Perceptions of Physician Attire

TO THE EDITOR:
Thanks to Dr Varnado-Sullivan and her col-
leagues for the article, “The Impact of Phy-
sician Demographic Characteristics on
Perceptions of Their Attire” in the October
2019, issue of Family Medicine.' Related to
their findings, I have a personal anecdote oth-
er readers might enjoy. Early in my career, I
looked a lot like Opie from The Andy Griffith
Show and I found that dressing formally in
a white coat, dress shirt, and tie helped me
get past the “you’re too young to be a doctor”
assumptions by patients. I also liked all the
pockets my white coat had for carrying the
various tools and toys I thought I needed right
at hand. However, once in practice, those same
pockets led to serious consternation because I
couldn’t keep from catching them on the arms
of the chairs in my office. One day, my wife,
who was tired of sewing my pockets back on
and tired of my pretending I couldn’t do it my-
self, issued an ultimatum: “ditch that white
coat and figure out something else.” So I did.
I looked around our house and noticed my
fishing vest had plenty of pockets that were too
high to catch on the chairs. Because I thought
a used fishing vest might be unseemly to my
patients, I mail-ordered a brand new one. As
Varnado-Sullivan and colleagues noted, I also
perceived the importance of a name tag and
had one professionally engraved with my name
and role. Because I was concerned the vest
might be too informal for some of my patients,
I continued to wear a dress shirt and tie un-
derneath. I was overwhelmed at how well my
patients accepted the transformation. Work-
ing in a residency clinic, it is very important
to me that I develop trust as efficiently as pos-
sible with many patients who are very differ-
ent from me. Children, especially, are curious
about my vest and much less intimidated than
they were by my white coat. Older patients
who suddenly realized they were talking with
a fellow fisherman instead of just a doctor, be-
gan sharing their lives with me in a whole new
way and, occasionally, put me on to some great
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fishing holes. Some of my colleagues still find
my choice of attire quirky but I brushed them
off years ago—I'm having too much fun wear-
ing a fishing vest to work.

doi: 10.22454/FamMed.2020.667668

Scott E. Moser, MD
University of Kansas School of Medicine-Wichita
Wichita, KS
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Response to “Behavioral
Science Rounds: Identifying
and Addressing the Challenging
Issues That Residents

Face on a Family Medicine
Inpatient Service”

TO THE EDITOR:

George Saba, MD, et al’s recent article regard-
ing behavior science rounds® highlighted the
importance of providing a safe space for family
medicine residents to reflect on the common
challenges faced on a family medicine inpa-
tient service. Discussion of these challenges
will always remain a vital step in improv-
ing resident wellness. For resident wellness
to move forward, however, medical education
has an obligation to critically evaluate the cur-
rent systems of care delivery that contribute to
these challenges. By addressing these systemic
factors, medical educators have the opportuni-
ty to improve patient care, enhance resident
wellness, and decrease burnout.

An aspect of the article’s described model
for behavior science rounds includes “soliciting
personal strategies for preventing and deal-
ing with burnout.” In response to the burnout
crisis, many residency programs have imple-
mented a wellness curriculum; these curri-
cula tend to emphasize personal resilience.?
However, the systemic factors of the training
environment are at least as important to the
conservation of wellness, and deserve equal
investment of time and energy by education-
al faculty and administrators. Since the 2003
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rollout of the duty-hour restriction, resident
caseloads have not significantly decreased,
leading to work compression.? Nonphysician
tasks such as scheduling, paperwork, and so-
cial work issues, are a major contributor to this
work compression. The Institute of Medicine
Committee “believes that the often high work-
load of residents and the compression of work
into fewer hours are unrecognized contributors
to risks for patient safety and resident well-be-
ing.” They concluded that the transfer of “scut”
work to nonphysicians could allow residents to
maintain their educational patient experience
while still reducing duty hours.*

Reducing the amount of nonphysician task
work is just one example of systemic change
that supports resident wellness. Burnout is
not a personal battle. If the medical commu-
nity wants to accomplish wellness, then a team
approach will be necessary to combat burnout.
Medical educators need to not only emphasize
personal resilience but also advocate for sys-
tems of care that support physician wellness.
Family physicians, who excel at seeing the big
picture, are in the perfect position for pioneer-
ing the change they would like to see in the
structure of medical education.
doi: 10.22454/FamMed.2020.771589

Abby Huck, DO

Riverside Methodist Hospital Family Medicine Residency
Program

Columbus, OH
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Working Together to End our
Physician Well-being Crisis

TO THE EDITOR:

The article, “Making Sense of Family Medi-
cine Resident Wellness Curricula: A Delphi
Study of Content Experts” by Dr Lauren Pen-
well-Waines and colleagues published in the
September 2019 issue of this journal does an
excellent job of filling the literature gap with
expert consensus of the most essential com-
ponents of a residency wellness curriculum.!
The article ends with an important message
that should not be overlooked: “Equipped with
this information, [residency programs, facul-
ty, and residents] can move tomorrow’s physi-
cian workforce toward greater wellness.” As a
former associate program director at a family
medicine residency program and current resi-
dent remediation specialist, the topics of well-
ness and well-being come up frequently. Each
year I cofacilitate a statewide family medicine
chief resident workshop with a wellness small-
group session. Feedback from the residents is
the same year after year: incorporating things
like mindfulness education, yoga, and team-
building activities are just adding to their to-do
list and are not actually helpful. Furthermore,
residents note that their own faculty are burnt
out and do not role model wellness as leaders.
Table 2 of the article appears to agree: faculty
role modeling wellness behaviors was thought
to be essential to well-being action plans. On
the other hand, things that scored much low-
er included structured reflection activities and
nurturing and enhancing interprofessional re-
lationships.

We do not equip our residents with the prop-
er tools needed to proactively address their
individual struggles. This is borne out in the
data: nearly half of US resident physicians ex-
perience professional burnout during training.?
While reading the article by Penwell-Waines
and colleagues, I gained a new perspective on
a program in our residency designed to proac-
tively identify and help residents struggling
early in their training in order to prevent them
from struggling to meet the ACMGE compe-
tencies later on. Customized competency-based
assessments coupled with individualized learn-
ing plans (ILPs) were implemented at the be-
ginning of internship year. The plans were
assessed and evolved over time as residents’
knowledge, skills, and behaviors improved
throughout their training.
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In retrospect, I am astonished that we did
not view this as a wellness program in addi-
tion to an academic intervention. The inter-
vention embodied key elements of wellness:
encouraging self-disclosure of struggles; self-
assessment; setting and monitoring achieve-
ment of personal and professional goals per
an ILP; and mentorship and role-modeling by
faculty. It also meets the new ACGME require-
ment for use of ILPs and the subcompetency
that each resident should be able to “recognize
and develop a plan for one’s own personal and
professional well-being.”

While we did not formally study the effects
of our program on resident well-being, feed-
back from our residents was positive overall. In
addition, a literature search identified only one
similar program where an integrated advisory
and assessment pilot program was implement-
ed with reassuring results on resident well-be-
ing.*I believe the use of resident assessments
early in training coupled with ILPs and skilled
mentoring may not only address residents’ ac-
ademic difficulties, but can also help pave the
path toward increasing residents’ sense of well-
being during their training and beyond.

This is a clear call to action to promote the
personal and professional development and
well-being of trainees. I challenge my peers to
be the driving force for a proactive, innovative,
and customized approach to residency wellness
curricula. We must arm this next generation
of physicians with the tools needed to circum-
vent the physician well-being crisis.
doi: 10.22454/FamMed.2020.663176

Nida S. Awadallah, MD, FAAFP
University of Colorado School of Medicine
Aurora, CO
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Authors’ Reply to “Working
Together to Heal Our Physician
Well-Being Crisis”

TO THE EDITOR:
We appreciate Dr Awadallah’s comments on
our paper and her commitment to promoting
resident well-being. The innovative interven-
tion she describes at her program is consistent
with several of the most highly-rated elements
of a wellness curriculum in our study: to begin
conversations about wellness early and con-
tinue them throughout residency training, in-
tegrate these conversations into the advising
and mentoring process, and measure resident
well-being through qualitative methods. It is
possible that the individual learning plan (ILP)
meetings she describes also could incorporate
several other essential elements to promote
well-being by serving as a time to connect with
a mentor and facilitating confidential disclo-
sure for burnout and impairment.! We encour-
age her and other program leaders to consider
how they might be intentional about incor-
porating the essential elements into their ex-
isting wellness initiatives. We also encourage
individuals responsible for wellness curricula
to advocate for protected time and a budget to
implement wellness initiatives, a crucial fac-
tor in getting these programs off the ground.?
Regarding other elements of a wellness cur-
riculum, Dr Awadallah points out that many
residents do not view mindfulness training
and team-building as very helpful and even
find them onerous. Though these elements
were not as highly rated as those previously
mentioned, they were still considered by the
expert panel to be essential to a wellness cur-
riculum and have been shown to have benefits
for resilience.'® The tension between resident
and family medicine educator opinions under-
scores the importance of delivery of wellness
interventions (eg, creating time and space for
them, offering options that can be tailored to
individual resident needs and the culture/con-
text of the program), so that residents are not
left feeling burdened with one more thing to
do. This discrepancy also highlights the need
to advance the literature on resident wellness
by studying the relative effectiveness of the
components of a wellness curriculum on well-
being outcomes (eg, career satisfaction, resil-
ience) and academic/professional performance.
Finally, we echo Dr Awadallah’s call to ac-
tion for residency programs to develop and
evaluate innovative ways to equip the “next
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generation of physicians with the tools need-
ed to circumvent the physician well-being cri-
sis.” By sharing best practices, together we can
make a difference.

doi: 10.22454/FamMed.2020.916601
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