLF) powers. HF is considered to represent vagal control
of the heart rate. Because both sympathetic and parasympathetic activities contribute to LF, the
ratio LF/HF and normalized LF (LF%) are considered by some investigators to reflect sympathetic
modulation [20–22].

Our earlier studies have described the long-term [17] and short-term [18] cardiac autonomic
modulation among medical interns in workweeks of up to 86.7 h and shifts of up to 33.5 h. Male
medical interns with this extremely heavy workload showed a reduced cardiac sympathetic modulation
(LF/HF) during duty night work and increased sleep vagal activity (HF) during the first sleep after
on-call duty, which corresponded to the Stanford Sleepiness Scales. In a one-year follow-up study [17],
interns presented a reduced HRV at 6, 9, and 12 months and cardiac parasympathetic modulation (HF)
at 9 and 12 months into their internship, both of which suggested a long-term risk profile of CVD. This
study is designed to test the hypothesis that the current duty hours, which limit workweeks to 80 h and
shifts to 28 h, have not substantially altered the short-term effects of cardiac autonomic modulation
after medical residents’ on-call duty. In addition, most previous studies compared physicians’ HRV
indices only during on-call duty and one non-call day rather than a longer post-shift period. The
present study had three specific aims: first, to follow, as primary outcome, changes in autonomic
functioning of residents through on-call duties, the first post-call day, and the second post-call day by
analyzing HF, LF%, and LF/HF, via frequency domain analysis of the HRV; second, to identify these
autonomic functional changes during the duty night and post-call rest by controlling the effects of
circadian rhythm; and finally, to determine whether any gender differences occur with respect to the
physiological impact of on-call duty.

2. Materials and Methods

2.1. Participants

A total of 18 pediatric residents trained at a hospital in middle Taiwan were voluntarily recruited.
Of these, 8 males and 4 females were in the postgraduate year (PGY) program, and the other 3 males
and 3 females were pediatric residents. All participants were healthy adults, aged 28.1 ± 2.5 (mean ±
SD) years. They did not have hypnotic drug abuse or excess alcohol, caffeine, or nicotine consumption
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during the entire period of study. None of them had any medical condition known to involve sleep or
the ANS, such as a psychiatric or cardiovascular disease.

During their pediatric residency training, the participants worked approximately 70.6 to 76.8 h
a week, including 28 consecutive work hours and an average of 6 to 9 on-call duties monthly. Each
on-call day comprised routine work from 08:00 to 16:59 (9 regular working hours daily), followed by
on-call duty from 17:00 to 07:59 (15 h). Per the “post-call post meridiem off” policy of the hospital,
the residents continued to work from 08:00 to 11:59 (4 h), and the 28 consecutive hours during on-call
cycle would meet the working hours limitation made by the Ministry of Health and Welfare (Figure 1).
Generally, 7–9 on-call days per month were scheduled for the PGY residents and 6 on-call days for the
pediatric residents.

Participants were given a detailed description of the study; and individual informed consent
was obtained in written form. They were aware of this study’s intention to obtain assessments of
their autonomic functioning and to monitor their activity and rest cycles. The study was conducted
between December 2015 and June 2016. The study protocol was approved by the Ethics Committee of
this hospital.
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Figure 1. Participants underwent electrocardiographic (ECG) recording for a four-day cycle: the
pre-call day, the on-call day, and two post-call days. Each on-call day comprised of routine work from
08:00 to 16:59 (9 regular working hours daily) followed by on-call duty from 17:00 to 07:59 (15 h). Per
the “post-call rest” policy of the hospital, the residents continued to work from 08:00 to 11:59 (4 h),
a total of 28 consecutive hours during the on-call cycle. Circadian period was separated into three
groups: morning (08:00–11:59), afternoon (12:00–16:59), and night (17:00–23:59). The pre-call day and
the morning period were used as self-control references.

2.2. Heart Rate Variability

Participants underwent electrocardiographic (ECG) recording by means of a miniature
physiological signal recorder (TD1, Taiwan Telemedicine Device Company, Taipei, Taiwan) [23].
The small size (5.2 × 3.1 × 1.2 cm) and low weight (11 g) of the recorder produced minimal interference
with work or stress on the participants. Each resident was monitored by the two-lead digital ambulatory
ECG recorder with an accelerometer, which was attached at 23:59 on the day before the shift (pre-call).
The device continuously recorded throughout the on-call day and the following two days (the post-call
day and the second post-call day) until removal at the end of the second post-call day.

The power spectral density was calculated by computerized fast Fourier transformation to evaluate
the R-R tachograms by frequency-domain measures. The R-R signals to be analyzed were truncated into
successive 64 s (4096 points) time segments (windows or epochs) with 50% overlapping. A Hamming
window was applied to each time segment to attenuate the leakage effect [24]. We also handled the
artifacts by the R-R rejection procedure. A temporary mean and SD of all R-Rs were first calculated
for standard reference. Each R-R was then validated. If the standard score, i.e., (value-mean)/SD,
of an R-R value exceeded three, it was considered erroneous or nonstationary and was rejected [25].
The average percentile of R-R rejection according to this procedure was 1%. Our algorithm then
estimated the power density of the spectral components based on fast Fourier transformation every 5
min. The resulting power spectrum was corrected for attenuation resulting from sampling and the
application of the Hamming window. The power spectrum was subsequently quantified into the
standard frequency-domain measurements as reported previously, including the variance of the R-R
interval values, VLF power (0.003–0.04 Hz), LF (0.04–0.15 Hz), HF (0.15–0.40 Hz), total power (TP),
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LF/HF, and normalized LF (LF%). LF% was calculated from LF/(HF + LF) × 100. The variance of the
R-R interval, LF, HF, and LF/HF values were logarithmically transformed to correct for their skewed
distributions [25].

2.3. Sleep Data and Accelerometry

We obtained sleep data using a weekly sleep log together with an accelerometer that was
attached to the recorder. Acceleration values were stored in the flash memory for each axis, namely
X (mediolateral), Y (vertical), and Z (anteroposterior). Each axis had a sampling frequency of 125
Hz and could detect accelerations ranging from −3G to 3G. A vectorial magnitude was calculated
as

√
x2 + y2 + z2. The quantified magnitude of physical activity was estimated by calculating the

root mean square of the vectorial magnitude for each time period (epoch). We applied the previously
described zero-crossing method to count the number of times per epoch of sleep time that the activity
signal level approached zero, 0.004087 g [18]. In our study, the ECGs recorded during nocturnal sleep
were excluded.

2.4. Statistical Analysis

Heart rate continuously changes within a person and was repeatedly measured by heart rate
monitoring. Due to the auto-correlations for all measurements within the same participant, it is
unreasonable to treat such measurements as fully independent among participants. Linear mixed effect
models were used for the statistical analysis, in which all major determinants—such as gender, duty
day, and circadian period—were included as fixed effects, while the baseline differences of heart rate
among all individuals were seen as a random effect. Four working days were named as the pre-call
day (Day 0), the on-call day (Day 1), the first post-call day (Day 2), and the second post-call day (Day
3). The circadian period was separated into three groups: morning (Time 0, 08:00–11:59), afternoon
(Time 1, 12:00–16:59), and night (Time 2, 17:00–23:59). Four measurements of outcome of interest are
R-R interval, HF, LF%, and the ratio of LF to HF. We build a mixed regression model as follows:

HRV = b0i + β1 Malei j + β2 Day1i j + β3 Day2i j + β4 Day3i j + β5 Time1i j + β6 Time2i j + εi j (1)

where
b0i ∼ N

(
0, σb

2
)
, εi j ∼ N

(
0, σε

2
)
. (2)

For model 1, b0 is a random intercept; β1 is the effect of male versus female; β2 is the effect of
the on-call day versus that of the pre-call day; β3 is the effect of the post-call day versus that of the
pre-call day; β4 is the effect of the second post-call day versus that of the pre-call day; β5 is the effect
of the afternoon (12:00–16:59) versus that of the morning (08:00–11:59); β6 is the effect of the night
(17:00–23:59) versus that of the morning (08:00–11:59).

Because participants were exhausted during and after duty, the HRV measurements then were
expected to be abnormal compared with other intervals after adjusting the duty day and circadian
period. Therefore, we built another model to specifically quantify the effect of duty night (Day1, time2)
and post-call rest (Day2, time1) as follows:

HRV = b0i + β1 Malei j + β2 Day1i j + β3 Day2i j + β4 Day3i j + β5 Time1i j
+β6 Time2i j + β7 dutynighti j + β8 postcallrest i j + εi j,

(3)

where
b0i ∼ N

(
0, σb

2
)
, εi j ∼ N

(
0, σε2

)
. (4)

For model 2, the interpretations of b0, β1, β2, β3, β4, β5, β6 are identical to model 1; β7 is the effect
of the night shift; and β8 is the effect of post-call rest after adjusting all other determinants. The
function glmer in R 3.3.0 was used to implement the mixed model. A p-value < 0.05 was considered
statistically significant.
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3. Results

Tables 1 and 2 show that the male residents had higher LF/HF and LF% than the female interns (p
< 0.001). There is a significantly higher R-R interval, i.e., lower heart rate, during night-time, but no
significant difference of HRV indices in spectral analysis, including HF, LF%, and LF/HF. Table 1 shows
that the HF significantly increased on the first post-call day (p = 0.041) and the second post-call day (p <

0.001) compared with the pre-call day. In contrast, LF% significantly decreased on the first post-call day
(p = 0.001) and the second post-call day (p = 0.016) from the pre-call day. Similarly, LF/HF significantly
decreased only on the second post-call day (p = 0.023) compared with the pre-call day. Table 2 shows
that there is no significant difference in any HRV measurements during the night shift (17:00 to 23:59)
and post-call rest (12:00 to 16:59) by controlling the effects of gender, duty day, and circadian period.
Figure 2 shows pediatric residents slept significantly shorter (p = 0.015) during on-call duties (5.44 ±
1.20 h) compared to the pre-call nights (6.50 ± 1.10 h) and post-call nights (6.27 ± 1.02 h).
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* Residents slept significantly shorter (p = 0.015) during on-call duty compared to the pre-call night and
post-call night by one-way analysis of variance (ANOVA) test.
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Table 1. Regression coefficients resulting from the construction of a linear mixed-effect model 1 of the HRV among all participants. Four HRV measurements of
outcome of interest are R-R interval, HF, LF%, and LF/HF. In this model, the major determinants—gender, duty day, and circadian period—were included as fixed
effects. The pre-call day and the morning period were self-control references.

RR (ms) HF [ln (ms2)] LF % LF/HF [ln(ratio)]

Coefficient Estimate SE p Value Estimate SE p Value Estimate SE p Value Estimate SE p Value

Intercept 703.02 26.48 <0.001 5.69 0.16 <0.001 50.56 2.67 <0.001 0.63 0.1 <0.001
Male vs. female 4.16 32.41 0.898 −0.25 0.19 0.185 16.63 2.79 <0.001 0.42 0.11 <0.001

On-call day vs. pre-call day −8.61 9.74 0.377 0.04 0.08 0.607 −1.74 1.94 0.371 0.03 0.07 0.664
Post-call day vs. pre-call day 5.94 9.74 0.542 0.17 0.08 0.041 −6.39 1.94 0.001 −0.11 0.07 0.118

Second day post-call vs. pre-call day −2.24 9.74 0.818 0.31 0.08 <0.001 −4.69 1.94 0.016 −0.16 0.07 0.023
Afternoon (12:00–16:59) vs. morning

(08:00–11:59) 13.97 8.44 0.098 0.06 0.07 0.393 −2.74 1.68 0.104 −0.1 0.06 0.099

Night (17:00–23:59) vs. morning
(08:00–11:59) 35.82 8.44 <0.001 0.11 0.07 0.135 −2.65 1.68 0.115 −0.08 0.06 0.203

Table 2. Regression coefficients resulting from the construction of a linear mixed-effect model 2 of the HRV among all participants. In this model, we additionally
examined the effects of duty night and post-call rest.

RR (ms) HF [ln (ms2)] LF % LF/HF [ln(ratio)]

Coefficient Estimate SE p Value Estimate SE p Value Estimate SE p Value Estimate SE p Value

Intercept 704.42 26.55 <0.001 5.7 0.16 <0.001 50.23 2.69 <0.001 0.62 0 <0.001
Male vs. female 4.16 32.41 0.898 −0.25 0.19 0.185 16.63 2.79 <0.001 0.42 0.11 <0.001

On-call day vs. pre-call day −10.82 11.33 0.34 −0.03 0.1 0.761 −0.86 2.26 0.703 0.02 0.108 0.768
Post-call day vs. pre-call day 2.54 11.33 0.822 0.18 0.1 0.06 −5.95 2.26 0.009 −0.07 0.08 0.383

Second day post-call vs. pre-call day −2.24 9.78 0.819 0.32 0.08 <0.001 −4.69 1.95 0.016 −0.16 0.07 0.023
Duty night 6.61 17.18 0.7 0.22 0.15 0.138 −2.63 3.43 0.442 0.09 0.12 0.876

Post-call rest 10.18 17.18 0.553 −0.03 0.15 0.814 −1.32 3.43 0.7 −0.12 0.12 0.349
Afternoon (12:00–16:59) vs. morning

(08:00–11:59) 11.42 9.49 0.229 0.07 0.08 0.385 −2.41 1.89 0.203 −0.07 0.07 0.297

Night (17:00–23:59) vs. morning
(08:00–11:59) 34.16 9.49 <0.001 0.05 0.08 0.506 −2 1.89 0.292 −0.08 0.07 0.229
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4. Discussion

This is one of the first studies targeting medical residents to evaluate the night shift effects
on HRV of long working hours for four consecutive days, including the pre-call day, on-call duty,
the first post-call day, and the second post-call day. This is also the first study to investigate the
physiological impacts of on-call-duty since the implementation in Taiwan of a new policy on duty
hours for medical residents. In this study, decreased sympathetic activities (LF/HF and LF%) and
increased vagal activities (HF) indicated the exhaustion stage of stress adaptation, but the dynamic
patterns differed. Our findings lend evidence to support our previous study, which found similar
patterns of HRV after on-call duty in medical interns [18], though the increased HF and decreased
LF/HF occurred at different times. On-call duty among physicians is characterized not only by long
working hours but also by sleep deprivation. Therefore, we demonstrated the impact of on-call duty
on HRV by controlling for the effects of circadian rhythm. In addition, the present study, as well as our
previous studies [16–18], use the within-subjects design to eliminate any inter-individual differences.
Considering the complex interactions among heart rate, respiration, and blood pressure regulation
during social–emotional tasks, this within-subjects design was recommended as the most appropriate
method of HRV in bio-behavioral research [26]. Specifically, our previous study showed that medical
interns presented lower LF/HF during night-time shifts than during daytime work [18]. This lower
LF/HF might result from long consecutive working hours or circadian rhythm [26]. In the present
study, we demonstrated significantly reduced LF/HF and LF% after on-call duty by controlling for
circadian rhythm.

The dynamics of LF/HF, which may represent cardiac sympathetic modulation, corresponded to the
three stages in the general adaptation syndrome model of stress: alarm, resistance, and exhaustion [27].
During on-call duty, sympathetic activities (LF/HF) slightly increased from pre-call days, that is, the
alarm stage. LF/HF decreased significantly during the first post-call day from on-call duty; but the
level of LF/HF did not differ from that during the pre-call day. These findings were consistent with
the resistance stage in the general adaptation syndrome model of stress. The significant reduction in
LF/HF not only indicated the exhaustion stage but also implied that the current duty-hour restriction
did not provide enough rest to allow medical residents to recover from this stress. The on-call duty
reduced LF/HF both in the present study and our earlier study [18]. Medical residents’ LF/HF and
LF% decreased on the two post-call days in this study, but medical interns’ LF/HF decreased during
the working night during on-call duty in our earlier study [18]. Interns, as freshmen trainees within
hospitals, typically work the greatest number of hours per week. Therefore, it is conceivable that
interns’ LF/HH reduced during duty night work, which was earlier than residents’ post-duty LF/HF
reduced in the present study. It is noteworthy that LF/HF is an indicator of ventricular tachycardia
(VT) and sudden cardiac death in ambulatory 24-h HRV recordings. LF/HF decreased before VT [28]
and immediately increased before VT onset [29–31].

There are several implications of the slight differences of the post-call reduction in sympathetic
indicators, that is, LF% and LF/HF. Firstly, the HF is generally representative of cardiovagal activities,
whereas the long-standing controversies of the LF%, LF/HF, and sympathetic indicators are ongoing
debates [22,32]. Because the LF component of HRV reflects a mix of sympathetic, parasympathetic
activities, and other unidentified factors in this frequency range, there is an inherent methodological
limitation to use LF% or LF/HF representing sympathetic activities. Secondly, LF% are more likely to
fit parametric assumptions, but LF/HF may show significant skew and kurtosis. Consequently, LF/HF
may exhibit an obvious decrease in precision [32,33]. Thirdly, the decreased LF% was significant and
LF/HF not during the first post-call day from pre-call day, this might be interpreted as a reduction
in relative sympathetic activity. Lastly, we included both LF% and LF/HF of the 5-min recording to
measure short-term HRV in this study. In order to successfully approximate the underlying information
in bio-signal analysis such as HRV, a heuristic rule requires at least 10 complete cycles of the lowest
observed frequency in the sampling period [22,34]. The 5-min recording of HRV can resolve frequencies
down to 0.033Hz in light of this rule. Therefore, we included both LF% and LF/HF based on the LF
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spectrum ranging from 0.04–0.15 Hz. Whereas, we did not use VLF power with 0.003–0.04 Hz as the
contribution from VLF is undersampled in this 5-min recording of HRV.

Increased HF, which represents vagal modulation, was found to occur during the two consecutive
post-call days. Vagal activity has been related to sleepiness or sleep propensity [18,35], and a previous
study found that parasympathetic activity predominates before people fall asleep [36]. Therefore,
residents’ increased HF, which suggested sleepiness, would be an important indicator to monitor the
risk of medical errors, which may jeopardize patient safety [37–40]. Residents’ increased HF during
working hours shifted from interns’ increased HF during sleep in our earlier study [18]. These findings
suggested a chronic sleep debt resulted from an extremely heavy workload in terms of hours worked
throughout medical training. We attribute this increased HF to the heavy working hours rather than
sleep deprivation during on-call duty. Although there was significantly shorter sleep during on-call
night shifts, the difference is one hour less than the pre-call day or the post-call days. In addition,
although a duty hour restriction lets residents leave work after noon on the post-call day, HF still
increased during the second post-call day.

No HRV indices changed during the night shift (the 9th to the 16th consecutive working hours)
or post-call (the 28th to the 33rd hours) rest, compared to the same time period on the other days.
These results revealed that the post-call effects, either long working hours or post-call rest, would
not reflect immediately on HRV. A recent study also found no significant differences in key HRV
measures in obstetricians working 14 h versus 24 h in labor and delivery. These findings, as well as
the aforementioned, significantly reduced LF and increased HF on the first and second post-call days,
which suggested that researchers should record HRV over two post-call days.

Our study demonstrated that male residents had higher sympathetic modulation (LF/HF and
LF%) than female residents did. This result is consistent with a previous epidemiology survey, in
which men had a predominant sympathetic modulation compared with women [41]. The mixed
model controlled for variations between subjects. Analysis of each subject as his/her own comparator
strengthened the results. However, the short-term effects did not conflict with our previous findings
that female interns’ HRV measurements did not significantly change through the 12-month internship,
whereas male interns’ HF decreased at 9 and 12 months. Epidemiological studies have revealed
that the incidence of cardiovascular disease is lower in premenopausal women than in age-matched
men [41]. Moreover, cardiac vagal modulation, a protective index of the severity of CVD [42], is more
predominant among premenopausal women than among men [25]. Future studies should focus on
the progression and potential protective mechanisms from HRV changes, shifting from the present
study’s short-term changes (within days) to long-term changes (as measured in months or even years).
In addition, there is a need to investigate the role of hormones, such as estrogen, progesterone, and
cortisol, in the stress response of the different genders, and the association between hormones and
cardiac autonomic modulation. There are several methodological limitations that should be noted
when interpreting our findings. Firstly, we could not control the quality of workload and sleep time
during on-call duties in this naturalistic setting. These variations and the relatively small sample size
could potentially diminish the significance of the HRV changes during the night shift and post-call
rest. Secondly, our study lacks residents’ performance tests and cardiovascular biomarkers to link
the HRV changes in this study. Neither did we account for psychological measurements, such as
depression, anxiety, and burnout symptoms, which significantly increased during medical internship
in our previous studies [17,18,43–47]. A recent meta-analysis demonstrated that physicians with a
positive screening for depressive symptoms are at higher risk for medical errors [48]. Thirdly, although
we demonstrate the impact of on-call duty on HRV, there was no control group to compare residents
with and without the current working hours restrictions; however, in HRV research among medical
trainees control groups have rarely been employed [49].
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5. Conclusions

In conclusion, our studies suggest the current duty-hour guideline, which limits workweeks to
80 h and shifts to 28 h, resulted in reduced sympathetic modulation and increased parasympathetic
modulation during the two days following on-call duty. Our findings provide insights into
electrophysiological biomarkers to monitor physicians’ work overload and may facilitate the
improvement of policies on duty-hour restrictions.
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